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Introduction

The Nebraska Behavioral Risk Factor Surveillance 
System (BRFSS) has been conducting surveys 
annually since 1986 for the purpose of collecting 
data on the prevalence of major health risk factors 
among adults residing in the state. Information 
gathered in these studies can be used to target 
health education and risk reduction activities 
throughout the state in order to lower rates of 
premature death and disability.

Methodology

This surveillance system is based on a research 
design developed by the Centers for Disease 
Control and Prevention (CDC) and used in all 
50 states, the District of Columbia, and three 
U.S. territories.
 Telephone surveys with 25,131 randomly se-
lected Nebraska residents aged 18 and older were 
conducted by the Nebraska Health and Human 
Services System during 2004, 2005, and 2006. 
To increase the number of respondents who are 
members of racial and ethnic minority groups, 
an additional “minority oversample” survey was 
conducted in each of the three years with adults 
aged 18 and older in Nebraska census tracts with 
large racial and ethnic minority populations. 
Total number of respondents to the minority 
oversample was 4,817 for 2004–2006.

Summary of Results

A comparison of prevalence estimates for se-
lected risk factors for Nebraska and the nation is 
shown in Table 1. In general, prevalence rates for 
most risk factors and measures of health for Ne-
braska were similar to the national medians. Still, 
some differences were noted, particularly in rates 
for preventive measures and good health habits.
 Although the uninsured rate has risen in re-
cent years, Nebraska fared slightly better than 
the United States as a whole in the proportion of 
adults without health insurance.

 The health status of Nebraskans was slightly 
better than that of Americans overall. For ex-
ample, the proportion of adults in the state who 
reported that their health was fair or poor was 
two percentage points lower than the nationwide 
rate. A slightly smaller proportion of Nebras-
kans indicated that their activities were limited 
by physical, mental, or emotional problems. The 
proportions of adults with high blood pressure 
or elevated blood cholesterol levels were a little 
smaller than corresponding rates for the nation. 
 Differences in prevalence of risk factors were 
generally small. Prevalence of cigarette smoking 
in Nebraska has changed little from previous 
studies, but was slightly lower than the national 
rate. Slightly higher rates of obesity and over-
weight were reported for Nebraskans than for 
adults nationwide. Prevalence of binge drinking 
was higher for adults in Nebraska, compared to 
the nation.
 Nebraska adults were somewhat less likely 
than American adults overall to participate in 
two good health habits tracked in the BRFSS. 
Fewer Nebraskans consumed fruits and veg-
etables five or more times daily. They were also a 
little less likely than adults nationwide to partici-
pate in the recommended level of moderate or 
vigorous physical activity.
 Nebraskans were less likely than Americans 
overall to take some preventive screening mea-
sures. The proportion of Nebraskans aged 50 
and older who ever had a colonoscopy or sig-
moidoscopy to screen for colorectal cancer was 
lower than the national rate. Fewer Nebraskans 
also reported having their blood cholesterol lev-
el checked in the past five years. Breast cancer 
screening (mammograms) and cervical cancer 
screening (Pap tests) rates were about the same 
as those reported nationwide. 
 In other preventive measures, Nebraska per-
formed better than the nation. A greater propor-
tion of adults aged 65 and older had a flu shot 
in the past year. Nebraska adults were also more 
likely than adults nationwide to have visited 
their dentist in the last 12 months. 

Executive Summary
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 Analysis of behavioral risk factor data also 
indicates that certain population subgroups 
are at greater risk for premature death and dis-
ability than the population as a whole. Young 
adults aged 18 to 29, persons with less educa-
tion (particularly those who have not completed 
high school), and persons with low household 
incomes are often at greater risk due to health-
related behaviors measured in this study.
 Results of this study also show that racial and 
ethnic minority groups in Nebraska are generally 
at greater risk for premature death and disability 
than the white population of the state. African 
Americans and Native Americans generally re-
ported poorer health status and greater preva-
lence of some risk behaviors. Hispanic Nebras-
kans and African Americans were less likely to 
have received certain recommended screenings 
and preventive care. Although Asian Americans 
were less likely to show significant differences 
when compared to white Nebraskans, like the 
other three racial/ethnic minority groups, they 
were less likely than white Nebraskans to have 
access to high-quality health care.
 Prevalence of many risk factors was similar 
for rural and urban Nebraskans. However, rural 
residents were at greater risk than those living in 
urban counties due to lack of health insurance. 
Rural residents were also less likely to have re-
ceived recommended health screening and pre-
ventive care. Prevalence of some risk behaviors 
(e.g., not wearing seat belts, use of smokeless to-
bacco) was also higher for rural respondents. 

Highlights For Specific Risk Factors

Access to Health Care
• Among Nebraskans aged 18 to 64 years, in 

2004–2006, 16 percent stated they did not have 
any type of health insurance at the time of the 
survey.

• From 1993 to 2000, the proportion of unin-
sured adults under age 65 remained fairly 
steady at 10 to 11 percent. Since then, rates have 
risen to 17 percent in 2005 and 2006.

Table 1: Comparison of Prevalence
Selected	Behavioral	Risk	Factors	and	Preventive	
Health	Measures,	Nebraska	vs.	United	States,	
2004–2006

 Nebraska U.S.

Access	to	Health	Care
No health insurance (adults aged 18 and older) 13% 15%

Health	Status
Reported general health to be “fair” or “poor” 13% 15%
Activities limited by physical, mental, or  
emotional problems (2005 only) 17% 19%
Health problems requiring use of special  
equipment (2005 only) 6% 6%
Ever told by health professional that they have:
 diabetes 7% 7%
 asthma (current prevalence) 7% 8%
 high blood pressure (2005 only) 24% 26%
 high blood cholesterol (2005 only) 35% 36%

Risk	Factors
Cigarette smoking 20% 21%
Obesity (Body Mass Index = 30+) 25% 24%
Overweight but not obese  
(Body Mass Index = 25.0–29.9) 38% 37%
No leisure-time physical activity 22% 23%
Binge drinking (5 or more alcoholic drinks on  
at least 1 occasion in the past 30 days) 18% 15%
Heavy drinking (>2 alcoholic drinks for men  
or >1 alcoholic drink for women per day) 4% 5%
Had all teeth extracted due to decay or gum  
disease (aged 65 and older)  21% 20%

Good	Health	Habits
Consume fruits/vegetables at least 5 times per  
day (2005 only) 20% 23%
Participate in recommended level of  
moderate/vigorous physical activity in a  
usual week (2005 only) 47% 49%

Preventive	Measures
Blood cholesterol level checked in past 5 years 70% 73%
Ever had sigmoidoscopy or colonoscopy  
(adults aged 50 and older) 49% 55%
Had Pap test in past 3 years  
(women aged 18 and older) 84% 85%
Had mammogram in past 2 years  
(women aged 40 and older) 75% 76%
Flu shot in past 12 months  
(adults aged 65 and older) 74% 68%
Ever had pneumonia vaccination  
(adults aged 65 and older) 67% 66%
Visited dentist in past 12 months 74% 71%
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• Sixteen percent of adult Nebraskans do not 
have a personal doctor or health care provider.

• Ten percent of BRFSS respondents reported 
that, at least once in the past 12 months, they 
had been unable to see a doctor due to the po-
tential cost of care.

Health Status
• As in past studies, the majority of Nebraska 

adults (87 percent) rated their general health 
“good” to “excellent.” However, 13 percent 
characterized their health as “fair” or “poor.”

• Respondents reported an average of 3.1 days in 
the past 30 days when they felt their physical 
health was “not good.” The number of days 
when mental health was “not good” averaged 
2.6 days. Adults in this survey reported an av-
erage of 3.5 days in the past month when poor 
physical or mental health kept them from par-
ticipating in their usual activities.

Anxiety and Depression
• In 2006, BRFSS respondents were asked how 

many days in the past two weeks they had ex-
perienced eight possible symptoms of anxiety 
or depression. Average number of days ranged 
from 0.3 days for “moving slowly … or been 
fidgety” to 3.3 days for “felt tired or had little 
energy.” 

• Overall, 10 percent of adult Nebraskans stated 
they had ever been diagnosed with an anxiety 
disorder, while 16 percent said they were ever 
told they had a depressive disorder.

• Asthma was significantly more prevalent 
among persons who had ever been diagnosed 
with anxiety or depression, compared to those 
who had not. In addition, the average number 
of chronic conditions reported was signifi-
cantly higher among persons with depression 
or anxiety than among those who have never 
had these mental illnesses.

• In this study, depression was associated with 
more unhealthy behaviors than was anxiety. 
For respondents with depression (either current 
or lifetime), prevalence rates for smoking, physi-
cal inactivity, and obesity were all significantly 
higher than rates for those who never had de-
pression. Smoking prevalence was also higher 
for persons diagnosed with an anxiety disorder 
than for those who never had this condition.

Disability and Quality of Life
• Seventeen percent of adults responding to the 

Nebraska BRFSS indicated that they experi-
enced limitation in one or more activities due 
to physical, mental, or emotional problems.

• Six percent of respondents said they now have 
a health problem that requires them to use 
special equipment, such as a cane or wheel-
chair. 

• Respondents who reported having an activity 
limitation or a health problem requiring use of 
special equipment are defined in this study as 
having a disability.

• One-half of respondents to the 2005–2006 
BRFSS (49 percent) stated they “always” get 
the social and emotional support they need. 
Nearly as many (45 percent) reported that they 
were “very satisfied” with their lives.

Cardiovascular Disease
• Four percent of adults reported being told they 

had had a heart attack. Four percent were in-
formed they had angina or coronary heart dis-
ease. Two percent had ever been told they had 
a stroke.

• Altogether, 53 percent of respondents who had 
been hospitalized for a heart attack participated 
in outpatient rehabilitation. Among persons 
who had been hospitalized due to stroke, only 
32 percent reported going to outpatient “rehab.”

Diabetes
• Seven percent of adults in Nebraska said a 

doctor had told them that they have diabetes.
• Prevalence of diabetes among the adult popu-

lation remained fairly constant at 4 to 5 per-
cent between 1994 and 2001. Prevalence rose 
to 6 percent in 2002, then continued upward 
to 7 percent in 2005 and 2006.

Arthritis
• In 2004–2005, 43 percent of BRFSS respon-

dents were categorized as having probable or 
diagnosed arthritis. 

• One-fourth (26 percent) of persons with prob-
able or diagnosed arthritis reported activity 
limitations due to this condition.

Asthma
• Eleven percent of adults stated that a doctor 

or other health professional had at some time 



4

told them they had asthma. When asked if 
they still have asthma, 7 percent of all respon-
dents said they do.

• In 2006, BRFSS respondents were also asked 
about prevalence of asthma among selected 
children in their households. Results were the 
same as for adults (i.e., 11 percent of children 
were ever told they have asthma and 7 percent 
of children currently have this disease).

Environmental Factors and Excess  
Sun Exposure
• Overall, nearly one-fifth of BRFSS respon-

dents (18 percent) reported having an illness 
or symptom that they attributed to poor air 
quality at home, in the office, or in another 
building.

• Prevalence of reported illness or symptoms 
resulting from pollution in the air outdoors 
was much lower (7 percent).

• To lessen the chances of developing skin 
cancer, the American Cancer Society recom-
mends avoiding or limiting exposure to the 
sun when its ultraviolet rays are strongest. In 
2004, 43 percent of adults in Nebraska indicat-
ed they had gotten a sunburn in the past year.

• Recent sunburns were much more common 
among young adults than among older ones, 
with 59 percent of persons aged 18 to 29 re-
porting at least one sunburn in the past year.

Injury Prevention
• Two-thirds of adult Nebraskans surveyed in 

2006 (66 percent) reported that they “always” 
use a seat belt when driving or riding in a car.

• Falls are the second-leading cause of unin-
tentional injury deaths in Nebraska. Four-
teen percent of individuals aged 45 and older 
said they had at least one fall in the past three 
months. Among the persons who had fallen, 
28 percent stated they had been injured.

• Efforts to promote proper storage of firearms 
in homes would reduce the likelihood of 
both unintentional injuries and injuries from 
violence-related causes. Altogether, 45 percent 
of respondents to the 2004 Nebraska BRFSS 
said that firearms were kept in or around 
their homes. About five percent of all respon-
dents who have firearms in or around their 
homes reported that they currently have 
these weapons loaded and unlocked.

Alcohol Misuse
• Binge drinking was much more prevalent than 

either heavy drinking or drinking and driving 
among BRFSS respondents. In 2004–2005, 17 
percent of adults stated that they had five or 
more alcoholic drinks on at least one occasion 
during the past month. In 2006, when the def-
inition for binge drinking changed to four or 
more drinks for women, prevalence of binge 
drinking edged upward to 18 percent.

• Heavy drinking is defined here as having 
more than two alcoholic drinks per day for 
men and more than one alcoholic drink per 
day for women, on the days when they drank. 
Prevalence of heavy drinking was 4 percent in 
2004–2006 in Nebraska.

• Overall, five percent of respondents to the Ne-
braska BRFSS reported that, in the month prior 
to the survey, they had driven a motor vehicle 
after having consumed too much alcohol.

Tobacco Use
• In 2004–2006, one-fifth of Nebraskans aged 18 

and older (20 percent) stated that they currently 
smoke cigarettes. Smoking prevalence remained 
fairly steady between 1993 and 2002 (at about 22 
percent). Since then, it has edged downward, 
with 19 to 21 percent of Nebraska adults cur-
rently smoking between 2003 and 2006.

• The majority of BRFSS respondents (77 per-
cent) said that smoking is not allowed any-
where inside their homes. 

• Eight of every ten respondents (82 percent) re-
ported that smoking is not allowed in indoor 
public areas at their workplace, while 88 percent 
stated there were rules prohibiting smoking in 
any work areas at their place of employment.

• In 2004, 9 percent of all Nebraska men indi-
cated they currently use smokeless tobacco. 
Prevalence of smokeless tobacco use among 
adult men in the state has held steady at 8 to 9 
percent since 1987–1988.

Overweight and Obesity
• In Nebraska, 25 percent of BRFSS respondents 

reported heights and weights that placed them 
in the “obese” category in 2004–2006. Nearly 
four out of ten adults (38 percent) were clas-
sified as “overweight but not obese.” Thus, a 
total of 63 percent of Nebraska adults were 
“overweight or obese,” with a Body Mass In-
dex reading of 25.0 or greater.
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• The proportion of adults who are at risk due to 
overweight or obesity has increased consider-
ably over the years. Prevalence has increased 
by 18 percentage points — from 46 percent in 
1989 to 64 percent in 2006. 

• The greatest share of the increase in over-
weight and obesity has occurred in the obese 
category. Prevalence of obesity among adult 
Nebraskans has doubled since 1992.

Consumption of Fruits and Vegetables
• Eight out of ten Nebraska adults (80 percent) 

ate fruits and vegetables less frequently than 
the five or more times daily recommended for 
good nutrition in the 2000 Dietary Guidelines 
for Americans. (The 2005 Dietary Guidelines 
encourage adults to eat 7 to 10 servings of fruits 
and vegetables each day).

Folic Acid
• Altogether, 47 percent of women of childbear-

ing age were able to correctly state that health 
experts recommend taking folic acid to pre-
vent birth defects.

• A similar proportion (48 percent) of women in 
this age group (18 to 44 years) indicated they 
are receiving the optimal level of folic acid 
through dietary supplements.

Physical Activity Levels
• More than one-fifth of Nebraska adults (22 

percent) stated they had not participated in 
any physical activities or exercise outside of 
their regular job in the past month. Preva-
lence of physical inactivity has remained fairly 
stable in the past five years, ranging from 21 to 
24 percent.

• In a “usual week,” 25 percent of Nebraska BRFSS 
respondents participated in “vigorous” physical 
activity (i.e., those causing large increases in 
breathing or heart rate) for 20 or more minutes 
per day on 3 or more days of the week.

• Nearly one-half (47 percent) of respondents 
engaged in activities meeting the require-
ments for moderate and/or vigorous physical 
activity. “Moderate” physical activities cause 
“small increases in breathing or heart rate.” To 
achieve the recommended activity level, par-
ticipants performed 30 or more minutes per 
day of moderate physical activity for five or 
more days per week and/or 20 or more min-

utes per day of vigorous physical activity on 
three or more days per week.

High Blood Pressure
• About one-fourth of adult Nebraskans (24 

percent) said they had been told by a health 
professional that their blood pressure is high. 
An additional one percent had been told their 
blood pressure is “borderline high” or that 
they are “pre-hypertensive.”

• Although the proportion of adults in Nebraska 
who have ever been told they have high blood 
pressure has not changed a great deal over 
time, prevalence appears to be moving gradu-
ally upward.

• Among respondents who have ever been told 
their blood pressure is high, 66 percent said 
they are currently taking medication for this 
condition.

Cholesterol Screening
• Seventy percent of Nebraska adults had their 

blood cholesterol level tested within the past 
five years.

• Among respondents who ever had their blood 
cholesterol level checked, nearly one-third (31 
percent) said their doctor or other health pro-
fessional told them it is high.

• Prevalence of elevated cholesterol levels has 
increased over the years, from 24 percent in 
1989-1990 to 31 percent in 2003 and 2005.

Colorectal Cancer Screening
• Among respondents aged 50 and older, only 29 

percent stated that they had a blood stool test 
(using a home kit) within the past two years to 
screen for colorectal cancer.

• Nearly one-half of persons in this age group (48 
percent) reported ever having a sigmoidoscopy 
or colonoscopy to check for colorectal cancer. 
The proportion of respondents who ever had 
one of these tests increased from 38 percent in 
the 2001 study to 48 percent in 2004 + 2006.

Prostate Cancer Screening
• Three-fourths of men aged 50 and older in the 

2004–2006 BRFSS (75 percent) reported ever 
having a Prostate-Specific Antigen (PSA) test 
to check for prostate cancer. More than one-
half of all males in this age group (54 percent) 
indicated they had a PSA test in the last 12 
months.
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• Eight out of ten men aged 50 and older (82 per-
cent) in this study said they ever had a digi-
tal rectal examination. Less than one-half (47 
percent) had this exam in the past year.

• Four percent of men aged 40 and older stated 
they had ever been told by a health profession-
al that they had prostate cancer.

Women’s Health
• Sixty-one percent of all women aged 40 and 

older had a mammogram within the past 
year. Screening rates increased considerably 
between 1993 and 1999. Since then, the rate has 
remained at 60 to 62 percent each year.

• The majority of women aged 18 and older who 
participated in the 2004–2006 BRFSS (85 per-
cent) reported having a Pap test within the 
past three years.

Family Planning
• Nearly two-thirds of respondents who were 

asked questions about birth control in 2004 (i.e., 
women aged 18 to 44 who were not pregnant and 
men aged 18 to 59) said they (or their partners) 
were currently using a form of birth control.

• Nine percent were not using birth control and 
were at risk for unintended pregnancy.

• Respondents who were asked these family 
planning questions were also asked about their 
desire to have children now or in the future. 
Altogether, 43 percent of these respondents 
stated they want to have a child now or some-
time in the future, while 36 percent indicated 
they did not want a child. The remaining 21 
percent were unsure. 

HIV/AIDS
• In 2004–2006, only 29 percent of Nebraska 

BRFSS respondents aged 18 to 64 years said 
they had ever been tested for HIV.

• Fifteen percent of BRFSS respondents who 
ever had an HIV test reported having their last 
test within the past year. Twelve percent stated 
it had been more than 10 years since they were 
last checked for HIV infection.

Immunizations
• In 2004–2006, three-fourths of Nebraska 

adults aged 65 and older (74 percent) reported 
having a flu shot in the 12 months prior to 
the survey. Among respondents aged 50 to 64 

years, only 40 percent received a flu shot with-
in the past year.

• Two-thirds of all respondents aged 65 and 
older (67 percent) reported ever having a vac-
cination for pneumonia.

• Hepatitis B is a serious disease caused by a vi-
rus that attacks the liver. Routine vaccination 
of children aged birth through 18 years and 
vaccination of persons of all ages in high risk 
groups is recommended. In 2006, 37 percent 
of Nebraska BRFSS respondents aged 18 and 
older indicated that they ever received hepati-
tis B vaccine.

Oral Health
• Nearly three-fourths of the adults surveyed in 

the 2004–2006 Nebraska BRFSS (73 percent) 
said they had visited the dentist within the 
past year.

• Sixty percent of adults aged 18 and older re-
ported that they had lost no teeth due to tooth 
decay or gum disease. However, 9 percent had 
lost six or more teeth (but not all) and 5 percent 
had at some time had all their teeth removed.

• Nearly three-fourths of BRFSS respondents 
(73 percent) indicated they had their teeth 
cleaned within the last year. The proportion of 
adults who had their teeth cleaned in the past 
12 months declined gradually over the past six 
years, moving from 77 percent in 2001 to 72 
percent in 2006.

Estimated Number Of People At Risk

The 2004–2006 Nebraska BRFSS shows that a 
substantial proportion of the adult population of 
the state is at risk for one or more of the factors 
studied. Table 2 presents estimates of the num-
ber of persons aged 18 and older in Nebraska 
(based on 2005 U.S. Census estimates) who are 
at risk due to individual factors.
 For some behaviors where certain age groups 
are most affected (such as mammograms, HIV 
testing, or flu shots), appropriate population 
subgroups have been used to estimate the num-
ber of persons at risk. Relevant age groups are 
noted in Table 2.
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 Estimated Percent at Risk Estimated No. at Risk*

Risk	Factor
General health is fair/poor 13%  172,531 
Activities limited by physical, mental, or emotional problems 17%  225,617 
No health insurance (aged 18–64) 16% 174,977 
No personal health care provider 16% 212,345 

	 	
Ever had a heart attack 4%  53,086 
Ever had a stroke 2%  26,543 
Told by a doctor they have diabetes 7%  92,901 
Currently have asthma 7%  92,901 

	 	
Do not always wear seat belt when driving or riding in a  
motor vehicle 34%  451,234 
Alcohol misuse:  
 Heavy drinking 4%  53,086 
 Binge drinking 18%  238,888 
 Drinking and driving 5%  66,358 
Cigarette smoking 20%  265,432 

Obesity (BMI = 30+) 25%  331,790 
Overweight but not obese (BMI = 25.0 - 29.9) 38%  504,320 
Consume fruits/vegetables less than 5 times per day 80%  1,061,726 
No leisure-time physical activity 22%  291,975 

Ever told blood pressure is high 24%  318,518 
Not had cholesterol level checked in past 5 years 30%  398,147 
Not had sigmoidoscopy/colonoscopy to screen for colorectal  
cancer (aged 50+) 52%  275,765 
Not had mammogram in past 2 years (women aged 40 and older) 25%  104,267 

Never been tested for HIV (aged 18–64) 71%  776,462 
No flu shot in past 12 months (aged 65 and older) 26%  60,723 
Have not visited dentist in past 12 months  27%  358,333 

*Estimated number at risk = % at risk × Nebraska population aged 18 and older (unless otherwise noted).
Population	data:	2005	U.S.	Census	estimates.

Table 2: Percentage 
and Number of 
Persons at Risk Due 
to Specific Factors
Nebraska	Residents	
Aged	18	and	Older,	
2004–2006
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Introduction

The Nebraska Behavioral Risk Factor Surveil-
lance System (BRFSS) has been conducting 
surveys annually since 1986 for the purpose 

of collecting data on the prevalence of major risk 
factors among adults residing in the state.
 This series of surveys is based on a research 
design developed by the Centers for Disease 
Control and Prevention (CDC). It is used in all 
50 states, the District of Columbia, and three 
U.S. territories. Questions are standardized to 
ensure comparability of data with other states 
and to allow determination of trends over time.
 Information gathered in these studies can be 
used to target health education and risk reduc-
tion activities in order to lower rates of prema-
ture death and disability.
 The current report presents results of inter-
views conducted in 2004, 2005, and 2006. It ad-

dresses major health risk factors, such as smok-
ing and physical inactivity; preventive health 
behaviors, such as immunizations and cancer 
screening; measures of health status, such as 
prevalence of diabetes or disabilities; and health 
care issues such as health insurance coverage.
 As in the 2001–2003 Nebraska BRFSS report, 
this report includes data for racial and ethnic 
minorities. It also presents the 95 percent con-
fidence intervals associated with most reported 
percentages, to enable the reader to assess sta-
tistical significance of findings. This report 
also summarizes trends in prevalence over time 
when available. It compares Nebraska BRFSS 
data with national averages and results in sur-
rounding states. Nebraska Healthy People 2010 
objectives that can be measured using BRFSS 
data have also been included.



9

Telephone surveys with 25,131 randomly-
selected Nebraska residents aged 18 years 
or older were conducted by the Nebraska 

Health and Human Services System during 
2004, 2005, and 2006.
 To increase the number of racial and eth-
nic minority respondents, a separate “minority 
oversample” survey was conducted in each of 
the three years (2004, 2005 and 2006). Racial 
and ethnic minority respondents are those who 
reported their race as African American, Asian 
American, Native American, Other, or reported 
more than one race. Persons who reported that 
they were of Hispanic Origin were also con-
sidered ethnic minority respondents. With the 
exception of a few questions not asked in the 
minority survey, the questionnaires used were 
identical to the main survey.
 Sampling methods were the same, except that 
the respondents to the minority oversample were 
selected only from census tracts with large mi-
nority populations. A total of 4,817 Nebraskans 
aged 18 and older comprise the racial/ethnic mi-
nority oversample. 
 As in the studies conducted in 1993 through 
2003, core questions were used by all the states. 
However, some of these questions were not 
asked every year. In addition to core questions, 
a variety of optional modules containing ques-
tions that were developed cooperatively between 
CDC and the states were available. Several of 
these modules were selected and used in the 
2004–2006 Nebraska BRFSS.
 The demographic distribution of survey re-
spondents is presented in Table 3. Data on gen-
der, age, rural vs. urban residence, education, 
household income, and race/ethnic origin were 
used to determine whether the prevalence of be-

havioral risk factors could be linked to or associ-
ated with these demographic variables. Howev-
er, it is necessary to keep in mind that, in many 
instances, multiple factors may be operating to 
influence prevalence.
 Prevalence estimates are based on weighted 
data rather than raw numbers of responses to a 
question. The weights adjust for over- or under-
sampling of age/gender groups. Age-adjustment 
was used for most prevalence estimates in this 
report, except in cases where data were to be 
compared to prevalence estimates that were not 
age-adjusted (i.e., U.S. data, data for other states, 
and some trend data). 
 Most tables in this report show the 95 percent 
confidence intervals associated with reported 
percentages. Confidence intervals are a method 
of measuring sampling error and defining the 
range where the “true” percentage would be 
found 95 percent of the time. Larger sample size 
is related to smaller confidence intervals and 
greater reliability of data. Confidence intervals 
are also useful in statistical significance testing. 
Differences in prevalence estimates (percent-
ages) for two subgroups of the population can 
be determined to be statistically significant if 
their confidence intervals do not overlap. Confi-
dence intervals were calculated using SUDAAN, 
a software package that estimates sample vari-
ances for complex sample designs.
 Percentages were not calculated for subgroups 
of the population when their sample size was 
less than 50. Calculations based on such a small 
sample size are considered to be unreliable. Un-
less otherwise noted, responses of “Don’t know/
Not sure” and “Refused” were removed from the 
denominators when calculating prevalence per-
centages in this report.

Methodology
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 2004–2006 brfss weighted to 2005
 survey sample population
 Number Percent Number Percent

All Adults Aged 18 and Older 25,131 100% 3,939,120 100%

Gender	 	 	
Male 9,844 39% 1,923,218 49%
Female 15,287 61% 2,015,902 51%

Age	 	
18–29 2,446 10% 864,147 22%
30–44 6,047 24% 1,105,245 28%
45–64 9,536 38% 1,241,736 32%
65+ 6,952 28% 708,945 18%
Unknown/Refused 150 1% 19,047 0%

Education	 	
Less than High School  2,080 8% 331,482 8%
High School Graduate/GED 8,847 35% 1,275,107 32%
Some College/Technical School 7,142 28% 1,131,705 29%
College Graduate 7,022 28% 1,196,746 30%
Unknown/Refused 40 0% 4,080 0%

Income
Under $15,000 2,510 10% 300,295 8%
$15,000–$24,999 4,304 17% 575,450 15%
$25,000–$49,999 7,661 30% 1,152,813 29%
$50,000+ 7,517 30% 1,405,896 36%
Unknown/Refused 3,139 12% 504,666 13%

Race
White 23,363 93% 3,519,366 89%
African American 352 1% 104,299 3%
Asian American 121 0% 34,148 1%
Native American 157 1% 33,262 1%
Other/Multiple Race 898 4% 233,724 6%
Unknown/Refused 23 0% 14,321 0%

Hispanic Origin (May be any race) 1,169 5% 250,886 6%

Place	of	Residence*
Urban  6,507 26% 1,841,081 47%
Rural 18,624 74% 2,098,039 53%

*Urban residents are defined as persons living in Douglas, Sarpy or Lancaster counties.  
All other counties are considered rural.
SOURCE:	2005	Population	Estimates,	U.S.	Bureau	of	Census,	July	1,	2005	estimates.

Table 3: Demographic 
Distribution of Respondents
2004–2006	Nebraska	Behavioral	Risk	
Factor	Surveillance	System

Minority Oversample  4,817

race:
White  422 
African American  2,004 
Asian American  126 
Native American  515 
Other/Multiple Race  1,688 
Unknown/Refused  62 
ethnicity:
Hispanic  2,049 
Non-Hispanic  2,755 
Unknown/Refused  13

Survey	Sample	for	Table	3.	
2004–2006.
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Lack of a health care plan or inadequate 
insurance coverage prevents many people 
from getting needed care because they are 

financially unable to pay for services without the 
help of insurance. Persons with health insurance 
are generally more likely to have a primary care 
provider and to have received appropriate pre-
ventive care, such as early prenatal care, immu-
nizations, or health screening tests. 
 According to the National Health Interview 
Survey, 14.8 percent of Americans in all age 
groups (43.6 million persons) had no health in-
surance in 2006.

No Health Care Plan

definition

No Health Care Coverage (i.e., Uninsured): “No” 
to the question, “Do you have any kind of 
health care coverage, including health insur-
ance, prepaid plans such as HMOs, or govern-
ment plans such as Medicare?”

Current Prevalence
Among Nebraska adults aged 18 to 64 years in 
2004–2006, 16 percent stated that they did not 
have any type of health care coverage.

Trend over Time
From 1993 through 2000, the proportion of 
uninsured adults under age 65 remained fairly 
steady at 10 to 11 percent in Nebraska (Figure 1). 
In 2001, the rate rose sharply to 17 percent but 
dropped back to 14 percent in 2002 and 2003. 
However, the proportion of uninsured adults 
has risen again to 17 percent in 2005 and 2006.

Who Does Not Have Coverage in Nebraska?
Men (17 percent) were a little more likely than 
women (15 percent) in this age group to report 
having no health care plan at the time of the sur-
vey (Table 4). 
 The proportion of respondents with no health 
insurance was significantly higher among 
younger adults than among older respondents. 
One-fourth (25 percent) of young adults aged 18 
to 29 stated they had no health care coverage, 
compared to 13 percent of adults aged 30 to 44 
and 10 percent of those aged 45 to 64.
 Significant differences in uninsured rates were 
also noted by educational attainment, with the 
proportion of uninsured respondents decreas-
ing significantly with increasing levels of educa-
tion (Figure 2). Persons who had not completed 
high school (42 percent) were significantly more 
likely than those with more education to say they 
had no health insurance. Similarly, the propor-
tion of adults with a high school education who 

Access To Health Care

Figure 1
Trend	in	Proportion	of	
Adults	Aged	18–64		
Who	Are	Uninsured	
(1993–2006)

Figure 2
Adults	Aged	18–64	Who	Are	Uninsured	by	Education,	Nebraska	(2004–2006)
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    unable to see doctor due  had last routine checkup
 no health insurance does not have a personal to cost (at least once within past twelve
 respondents aged 18–64 health care provider in past twelve months) months (2005–2006 only)

 Total  Confidence Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 17,981 16% 15.3–17.0 24,922 16% 14.9–16.4 24,925 10% 9.5–10.6 15,864 63% 62.2–64.4

Gender	 	 	 	 	 	 	 	 	 	 	 	
Male 7,386 17% 16.0–18.6 9,766 21% 19.4–21.8 9,775 8% 7.0–8.5 6,275 56% 53.8–57.2
Female 10,595 15% 14.0–16.0 15,156 11% 10.0–11.5 15,150 12% 11.7–13.3 9,589 71% 70.0–72.6

Age	 	 	 	 	 	 	 	 	 	 	 	
18–29 2,416 25% 22.8–27.9 2,431 28% 25.8–30.9 2,443 15% 12.9–17.0 1,437 54% 50.3–57.5
30–44 6,039 13% 12.2–14.5 6,031 18% 16.3–18.9 6,040 12% 11.1–13.2 3,729 56% 54.0–58.0
45–64 9,526 10% 9.4–10.9 9,523 10% 9.6–11.2 9,515 9% 8.1–9.5 6,144 65% 63.5–66.6
65+ -- -- -- 6,937 5% 4.5–5.8 6,927 3% 2.9–3.9 4,554 82% 81.1–83.7

Education	 	 	 	 	 	 	 	 	 	 	 	
<High School 1,046 42% 37.7–45.6 2,060 34% 31.0–37.5 2,060 19% 17.0–22.2 1,318 61% 56.5–65.0
High School 5,617 23% 20.9–24.2 8,774 17% 15.3–18.1 8,781 13% 11.9–14.1 5,574 60% 58.2–62.2
Some College 5,427 14% 12.3–15.0 7,086 14% 13.0–15.6 7,083 11% 9.6–11.6 4,508 62% 59.6–63.6
College Degree 5,882 8% 6.3–9.1 6,969 13% 11.5–14.3 6,968 6% 4.7–6.6 4,446 68% 65.3–69.7

Income	 	 	 	 	 	 	 	 	 	 	 	
<$15,000 1,312 41% 37.0–44.7 2,494 24% 21.4–27.5 2,483 28% 25.3–31.2 1,580 56% 51.6–60.0
$15,000–$24,999 2,452 38% 35.4–41.0 4,272 26% 23.6–28.1 4,276 23% 20.8–24.8 2,688 60% 57.0–63.2
$25,000–$49,999 5,814 15% 13.6–16.7 7,626 15% 14.0–16.6 7,629 11% 9.9–12.2 4,768 62% 59.8–63.8
$50,000–$74,999 3,441 7% 5.4–9.3 3,789 11% 9.2–12.5 3,792 5% 3.5–5.7 2,472 66% 63.1–68.6
$75,000+ 3,427 3% 2.4–4.7 3,697 9% 7.7–10.8 3,699 3% 2.1–4.4 2,465 68% 65.5–71.1

Race	 	 	 	 	 	 	 	 	 	 	 	
White 16,804 14% 13.0–14.6 23,616 14% 13.1–14.5 23,612 9% 8.8–10.0 14,988 63% 61.8–64.1
African American 1,447 27% 23.6–31.3 1,980 17% 14.5–19.4 1,981 20% 17.2–22.7 1,320 74% 69.7–77.6
Asian American 103 38% 23.6–54.2 124 23% 15.2–33.1 125 23% 13.2–37.2 88 57% 44.0–69.8
Native American 437 43% 35.8–51.4 512 35% 29.8–41.5 512 22% 16.8–28.7 449 70% 63.6–76.5
Hispanic American 1,864 51% 47.3–54.1 2,031 43% 40.2–46.2 2,033 23% 20.0–25.3 1,152 64% 59.5–67.9

Place	of	Residence	 	 	 	 	 	 	 	 	 	 	 	
Rural 12,851 18% 17.4–19.4 18,476 16% 14.8–16.4 18,478 11% 10.6–12.0 11,718 61% 59.8–62.4
Urban 5,130 14% 12.6–15.2 6,446 16% 14.4–16.8 6,447 9% 8.0–9.7 4,146 66% 64.1–67.7

note: “Number” and “percent” exclude missing, “don’t know,” and refused responses.

Table 4: H
ealth C

are A
ccess

Nebraska	Adults,	2004–2006	(with	95%
	Confidence	Intervals	—	SUDAAN)
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were uninsured (23 percent) was significantly 
greater than the proportion among adults with 
some college (14 percent) or a college degree (8 
percent).
 Uninsured rates were significantly higher for 
respondents with incomes under $25,000 per 
year (38 to 41 percent) than for those with an-
nual incomes of $25,000 to $49,999 (15 percent) 
(Figure 3). Rates of uninsurance were also sig-
nificantly higher for both of these groups than 
for persons with annual household incomes of 
$50,000 to $74,999 (7 percent) or $75,000 and 
above (3 percent).
 Native Americans (43 percent) and Nebras-
kans of Hispanic origin (51 percent) were signifi-
cantly more likely than African Americans (27 
percent) or white Nebraskans (14 percent) to say 
they had no health insurance (Figure 4). Asian 
Americans (38 percent) and African Americans 
were also significantly more likely than white 
persons in the state to report not having health 
insurance.
 Residents of rural counties in Nebraska (18 
percent) were significantly more likely than ur-
ban residents (14 percent) to indicate they had no 
health care coverage (Table 4).

Nebraska and the Nation
For purposes of comparison with other states 
and the nation, uninsured rates for persons 18 
and older have been used in Figure 5. For this age 
group, 15 percent of adults nationwide reported 
that they had no health insurance, compared to 
13 percent in Nebraska. Of the six surrounding 
states, uninsured rates were highest in Wyoming 
(18 percent) and Colorado (16 percent). Iowa and 
South Dakota fared best with 11 percent of adults 
in each state indicating they had no health care 
coverage.

Figure 3
Adults	Aged	18–64	Who	Are	Uninsured	by	Income,	Nebraska	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 4
Adults	Aged	18–64	Who	Are	Uninsured	by	Race/Ethnicity,	Nebraska	(2004–2006)

Figure 5
Adults	Aged	18+	Who	Are	Uninsured	(2004–2006)	(Data	not	age-adjusted)
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No Personal Health Care Provider

definition

No Personal Doctor or Health Care Provider: 
“No” to the question, “Do you have one person 
you think of as your personal doctor or health 
care provider?”

Current Prevalence
In the 2004–2006 BRFSS, 16 percent of adult Ne-
braskans stated that they do not have someone 
they consider their personal doctor or health 
care provider (Table 4).

Trend over Time
The proportion of adults who have no personal 
health care provider has remained fairly stable 
since 2001 (Figure 6), ranging from 14 percent 
to 17 percent over the six-year period.

Who Does Not Have a Personal Health Care 
Provider?
Men (21 percent) were significantly more likely 
than women (11 percent) to say they do not have a 
personal doctor or health care provider (Table 4).
 The proportion of adults without a personal 
health care provider decreased significantly 
with increasing age. Twenty-eight percent of 

respondents aged 18 to 29 indicated they do not 
have a personal physician, compared to 18 per-
cent of adults aged 30 to 44. Significantly fewer 
respondents in the 45-to-64 (10 percent) and 65-
and-over (5 percent) age brackets reported not 
having a personal health care provider.
 One-third (34 percent) of persons who had 
not completed high school indicated they did 
not have a personal physician. This proportion 
was significantly higher than the proportions 
reported for persons with more education. Only 
17 percent of high school graduates, 14 percent of 
persons with technical training or some college, 
and 13 percent of college graduates stated they 
had no personal health care provider.
 A similar pattern was evident by household in-
come of respondent. The proportion of persons 
with annual incomes under $25,000 per year with 
no personal physician (24 to 26 percent) was sig-
nificantly greater than the proportions reported 
for those with higher incomes. Respondents with 
incomes of $25,000 to $49,999 (15 percent) were 
also significantly more likely than those with in-
comes of $50,000 or higher (9 to 11 percent) to say 
they did not have a personal physician.
 Hispanic Americans (43 percent) were signifi-
cantly more likely than whites (14 percent), Afri-
can Americans (17 percent), and Asian Americans 
(23 percent) to indicate they did not have anyone 
they consider their personal health care provider 
(Figure 7). Native Americans (35 percent) were 
significantly more likely than whites or African 
Americans in Nebraska to report having no per-
sonal physician. Asian Americans were also sig-
nificantly more likely than white Nebraskans to 
have no personal health care provider.
 Rural and urban residents of Nebraska were 
about equally likely to report being without a 
personal health care provider (16 percent each) 
(Table 4).

  nebraska united states

  BRFSS BRFSS 
Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Proportion of adults aged 18 and older who have  
no health insurance. (Data are not age-adjusted) 0% 13% 15% 0%

Figure 6
Trend	in	Proportion	of	
Nebraska	Adults	with	
No	Personal	Health	Care	
Provider	(2001–2006)

16 14 17 16 15 15

0

20

40

60

80

100

2001 2002 2003 2004 2005 2006

Pe
rc

en
t

Nebraska	Department	of	Health	and	Human	Services:	BRFSS



15

Unable To See A Doctor Due To Cost

definition

Unable to See a Doctor due to Cost: “Yes” to the 
question, “Was there a time in the past 12 
months when you needed to see a doctor but 
could not because of the cost?”

Current Prevalence
In 2004–2006, 10 percent of adult Nebraskans 
reported that, at least once in the past 12 months, 
they had been unable to see a doctor due to po-
tential cost of care (Table 4).

Trend over Time
The proportion of respondents who said the cost 
of health care kept them from visiting a physi-
cian when they needed to was up in the past four 
years (9 to 11 percent), compared to 1996 through 
2000 when it averaged 7 percent (Figure 8).

Who’s at Risk in Nebraska?
The proportion of respondents who indicated 
that cost prevented them from getting needed 
medical care was significantly higher among 
women (12 percent) than among men (8 percent) 
(Table 4).
 Younger adults aged 18 to 44 were significantly 
more likely than older adults to report that, at 
least once in the past year, they had been unable 
to see a physician because of cost of care. Fifteen 
percent of 18- to 29-year-olds and 12 percent of 
30- to 44-year-olds gave this response, compared 
to 9 percent of respondents aged 45 to 64 and 3 
percent of those 65 and older.
 The proportion of respondents unable to see 
a doctor due to cost decreased significantly with 
increasing levels of education. Nearly one-fifth 
of persons with less than a high school education 
(19 percent) reported being unable to get medical 
care for this reason, compared to only 6 percent 
of college graduates.
 Similarly, persons with incomes below $15,000 
per year (28 percent) were significantly more 
likely than persons in all higher income brack-
ets to state they had been unable to get medical 
care because of potential cost. Adult Nebraskans 
with incomes of $15,000 to $24,999 (23 percent) 
were also significantly more likely to give this 
response than those with incomes of $25,000 to 

Figure 7
Adults	with	No	Personal	Health	Care	Provider	by	Race/Ethnicity,	Nebraska		
(2004–2006)

Figure 8
Trend	in	Proportion	of	Adults	in	Nebraska	Who	Could	Not	See	Doctor	Due	to	Cost	
(1993–2006)

Figure 9
Adults	Who	Could	Not	See	Doctor	Due	to	Cost	by	Race/Ethnicity,	Nebraska		
(2004–2006)
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$49,999 (11 percent) and $50,000 and above (3 to 
5 percent). 
 The proportions of Hispanic Americans (23 
percent), Asian Americans (23 percent), Native 
Americans (22 percent), and African Americans 
(20 percent) who reported they had been unable 
to see a physician because of cost in the past year 

were significantly higher than the proportion of 
white Nebraskans who gave this response (9 per-
cent) (Figure 9).
 The proportion of rural Nebraskans (11 per-
cent) who were unable to visit a doctor due to 
cost was significantly greater than the propor-
tion of urban residents (9 percent) (Table 4).

Last Checkup

definition

Last Checkup: Responses to the question, “About 
how long has it been since you last visited a doc-
tor for a routine checkup?” (A routine checkup 
is a general physical exam, not an exam for a 
specific injury, illness, or condition).

Current Prevalence
In 2005–2006, 63 percent of adults surveyed in 
the Nebraska BRFSS stated they had their last 
routine checkup within the past 12 months (Fig-
ure 10). Fifteen percent said their last checkup 
occurred between one and two years ago. For 
twelve percent of respondents, it had been at 
least five years or they never had visited a doctor 
for this purpose.

Trend over Time
The proportion of respondents who had their 
last checkup with a physician in the past year 
ranged from a low of 61 percent in 1991–1992 to a 
high of 68 percent in 1999–2000 (Figure 11). The 
2005–2006 rate of 63 percent is the lowest since 
1991–1992.

Who Has Received This Care in Nebraska?
Women (71 percent) were significantly more 
likely than men (56 percent) to say they had 
their last physician checkup within the past 12 
months (Table 4). 

 A significantly greater proportion of persons 
aged 65 and older reported having a checkup in 
the past year (82 percent), compared to younger 
respondents (Figure 12). Persons aged 45 to 64 (65 
percent) also were significantly more likely than 
adults aged 18 to 44 (54 to 56 percent) to have had 
a routine exam within the past 12 months.
 More than two-thirds of college graduates (68 
percent) reported a checkup in the past year — a 
significantly greater proportion than the rates 
reported by persons with less education (60 to 62 
percent).
 A similar trend was apparent by household 
income of respondents, with those earning 
$75,000 or more (68 percent) significantly more 
likely than persons with annual incomes un-
der $50,000 (56 to 62 percent) to have visited 
their doctor for a routine checkup in the last 12 
months. Respondents with incomes of $50,000 
to $74,999 (66 percent) also were significantly 
more likely than those in the lowest income 
bracket (under $15,000) to give this response (56 
percent).
 A significantly greater proportion of African 
Americans (74 percent) stated they had a check-
up in the past year, compared to white (63 per-
cent) or Hispanic (64 percent) Nebraskans.
 The proportion of urban residents who re-
ported a physician checkup in the last 12 months 
(66 percent) was significantly greater than the 
proportion of rural residents who had an exam 
of this kind (61 percent).

  nebraska united states

  BRFSS BRFSS 
Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Proportion of adults aged 18 and older who reported  
a time in past 12 months when they needed to see a  
doctor but could not because of cost.  
(Data are not age-adjusted). 4% 10% N/A 7%
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Figure 10
Time	Since	Last	Physician	Checkup,	Adults	Aged	18+	(2005–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 11
Trend	in	Proportion	of	Respondents	Who	Had	Last	Physician	Checkup	in	Past	12	
Months	(1991–2006)
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Figure 12
Respondents	Who	Had	Last	Physician	Checkup	Within	the	Past	12	Months	by	Age	
(2005–2006)
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Health-related quality of life measures 
have been included in the Nebraska 
BRFSS since January 1993. These ques-

tions seek to determine how adults perceive their 
own health and how well they function physi-
cally, psychologically, and socially during their 
usual daily activities. These indicators are im-
portant because they can assess dysfunction and 
disability not measured by standard morbidity 
and mortality data.

General Health

definition

At Risk: Respondents who answered “Fair” or 
“Poor” to the question, “Would you say that in 
general your health is: Excellent? Very good? 
Good? Fair? Or Poor?”

Current Prevalence
When asked to rate their health in general, the 
majority of adults said it was “excellent” (21 per-
cent) or “very good” (35 percent) in 2004-2006. 
An additional 31 percent considered their health 
to be “good.” However, 13 percent of respondents 
rated it as “fair” or “poor” (Figure 13).

Trend over Time
The proportion of respondents categorizing their 
health as fair or poor generally held steady at 11 to 
12 percent from 1993 through 2000 (Figure 14). 
Since then, the proportion of adults with fair or 
poor health has edged upward to about 13 percent.

Who’s at Risk in Nebraska?
Men and women were about equally likely to re-
port being in fair or poor health (13 percent each 
in 2004–2006) (Table 5).
 The proportion of adults with fair or poor 
health increased significantly with advancing 
age (Figure 15). More than one-fourth of adults 
aged 65 and older (27 percent) and 14 percent 
of those aged 45 to 64 indicated they had fair 
or poor health, compared to only 8 percent of 
adults aged 30 to 44 and 6 percent of those aged 
18 to 29.
 Adults with a lower level of education have sig-
nificantly higher rates of fair or poor health than 
adults with higher levels of education. One-third 
of adults with less than a high school education 
(33 percent) reported being in fair or poor health 
(Table 5), compared to only 15 percent of high 
school graduates. Only 11 percent of persons with 
technical training or some college and 6 percent 
of college graduates rated their health this way.

Health Status

Figure 13
Self-Reported	General	
Health	Status	
(2004–2006)

Figure 14
Trend	in	Proportion	of	Adults	Who	Report	“Fair”	or	“Poor”	Health	(1993–2006)
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    mean number of
  mean number of  mean number of days activities were
  days when physical days when mental limited by poor physical
 fair or poor health health was not good health was not good or mental health

 Total  Confidence Total Mean Confidence Total Mean Confidence Total Mean Confidence
 Number Percent Interval Number # Days Interval Number # Days Interval Number # Days Interval

All Adults 24,880 13% 12.0–13.0 24,419 3.1 2.9–3.2 24,541 2.6 2.5–2.7 11,985 3.5 3.3–3.6

Gender
Male 9,763 13% 11.8–13.5 9,653 2.8 2.6–3.0 9,656 2.0 1.8–2.1 4,081 3.6 3.3–3.9
Female 15,117 13% 11.8–13.2 14,766 3.3 3.2–3.5 14,885 3.3 3.1–3.4 7,904 3.4 3.2–3.6

Age
18–29 2,439 6% 4.7–7.4 2,417 1.8 1.5–2.1 2,423 2.8 2.5–3.2 1,309 2.3 1.8–2.8
30–44 6,040 8% 7.1–8.9 6,001 2.2 2.0–2.3 5,974 2.7 2.5–2.9 3,097 2.5 2.3–2.8
45–64 9,508 14% 12.8–14.6 9,385 3.4 3.2–3.6 9,390 2.8 2.6–2.9 4,550 4.1 3.8–4.4
65 + 6,893 27% 25.3–27.9 6,616 5.4 5.1–5.7 6,754 1.8 1.6–1.9 3,029 5.7 5.2–6.1

Education
<High School 2,048 33% 30.2–36.1 1,967 5.2 4.6–5.8 1,987 3.5 3.0–4.0 1,009 5.3 4.5–6.1
High School 8,768 15% 14.0–16.0 8,557 3.4 3.2–3.6 8,635 2.8 2.6–3.0 4,106 4.0 3.7–4.4
Some College 7,077 11% 10.4–12.4 6,957 3.1 2.9–3.3 6,979 3.0 2.8–3.2 3,567 3.4 3.1–3.7
College Degree 6,956 6% 5.5–7.0 6,911 2.2 2.0–2.5 6,909 2.0 1.8–2.2 3,293 2.7 2.3–3.1

Income
<$15,000 2,477 36% 32.9–38.7 2,374 7.7 7.1–8.4 2,402 6.1 5.5–6.8 1,567 7.5 6.7–8.2
$15,000–$24,999 4,265 21% 19.6–23.1 4,159 4.3 4.0–4.7 4,198 3.7 3.4–4.1 2,186 4.5 4.1–5.0
$25,000–$49,999 7,623 11% 9.9–11.8 7,528 2.7 2.5–2.9 7,560 2.6 2.4–2.8 3,637 3.0 2.7–3.3
$50,000–$74,999 3,789 6% 5.2–7.6 3,772 2.1 1.8–2.4 3,775 2.0 1.7–2.2 1,711 2.6 2.0–3.1
$75,000+ 3,696 4% 3.3–5.2 3,682 1.7 1.4–2.0 3,677 1.6 1.4–1.9 1,559 2.1 1.6–2.6

Race
White 23,570 11% 11.0–12.0 23,144 3.0 2.8–3.1 23,249 2.6 2.4–2.7 11,324 3.3 3.1–3.5
African American 1,984 26% 22.9–28.7 1,934 4.9 4.4–5.5 1,933 4.3 3.7–4.9 1,133 5.8 5.0–6.5
Asian American 124 13% 7.6–22.6 123 3.1 1.8–4.5 121 2.8 0.8–4.8 51 2.4 0.1–4.8
Native American 510 28% 22.9–33.0 506 5.4 4.2–6.6 502 4.1 3.1–5.1 293 8.0 6.1–9.9
Hispanic American 2,034 36% 33.0–39.3 2,008 4.1 3.5–4.7 1,992 2.5 2.0–3.0 857 4.4 3.5–5.2

Place	of	Residence
Rural 18,440 13% 12.8–14.0 18,059 3.0 2.9–3.2 18,162 2.6 2.5–2.8 8,691 3.4 3.2–3.6
Urban 6,440 11% 10.5–12.3 6,360 3.1 2.9–3.3 6,379 2.7 2.5–2.8 3,294 3.5 3.2–3.8

note: “Number” and “percent” exclude missing, don’t know, and refused responses.

Table 5: Self-Reported H
ealth Status and A

ctivity Lim
itations

Nebraska	Adults,	2004–2006	(with	95%
	Confidence	Intervals	—	SUDAAN)
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 A similar pattern is evident by household in-
come of respondents. Persons with lower an-
nual incomes were significantly more likely 
than those with higher incomes to indicate their 
health was fair or poor. More than one-third of 
respondents with incomes below $15,000 per 
year (36 percent) indicated they had fair or poor 
health, as did 21 percent of those with incomes 
between $15,000 and $24,999. A significantly 
smaller percentage (11 percent) of adults in the 
middle income range ($25,000-$49,999) report-
ed fair or poor health. Among those with annual 
incomes of $50,000 or above, only 4 to 6 percent 
said their health was fair or poor.
 Significant differences in self-reported health 
status were also identified by race and ethnicity 
of respondents (Figure 16). Hispanic Nebras-
kans (36 percent) were significantly more likely 
than any other group, except Native Americans 
(28 percent), to report that their health was fair 
or poor. Native Americans and African Ameri-
cans (26 percent) were significantly more likely 
than white (11 percent) or Asian (13 percent) Ne-
braskans to have fair or poor health. 

 Rural Nebraskans (13 percent) were signifi-
cantly more likely than urban residents (11 per-
cent) to state that their health was fair or poor.

Nebraska and the Nation
Nebraska, with 13 percent, ranked below the 
2004–2006 national median of 15 percent in 
proportion of adults who perceive their general 
health to be fair or poor (Figure 17). Three of the 
six surrounding states (Iowa, Kansas, and Wyo-
ming) also reported 13 percent, while 12 percent 
of adults in Colorado and South Dakota gave 
this rating of their health. In Missouri, 17 percent 
rated their health fair or poor.

Physical Health

definition

Average (mean) Number of Days Physical Health 
Not Good: Based on responses to the question, 
“Now thinking about your physical health, 
which includes physical illness and injury, for 
how many days during the past 30 days was 
your physical health not good?” 

Current Status
In 2004–2006, adults in Nebraska reported an av-
erage of 3.1 days out of the past 30 days when they 
felt their physical health was not good (Table 5).

Trend over Time
The average number of days when physical 
health was not good was slightly higher in 2004-
2006 than in previous periods, when the average 
ranged from 2.7 in 1993-1994 to 3.0 in 1997-1998 
(Figure 18).

Who’s at Risk in Nebraska?
On average, females (3.3 days) reported a signifi-
cantly greater number of days when their physi-
cal health was not good than did males (2.8 days) 
(Table 5). 
 The average number of days when physical 
health was not good increased with increasing 
age of respondent. Elderly people aged 65 and 
older reported significantly more days in the past 
month when their health was not good (5.4 days) 
than people in each of the younger age groups. In 
addition, persons aged 45 to 64 indicated signifi-
cantly more days (3.4) when their physical health 
was not good, compared to both 30- to 44-year-
olds (2.2) and 18- to 29-year-olds (1.8). 

Figure 15
Respondents		
Self-Reporting	“Fair”	or	
“Poor”	Health	Status	
by	Age	(2004–2006)

Figure 16
Respondents	Self-
Reporting	“Fair”	or	“Poor”	
Health	Status	by	Race/
Ethnicity	(2004–2006)
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 Persons with less than a high school educa-
tion averaged significantly more days when their 
physical health was not good (5.2 days in the past 
month) than persons in all other educational 
categories. High school graduates (3.4 days) and 
persons with some college or technical train-
ing (3.1) reported significantly more days when 
health was not good than college graduates (2.2).
 Significant differences were also apparent 
by annual household income of respondents. 
Persons with incomes in the two lowest in-
come brackets — below $15,000 (7.7 days) and 
$15,000–$24,999 per year (4.3 days) had signifi-
cantly more days when their physical health was 
not good than persons in the higher income cat-
egories. Persons in the middle income bracket 
($25,000–$49,000) averaged significantly more 
of these days (2.7) than those with incomes of 
$50,000–$74,999 (2.1) or $75,000 and above (1.7).
 Native Americans (5.4), African Americans 
(4.9), and Hispanic Americans (4.1) all reported 
significantly more days in the past month when 
their physical health was not good, compared to 
white Nebraskans (3.0 days) (Figure 19).
 Differences in average number of days when 
physical health was not good were not signifi-
cant between rural (3.0) and urban (3.1) Nebras-
kans (Table 5).

Mental Health

definition

Average (mean) Number of Days Mental Health 
Not Good: Based on responses to the question, 
“Now thinking about your mental health, 
which includes stress, depression, and prob-
lems with emotions, for how many days dur-
ing the past 30 days was your mental health 
not good?”

Current Status
In 2004–2006, adults aged 18 and older in Ne-
braska reported an average of 2.6 days in the 
30 days prior to the survey when their mental 
health was not good.

Trend over Time
Average number of days when mental health 
was not good has remained nearly steady from 
1997–1998 through the present (Figure 20).

Figure 17
Respondents	Who	Self-Reported	Their	Health	Status	as	“Fair”	or	“Poor”		
(2004–2006)	(Data	not	age-adjusted)

Figure 18
Mean	Number	of	Days	During	Past	30	Days	When	Adults’	Physical	Health	Was	“Not	
Good”	(1993–2006)

Figure 19
Mean	Number	of	Days	During	Past	30	Days	When	Adults’	Physical	Health	Was	“Not	
Good”	By	Race/Ethnicity	(2004–2006)
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Who’s at Risk in Nebraska?
Women reported a significantly greater number 
of days in the past month (3.3 days) when their 
mental health was not good than did men (2.0 
days) (Table 5).
 In contrast to physical health where the op-
posite was true, respondents aged 65 and older 
tended to report fewer days when their mental 
health was not good (1.8 days) than younger re-
spondents. In fact, they averaged significantly 
fewer days than persons in each of the three 
younger age groups (2.7 to 2.8 days each).
 Respondents with college degrees reported 
significantly fewer days in the past month when 
mental health was not good (2.0) than those with 
less education. 
 The average number of days when mental 
health was not good declined significantly with 
increasing household income. Persons with an-
nual incomes of $50,000 to $74,999 (2.0 days) 
and $75,000 and up (1.6 days) reported signifi-
cantly fewer days with poor mental health than 
those with lower incomes. Persons in the low-
est income bracket (less than $15,000) averaged 

at least three times as many days when mental 
health was not good (6.1) as those with incomes 
of $50,000 or more.
 African American (4.3) and Native American 
(4.1) adults averaged significantly more days in 
the past month when their mental health was 
not good than Hispanic (2.5) or white (2.6) Ne-
braskans (Figure 21).
 Rural (2.6) and urban (2.7) Nebraskans report-
ed similar numbers of days when their mental 
health was not good.

Activity Limitation

definition

Average (mean) Number of Days Activities 
Limited: Based on responses to the question, 
“During the past 30 days, for about how many 
days did poor physical or mental health keep 
you from doing your usual activities, such as 
self-care, work, or recreation?”

Current Status
BRFSS respondents who reported in previous 
questions that either their physical health or 
mental health or both were “not good” for one 
or more days in the past month were asked for 
how many days their activities were limited by 
these conditions. In 2004–2006, adults aged 18 
and older reported an average of 3.5 days in the 
past month when poor health kept them from 
participating in their usual activities (Table 5).

Trend over Time
Average number of days with limited activity in 
the current study was only slightly lower than in 
the three previous studies, when averages ranged 
from 3.6 to 3.8 days (Figure 22).

Who’s at Risk in Nebraska?
Older respondents generally reported signifi-
cantly more days when poor physical or mental 
health kept them from doing their usual activi-
ties. Respondents aged 65 and older had 5.7 days 
of limited activities in the past month — sig-
nificantly more than the number reported by 
younger respondents (Table 5). Respondents 
aged 45 to 64 (4.1 days) also noted significantly 
more of these days than 18- to 29-year-olds (2.3 
days) or 30- to 44-year-olds (2.5 days).
 Persons who had not completed high school (5.3 
days) reported significantly more activity-limited 

Figure 20
Mean	Number	of	Days	
During	Past	30	Days
	When	Adults’	Mental	
Health	Was	“Not	Good”	
(1993–2006)
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Figure 21
Mean	Number	of	Days	
During	Past	30	Days
When	Adults’	Mental	
Health	Was	“Not	Good”	
By	Race/Ethnicity	
(2004–2006)
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days than persons with more education. Respon-
dents with a high school education (4.0 days) also 
averaged significantly more of these days than 
persons with a college education (2.7 days). 
 A similar pattern was noted by household in-
come of respondents. The average number of days 
when activities were limited by poor health was 
significantly greater for persons whose household 
incomes were under $15,000 (7.5 days) or in the 
$15,000 to $24,999 bracket (4.5 days), compared 
to the higher income categories. Respondents 
with annual incomes of $50,000 to $74,999 (2.6) 
or $75,000 and above (2.1) averaged significantly 
fewer days with limited activity than persons in 
the middle income bracket (3.0 days).
 Native Americans (8.0) and African Ameri-
cans (5.8) reported a significantly greater number 
of limited-activity days due to poor health in the 
past month than Asian Americans (2.4), white 
(3.3) or Hispanic (4.4) Nebraskans (Figure 23).
 Differences in average number of limited-ac-
tivity days by gender and place of residence were 
not statistically significant.

Figure 23
Mean	Number	of	Days	During	Past	30	Days	When	Adults’	Activities	Were	Limited	
Due	to	Poor	Physical	or	Mental	Health	by	Race/Ethnicity	(2004–2006)
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Figure 22
Mean	Number	of	Days	During	Past	30	Days	When	Adults’	Activities	Were	Limited	
Due	to	Poor	Physical	or	Mental	Health	(1997–2006)
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According to the National Institute of 
Mental Health, an estimated 26 percent 
of American adults suffer from a diag-

nosable mental disorder in a given year. About 
6 percent of adults have a serious mental illness. 
Mental disorders are the leading cause of disabil-
ity in the United States for people aged 15 to 44.
 Anxiety disorders affect about 40 million 
American adults (18 percent of the total) each 
year, resulting in symptoms of fearfulness and 
uncertainty. Anxiety disorders commonly occur 
along with other mental or physical illnesses, in-
cluding alcohol or substance abuse. 
 About 20.9 million adults (9.5 percent of the 
adult population) suffer from a depressive illness 
in a given year. Depression often interferes with 
normal functioning and causes pain and suffer-
ing to those who have this illness and to their 
families and friends. 

Symptoms of Anxiety and Depression

The first eight questions in the anxiety/depres-
sion module were taken from the Patient Health 
Questionnaire (PHQ-8) developed at Columbia 
University as an easily administered tool for 
primary care physicians to use in diagnosing 
anxiety disorders and depression. Each question 
asks the respondent to state the number of days 
within the past two weeks that they have been 
affected by a particular mood. 

Occurrence of Individual Symptoms of 
Anxiety and Depression

definition

Respondents to the 2006 BRFSS were told, “Now, 
I am going to ask you some questions about your 
mood. When answering these questions, please 
think about how many days each of the follow-
ing has occurred in the past 2 weeks.” Average 
number of days reported by respondents for 
each of eight questions concerning symptoms of 
possible anxiety or depression was computed.

Little Interest or Pleasure in Doing Things
Survey respondents were asked, “Over the last 2 
weeks, how many days have you had little inter-
est or pleasure in doing things?” Overall, they re-
ported an average of 1.2 days in the past 14 when 
they had little interest in doing things (Table 6). 
 Persons with household incomes below 
$15,000 per year (3.0 days) indicated a signifi-
cantly greater number of days when they found 
little pleasure in doing things than persons in all 
higher income categories. Persons with incomes 
of $15,000 to $24,999 (1.7 days) and those earn-
ing $25,000 to $49,999 (1.3 days) also averaged a 
significantly greater number of days with this 
symptom than persons with incomes of $50,000 
or higher (0.8 days).
 Native Americans (2.5 days) and African 
Americans (2.2 days) reported a significantly 
greater number of days than whites (1.2 days) in 
Nebraska when they had little interest in their 
activities. 

Felt Down, Depressed or Hopeless
When asked, “Over the last 2 weeks, how many 
days have you felt down, depressed, or hopeless?,” 
2006 BRFSS respondents averaged 0.9 days in 
the past 14 days when they had these feelings.
 Females (1.1 days) averaged a significantly 
greater number of days when they felt depressed 
or hopeless than males (0.7 days).
 College graduates (0.6 days) reported signifi-
cantly fewer days with these feelings than per-
sons with less education (1.0 to 1.5 days). 
 The number of days when respondents felt 
down or depressed generally decreased with 
increasing household income. Persons in the 
lowest income bracket (under $15,000 per year) 
averaged 3.1 days out of the past 2 weeks when 
they felt this way — a significantly greater num-
ber than averages for persons earning $15,000 to 
$24,999 (1.4 days) or $25,000 or more (0.5 to 0.8 
days).
 Native Americans (1.8 days), African Ameri-
cans (1.5 days), and Hispanic Americans (1.4 
days) all averaged significantly higher numbers 

Anxiety and Depression
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	 	 	 												AVERAGE	NUMBER	OF	DAyS	IN	THE	PAST	TWO	WEEkS

   had trouble falling
 had little interest or felt down, depressed asleep or staying asleep felt tired or
 pleasure in doing things or hopeless or sleeping too much had little energy

 Total Avg. # Confidence Total Avg. # Confidence Total Avg. # Confidence Total Avg. # Confidence
 Number of Days Interval Number of Days Interval Number of Days Interval Number of Days Interval

Total Adults  3,719  1.2 1.10–1.35  3,812  0.9 0.80–1.01  3,783   2.6  2.36–2.76  3,766  3.3 3.08–3.52

Gender
Male  1,469  1.1 0.95–1.32  1,516  0.7 0.55–0.84  1,509   2.1  1.84–2.41  1,495  2.8 2.49–3.11
Female  2,250  1.3 1.14–1.49  2,296  1.1 0.98–1.28  2,274   3.0  2.71–3.25  2,271  3.8 3.49–4.09

Age
18–29  313  1.0 0.73–1.22  317  0.7 0.48–0.95  316   2.7  2.02–3.28  315  3.3 2.65–3.98
30–44  881  1.3 1.07–1.56  897  1.0 0.77–1.17  893   2.5  2.14–2.82  896  3.4 3.04–3.76
45–64  1,480  1.2 1.02–1.38  1,511  1.1 0.88–1.23  1,502   2.7  2.43–3.02  1,508  3.2 2.87–3.45
65+  1,045  1.2 0.87–1.44  1,087  0.7 0.57–0.92  1,072   2.2  1.93–2.53  1,047  3.3 2.88–3.62

Education
<High School  277  1.7 1.11–2.19  292  1.5 0.99–1.91  287   3.2  2.31–3.99  283  3.9 3.10–4.74
High School  1,297  1.6 1.34–1.86  1,328  1.1 0.87–1.34  1,320   3.0  2.54–3.39  1,300  3.6 3.19–4.06
Some College  1,073  1.2 0.96–1.48  1,110  1.0 0.77–1.18  1,099   2.9  2.52–3.24  1,104  3.6 3.18–3.93
College Degree  1,069  0.9 0.73–1.14  1,078  0.6 0.49–0.75  1,073   1.8  1.54–2.08  1,075  2.8 2.22–3.33

Income
<$15,000  332  3.0 2.18–3.78  343  3.1 2.15–4.06  341   4.8  3.71–5.91  340  5.3 4.33–6.35
$15,000–$24,999  594  1.7 1.36–2.08  618  1.4 1.00–1.69  607   3.0  2.47–3.58  605  3.7 3.15–4.26
$25,000–$49,999  1,181  1.3 1.06–1.62  1,199  0.8 0.66–0.97  1,195   2.8  2.40–3.16  1,190  3.4 2.98–3.76
$50,000–$74,999  595  0.8 0.57–1.04  609  0.8 0.35–1.24  600   2.8  2.10–3.55  603  3.4 2.77–4.09
$75,000 +  606  0.8 0.56–1.05  611  0.5 0.34–0.75  612   1.7  1.36–1.98  611  2.8 2.20–3.35

Race
White  3,612  1.2 1.06–1.31  3,708  0.9 0.78–0.98  3,678   2.6  2.37–2.76  3,661  3.3 3.10–3.56
African American  557  2.2 1.71–2.72  583  1.5 1.16–1.85  581   3.0  2.50–3.52  581  3.6 3.13–4.14
Asian American  53*  2.0 1.00–3.02  56*  1.0 0.11–1.96  58*   1.8  0.52–3.02  58*  2.7 1.52–3.77
Native American  325  2.5 1.92–3.13  353  1.8 1.28–2.33  351   3.5  2.77–4.16  352  4.2 3.46–5.00
Hispanic American  591  1.6 1.26–1.97  612  1.4 1.10–1.76  610   2.8  2.31–3.22  612  3.2 2.67–3.69

Place	of	Residence
Rural  2,778  1.3 1.10–1.40  2,850  1.0 0.84–1.12  2,821   2.7  2.43–2.94  2,803  3.4 3.14–3.58
Urban  941  1.2 1.01–1.45  962  0.9 0.69–1.01  962   2.4  2.13–2.73  963  3.3 2.87–3.65

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in “minority” sample.

Table 6: Prevalence of A
nxiety and D

epression Sym
ptom

s
Nebraska	Adults,	2006	(with	95%

	Confidence	Intervals	—	SUDAAN)



26 	 	 	 														AVERAGE	NUMBER	OF	DAyS	IN	THE	PAST	TWO	WEEkS

  felt bad about yourself  moved or spoken so
  or that you were a  had trouble concentrating  slowly that other people
 had a poor appetite failure or let yourself on things, such as reading noticed or been fidgety
 or eaten too much or your family down newspaper or watching tv or restless / moving a lot

 Total Avg. # Confidence Total Avg. # Confidence Total Avg. # Confidence Total Avg. # Confidence
 Number of Days Interval Number of Days Interval Number of Days Interval Number of Days Interval

Total Adults  3,786  1.6 1.48–1.78  3,821  0.7 0.59–0.82  3,807  0.8 0.65–0.92  3,785  0.3 0.27–0.40
Gender
Male  1,507  1.3 1.10–1.52  1,516  0.5 0.36–0.61  1,515  0.7 0.43–0.89  1,503  0.3 0.22–0.41
Female  2,279  2.0 1.74–2.16  2,305  0.9 0.73–1.11  2,292  0.9 0.75–10.5  2,282  0.4 0.25–0.45
Age
18–29  315  1.6 1.18–2.08  316  0.6 0.38–0.82  315  0.9 0.60–1.29  314  0.2 0.09–0.30
30–44  892  1.6 1.38–1.90  900  0.6 0.47–0.81  897  0.9 0.65–1.05  892  0.4 0.27–0.57
45–64  1,504  1.8 1.53–1.97  1,511  0.8 0.66–0.98  1,514  0.7 0.55–0.86  1,502  0.3 0.24–0.43
65+  1,075  1.3 1.06–1.56  1,094  0.4 0.29–0.56  1,081  0.4 0.32–0.55  1,077  0.3 0.17–0.43
Education
<High School  287  2.2 1.55–2.93  291  1.1 0.57–1.53  288  0.7 0.36–1.03  282  0.5 0.23–0.73
High School  1,317  1.9 1.56–2.19  1,329  1.0 0.74–1.22  1,323  1.0 0.72–1.32  1,318  0.5 0.32–0.67
Some College  1,103  1.7 1.43–2.00  1,114  0.6 0.49–0.78  1,111  0.8 0.62–1.00  1,100  0.4 0.23–0.51
College Degree  1,074  1.2 0.93–1.38  1,082  0.4 0.25–0.44  1,081  0.5 0.35–0.59  1,081  0.1 0.09–0.19
Income
<$15,000  344  3.6 2.54–4.69  344  2.4 1.59–3.15  341  2.0 1.21–269  340  1.2 0.61–1.80
$15,000–$24,999  613  2.0 1.52–2.45  617  1.3 0.75–1.78  616  1.2 0.83–1.52  610  0.6 0.34–0.95
$25,000–$49,999  1,183  1.5 1.27–1.80  1,199  0.6 0.46–0.78  1,197  0.6 0.49–0.80  1,195  0.2 0.17–0.32
$50,000–$74,999  603  1.6 1.14–1.98  609  0.7 0.12–1.22  610  0.7 0.43–0.92  607  0.4 0.06–0.64
$75,000+  614  1.3 0.97–1.56  615  0.3 0.15–0.45  612  0.6 0.11–1.03  612  0.1 0.03–0.21
Race
White  3,682  1.6 1.45–1.74  3,718  0.6 0.54–0.73  3,704  0.8 0.62–0.91  3,679  0.3 0.24–0.38
African American  583  2.3 1.85–2.68  585  1.1 0.64–1.51  586  1.0 0.68–1.27  578  0.7 0.46–0.97
Asian American  57*  1.7 0.61–2.74  57*  1.5 0.61–2.41  58*  0.4 0.00–0.79  57*  0.5 –0.16–1.09
Native American  351  2.7 2.10–3.35  355  1.2 0.81–1.66  353  1.3 0.82–1.73  348  1.0 0.56–1.39
Hispanic American  610  1.7 1.31–2.14  612  1.0 0.76–1.28  610  0.8 0.56–1.12  606  0.7 0.47–0.94
Place	of	Residence
Rural  2,830  1.6 1.46–1.78  2,853  0.8 0.63–0.88  2,848  0.7 0.60–0.85  2,825  0.4 0.27–0.46
Urban  956  1.7 1.40–1.92  968  0.7 0.45–0.85  959  0.8 0.59–1.09  960  0.3 0.19–0.40

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in “minority” sample.

Table 7: Prevalence of A
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	Confidence	Intervals	—	SUDAAN)
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of days when they felt depressed or hopeless than 
white Nebraskans (0.9 days).

Problems with Sleep
Adults in the 2006 BRFSS were then asked how 
many days in the past two weeks they “had trou-
ble falling asleep or staying asleep or sleeping too 
much.” Overall, respondents averaged 2.6 days in 
the past 14 days when they had sleep problems.
 Women (3.0 days) reported a significantly 
greater number of days with sleep problems than 
men (2.1 days).
 Persons with less than a college education av-
eraged 2.9 to 3.2 days when they had trouble fall-
ing asleep, staying asleep, or sleeping too much. 
For college graduates, this number was signifi-
cantly smaller (1.8 days).
 Respondents with household incomes under 
$15,000 per year (4.8 days) reported significantly 
more days with sleep problems than persons in 
each of the higher income brackets. Respon-
dents with incomes between $15,000 and $74,999 
(2.8 to 3.0 days) averaged significantly more of 
these days than those with incomes of $75,000 
or more (1.7 days).

Felt Tired or Had Little Energy
When BRFSS respondents were asked how many 
days, over the last 2 weeks, they “felt tired or had 
little energy,” they averaged 3.3 days — ranking 
highest in prevalence of all eight symptoms 
about which they were asked.
 Females (3.8 days) reported a significantly 
greater number of days when they had little en-
ergy than did males (2.8 days).
 Persons with household incomes below $15,000 
per year (5.3 days) averaged significantly more 
days when they felt tired than persons with high-
er annual incomes. Among respondents in the 
other income brackets, average number of days 
when they were tired ranged from 2.8 for respon-
dents with incomes of $75,000 or more to 3.7 days 
for those earning $15,000 to $24,999 per year.

Poor Appetite or Ate Too Much
Survey respondents were also asked, “Over the 
last 2 weeks, how many days have you had a poor 
appetite or eaten too much?” Overall, they re-
ported 1.6 days out of the last 14 days when they 
had problems related to eating (Table 7).

 Females (2.0 days) averaged a significantly 
greater number of days when they had a poor 
appetite or ate too much than males (1.3 days).
 The average number of days when respondents 
had a poor appetite or ate too much was signifi-
cantly smaller for college graduates (1.2 days) 
than for persons with less education. Among 
persons with lower levels of education, averages 
ranged from 2.2 for respondents with less than a 
high school education to 1.7 days for those who 
had some college or technical training.
 A similar pattern was evident by household 
income of respondents. Persons with the lowest 
annual incomes (less than $15,000 per year) aver-
aged a significantly greater number of days (3.6) 
when they had a poor appetite or ate too much. 
For persons in the remaining income brackets, 
averages ranged from 1.3 days for those earning 
$75,000 or more to 2.0 days for respondents with 
incomes of $15,000 to $24,999.
 Native American (2.7 days) and African 
American (2.3 days) adults reported significantly 
more days when they had symptoms related to 
eating than white adults (1.6 days) in Nebraska. 

Felt Bad About Yourself
Adults in the 2006 BRFSS were also asked how 
many days in the past 2 weeks “you felt bad 
about yourself or that you were a failure or had 
let yourself or your family down.” On average, 
respondents reported 0.7 days when they felt this 
way.
 The average number of days when they expe-
rienced this symptom was significantly higher 
for women (0.9 days) than for men (0.5 days).
 Persons aged 45 to 64 (0.8 days) reported a sig-
nificantly higher number of days when they felt 
bad about themselves or felt they were a failure 
than persons aged 65 and older (0.4 days).
 College graduates (0.4 days) averaged signifi-
cantly fewer days with this symptom than per-
sons with less education. For respondents with 
lower levels of education, the average number of 
days when they felt bad about themselves ranged 
from 0.6 to 1.1 days.
 Similarly, persons with incomes below $15,000 
per year (2.4 days) reported significantly more 
days when they experienced this mood than 
persons with household incomes above $25,000. 
Average number of days when they felt bad 
about themselves for higher-income respondents 
ranged from 0.3 days for those earning $75,000 
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and more to 0.7 days for those in the $50,000 to 
$74,999 bracket.
 Average number of days with these feelings 
was significantly greater for Native Americans 
(1.2) and Hispanic Americans (1.0) than for 
whites (0.6) in Nebraska.

Trouble Concentrating
When asked, “Over the last 2 weeks, how many 
days have you had trouble concentrating on 
things, such as reading the newspaper or watch-
ing the TV?,” BRFSS respondents averaged 0.8 
days when they had this symptom.
 Adults aged 18 to 44 reported an average of 0.9 
days in the past 14 days when they had trouble 
concentrating on things. This rate was signifi-
cantly higher than the average for adults aged 65 
and older (0.4 days).
 High school graduates (1.0 days) and respon-
dents with some college (0.8 days) reported 
significantly more days when they had trouble 
concentrating than persons with college degrees 
(0.5 days).
 Respondents with incomes below $15,000 per 
year averaged a significantly greater number of 
days with trouble concentrating (2.0), compared 
to those with incomes of $25,000 or higher (0.6 
to 0.7 days).

Moved/Spoken Slowly or Been Fidgety
Survey respondents were also asked, “Over the 
last 2 weeks, how many days have you moved or 
spoken so slowly that other people could have 
noticed? Or the opposite — being so fidgety or 
restless that you were moving around a lot more 

than usual?” Overall, respondents averaged 0.3 
days in the past 14 days when they experienced 
this symptom.
 College graduates (0.1 days) reported signifi-
cantly fewer days when they moved slowly or 
had been fidgety than persons with less educa-
tion (0.4 to 0.5 days).
 White respondents (0.3 days) averaged sig-
nificantly fewer days than Native Americans (1.0 
days), Hispanic Americans (0.7 days) or African 
Americans (0.7 days) when they experienced the 
symptoms described above.

Summary of Prevalence for Individual 
Anxiety/Depression Symptoms 
Table 8 summarizes the average number of days 
in the past two weeks when BRFSS respondents 
experienced eight different symptoms of anxiety 
and/or depression. 
 Feeling tired or having little energy accounted 
for significantly more days (3.3) than any other 
symptom. Problems with sleeping (2.6 days) 
ranked second and were present for significantly 
more days than the remaining six symptoms. 
Poor appetite or eating too much was noted by 
respondents an average of 1.6 days in the past two 
weeks, while having little interest or pleasure in 
doing things accounted for 1.2 days. These two 
symptoms were experienced significantly more 
often than the remaining lower-ranked symp-
toms. 
 Certain demographic groups reported sig-
nificantly more days when they experienced 
symptoms of anxiety or depression than others. 
Females averaged more days when they were 
depressed, had sleep problems, were tired, had 
poor appetite or ate too much, or felt bad about 
themselves than did males (Figure 24).
 Persons who had educational levels lower than 
a college degree reported more days with symp-
toms of anxiety and/or depression than college 
graduates (Figure 25). Respondents with less ed-
ucation averaged significantly more days when 
they had little interest in doing things, were de-
pressed, had sleep problems, ate too much or had 
poor appetite, felt bad about themselves, experi-
enced trouble concentrating, or either moved 
too slowly or were fidgety.
 Respondents in the lowest income bracket (un-
der $15,000 per year) also averaged significantly 
more days with symptoms of anxiety or depres-
sion than those with higher incomes (Figure 26). 

Table 8: Summary 
of Prevalence 
of Anxiety and 
Depression 
Symptoms
Nebraska	Adults	(2006)	
with	95%	Confidence	
Intervals	—	SUDAAN

 Average Confidence
Symptoms # of Days Interval

Felt tired or had little energy 3.3 3.08–3.52
Had trouble falling asleep/staying asleep/ 
sleeping too much 2.6 2.36–2.76
Had poor appetite or ate too much 1.6 1.48–1.78
Had little interest or pleasure in doing things 1.2 1.10–1.35
Felt down, depressed or hopeless 0.9 0.80–1.01
Had trouble concentrating on things, such  
as reading or watching TV 0.8 0.65–0.92
Felt bad about yourself/like a failure/let  
yourself or family down 0.7 0.59–0.82
Moved/spoke so slowly that people could  
notice OR fidgety/restless 0.3 0.27–0.40
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They reported more days when they had little in-
terest in doing things, were depressed, had trou-
ble sleeping or slept too much, were tired, had 
eating problems, felt bad about themselves, or 
had trouble concentrating on things.
 White respondents averaged significantly 
fewer days than African Americans and Native 
Americans when they had little interest in doing 
things, were depressed, had a poor appetite or 
ate too much, or moved either too slowly or were 
restless (Figure 27). Whites also reported signifi-
cantly fewer days than Native Americans when 
they felt bad about themselves or had trouble 
sleeping/slept too much. Compared to Hispanic 
Nebraskans, whites averaged significantly fewer 
days when they were depressed, felt bad about 
themselves, or either moved too slowly or felt 
fidgety. 

Current Prevalence of Depression  
(Based on Severity of Depression Index) 

To construct the Severity of Depression Index, 
the number of days that respondents reported 
suffering from each of the above symptoms was 
summed over all eight questions. An algorithm 
developed by CDC was then used to reconfigure 
these scores to fit into the four-category scheme 
developed as part of the original PHQ-8. Using 
this index, reconfigured scores of ten or greater 
indicate that the respondent has depression.

Current Prevalence of Depression
Based on the Severity of Depression Index de-
scribed above, 6 percent of adults responding to 
the 2006 Nebraska BRFSS had scores of 10 or 
higher in the past two weeks and were catego-
rized as having depression (Table 9). 

Who Currently Has Depression?
Seven percent of women were classified as cur-
rently having depression. Men (4 percent) were 
somewhat less likely to give responses indicating 
they were currently depressed, although differ-
ences by gender were not statistically significant.
 Respondents aged 65 and older (4 percent) 
were less likely than persons in the three young-
er age groups (6 percent) to report depressive 
symptoms scoring 10 or more on the Severity 
of Depression Index. However, differences were 
not statistically significant.

Figure 24
Number	of	Days	with	Anxiety	and/or	Depression	Symptoms		
Significant	Differences	by	Gender	(2006)

Figure 25
Number	of	Days	with	Anxiety	and/or	Depression	Symptoms		
Significant	Differences	by	Education	(2006)

Figure 26
Number	of	Days	with	Anxiety	and/or	Depression	Symptoms		
Significant	Differences	by	Income	(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 current depression lifetime diagnosis lifetime diagnosis
 (severity index score=10+) of depression of anxiety

  Total % Confidence  Total % Confidence  Total % Confidence 
 Number  Interval Number  Interval Number  Interval

Total  3,516  6% 4.6–6.8  3,851  16% 13.8–17.3  3,850  10% 8.4–11.4

Gender
Male  1,398  4% 2.7–6.0  1,525  10% 7.7–12.1  1,522  7% 5.4–9.4
Female  2,118  7% 5.8–8.8  2,326  21% 18.7–23.9  2,328  12% 10.2–14.8

Age
18–29  308  6% 3.2–10.6  316  15% 10.1–21.7  317  11% 7.1–17.8
30–44  848  6% 4.5–8.5  899  16% 12.9–18.7  898  10% 7.8–12.6
45–64  1,423  6% 4.6–7.5  1,518  19% 16.9–22.1  1,516  10% 8.2–12.0
65+  924  4% 2.6–5.6  1,100  9% 7.2–11.3  1,101  7% 5.5–9.6

Education
<High School  251  8% 4.2–15.8  293  16% 8.8–27.2  294  10% 4.9–20.3
High School  1,205  8% 5.8–11.2  1,346  15% 12.5–18.6  1,342  10% 7.9–13.4
Some College  1,020  6% 4.2–7.7  1,117  15% 12.1–17.8  1,118  10% 7.5–12.5
College Degree  1,037  3% 1.7–3.8  1,089  16% 13.3–19.6  1,090  9% 6.7–12.0

Income
<$15,000  289  17% 12.1–24.1  353  28% 21.7–35.5  353  19% 14.0–25.4
$15,000–$24,999  557  9% 6.2–12.8  623  22% 15.8–29.2  621  16% 10.5–24.1
$25,000–$49,999  1,129  5% 3.6–7.5  1,205  14% 12.0–17.0  1,203  10% 7.6–12.2
$50,000–$74,999  576  4% 2.6–7.5  610  13% 10.3–16.7  612  7% 4.9–10.0
$75,000+  596  2% 1.1–3.6  613  12% 8.7–15.2  615  6% 4.2–8.7

Race	(Age-Adjusted)
White NH*  3,226  5% 4.4–6.4  3,534  15% 13.7–17.3  3,533  9% 7.9–10.9
African American NH*  568  8% 5.5–12.1  625  14% 9.0–20.5  624  14% 8.9–21.6
Asian American NH*  50  8% 3.0–21.2  56  14% 5.4–31.2  57  6% 1.8–19.9
Native American NH*  318  17% 12.3–24.2  359  19% 13.9–25.4  361  14% 9.0–19.8
Hispanic American  721  7% 5.0–9.6  783  13% 9.8–16.2  781  8% 5.6–11.6

Marital	Status
Currently Married  2,251  4% 3.4–5.4  2,422  14% 11.9–15.5  2,421  8% 6.8–9.8
Previously Married  872  9% 7.0–12.4  1,006  21% 17.7–24.5  1,006  12% 9.5–14.9
Never Married  388  8% 4.4–12.7  418  18% 12.6–24.9  418  14% 9.0–20.1

Employment
Employed  1,866  4% 3.3–5.8  1,971  15% 12.6–17.0  1,971  9% 7.3–11.2
Self–employed  422  4% 2.2–7.0  458  11% 7.7–15.4  457  7% 4.5–11.3
Unemployed  63  23% 8.9–47.6  75  29% 14.8–49.4  75  24% 10.7–43.4
Homemaker  236  5% 2.6–9.4  262  20% 13.9–26.7  262  9% 5.5–14.8
Student  57  3% 0.5–12.7  57  16% 6.6–34.9  58  6% 1.2–28.5
Retired  732  4% 2.8–6.5  866  9% 7.2–11.5  868  8% 5.8–10.6
Unable to Work  134  40% 29.3–51.7  156  61% 51.2–70.6  155  40% 30.2–51.0

Place	of	Residence
Rural  2,614  6% 4.7–7.8  2,878  15% 12.8–16.8  2,875  8% 6.2–9.2
Urban  902  5% 3.8–7.0  973  16% 13.7–19.7  975  12% 9.7–15.2

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*NH = Non–Hispanic

Table 9: Prevalence of Current Depression and Lifetime Diagnosis of Depression and Anxiety
Among	Nebraska	Adults	by	Selected	Sociodemographic	Characteristics		
2006	Nebraska	BRFSS	(with	95%	Confidence	Intervals	—	SUDAAN)
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 College graduates (3 percent) were signifi-
cantly less likely than persons with less educa-
tion to currently be depressed. Six percent of 
respondents with some college were currently 
depressed, as were eight percent of those with a 
high school education or less.
 A significantly greater proportion of persons 
with household incomes under $15,000 per year 
(17 percent) had current depression, compared 
to persons with incomes of $25,000 to $74,999 (4 
to 5 percent) and those earning $75,000 or more 
annually (2 percent) (Figure 28). A significantly 
greater proportion of respondents with incomes 
of $15,000 to $24,999 (9 percent) also were cate-
gorized as having depression, compared to those 
in the highest income bracket.
 In 2006, based on the Severity of Depression 
Index, Native American adults (17 percent) were 
significantly more likely to currently have de-
pression than whites (5 percent), African Ameri-
cans (8 percent), and Hispanic Americans (7 
percent) in Nebraska.
 Respondents who were “previously married” 
(i.e., divorced, widowed or separated) were sig-
nificantly more likely to be depressed (9 per-
cent) than those who stated they were currently 
married (4 percent). Eight percent of adults who 
“never married” gave responses indicating they 
were depressed in the past two weeks.
 The highest rates of current depression (based 
on this index) were found among respondents 
who were unemployed (23 percent) or who were 
unable to work (40 percent) (Figure 29). Preva-
lence of current depression was significantly 
higher for those unable to work than for all other 
employment classes (3 to 5 percent), except the 
unemployed. Current prevalence of depression 
was also significantly higher for unemployed 
respondents than for employed, self-employed, 
and retired persons (4 percent each).
 Six percent of rural adults and 5 percent of ur-
ban adults were classified as having depression 
in the two weeks prior to the survey (Table 9).

Prevalence of Diagnosed Anxiety and 
Depression

Depressive Disorder

definition

Ever Told You Have a Depressive Disorder (Life-
time Diagnosis of Depression): “Yes” to the 

Figure 27
Number	of	Days	with	Anxiety	and/or	Depression	Symptoms		
Significant	Differences	—	White	vs.	Other	Race/Ethnicity	(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 28
Prevalence	of	Current	Depression*	by	Income,	Nebraska	(2006)

*Severity	of	Depression	Index	=	10+	
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 29
Prevalence	of	Current	Depression*	by	Employment	Status,	Nebraska	(2006)

*Severity	of	Depression	Index	=	10+	
Nebraska	Department	of	Health	and	Human	Services:	BRFSS

3

4

4

4

5

23

40

0 20 40 60 80 100

Student

Retired

Self-Employed

Employed

Homemaker

Unemployed

Unable to Work

Percent

0.3

0.6

1.6

3.3

2.6

0.9

1.2

0 2 4 6 8 10 12 14

Moved Slowly or Fidgety

Felt Bad about Themselves

Poor Appetite/Ate Too Much

Tired

Sleep Problems

Depressed

Little Interest in Doing Things

Average # of Days

Hispanic American
Native American
African American
White



32

question, “Has a doctor or other health care 
provider EVER told you that you have a de-
pressive disorder (including depression, major 
depression, dysthymia, or minor depression)?”

Current Prevalence
Sixteen percent of 2006 Nebraska BRFSS re-
spondents indicated that they had ever been told 
by a health professional that they have a depres-
sive disorder (Table 9).

Trend over Time
Trend data are unavailable since this is the first 
time questions about anxiety and depression 
have been asked in a Nebraska BRFSS.

Who Has Been Diagnosed with a Depressive 
Disorder?
Women (21 percent) were significantly more 
likely than men (10 percent) to say they were ever 
diagnosed with a depressive order.
 Respondents aged 45 to 64 (19 percent) and 
those aged 30 to 44 (16 percent) were signifi-
cantly more likely than adults aged 65 and older 
(9 percent) to report ever being told by a doctor 
or other health professional that they had some 
form of depression (Figure 30). Among young 
adults aged 18 to 29, 15 percent were diagnosed 
with this condition.
 Twenty-eight percent of respondents with 
household incomes under $15,000 per year 
stated they had been diagnosed with a depres-
sive disorder at some time in their lives (Table 
9). Respondents in this low-income category 
were significantly more likely than those earn-
ing $25,000 or more each year (12 to 14 percent) 
to have diagnosed with depression. Persons with 
annual incomes of $15,000 to $24,999 (22 per-
cent) were significantly more likely than those in 
the highest income category ($75,000 or more) 
to report a lifetime diagnosis of depression (12 
percent).
 A significantly greater proportion of “previ-
ously married” respondents (i.e., those who were 
divorced, separated, or widowed) said they had 
ever been diagnosed with depression (21 per-
cent), compared to “currently married” respon-
dents (14 percent). 
 Respondents who were unable to work (61 per-
cent) were significantly more likely to report a 
lifetime diagnosis of depression than those in all 

Figure 30
Lifetime	Prevalence*	of	Diagnosed	Depression	by	Age	of	Respondent	
(Nebraska	—	2006)

*Ever	told	by	health	care	provider	that	you	have	a	depressive	disorder		
(including	depression,	major	depression,	dysthymia,	or	minor	depression).
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 31
Lifetime	Prevalence*	of	Depression	by	Employment	Status	(Nebraska	—	2006)

*Ever	told	by	health	care	provider	that	you	have	a	depressive	disorder		
(including	depression,	major	depression,	dysthymia,	or	minor	depression).
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 32
Lifetime	Prevalence*	of	Diagnosed	Anxiety	Disorder	by	Income	—	Nebraska	(2006)

*Ever	told	by	health	care	provider	that	you	had	an	anxiety	disorder	(actue	stress	disorder,	panic	disorder,	phobia,	
post	traumatic	stress	disorder,	or	social	anxiety	disorder).
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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other employment classes (Figure 31). Unem-
ployed respondents (29 percent), homemakers 
(20 percent), and employed persons (15 percent) 
were all significantly more likely than retired 
persons (9 percent) to state that they had ever 
been diagnosed with depression.
 No significant differences in prevalence of di-
agnosed depression were evident by educational 
level, race/ethnic origin, or place of residence of 
respondents. 

Anxiety Disorder

definition

Ever Told You Had an Anxiety Disorder (Lifetime 
Diagnosis of Anxiety): “Yes” to the question, 
“Has a doctor or other health care provider 
EVER told you that you had an anxiety disor-
der (including acute stress disorder, panic dis-
order, phobia, post traumatic stress disorder, 
or social anxiety disorder)?”

Current Prevalence
Overall, 10 percent of respondents to the 2006 
Nebraska BRFSS stated that a doctor or other 
health care provider told them that they had an 
anxiety disorder of some kind (Table 9).

Trend over Time
Trend data are unavailable since these questions 
have not been asked in previous years.

Who Has Been Diagnosed with an Anxiety 
Disorder?
A significantly greater proportion of women (12 
percent) reported ever being diagnosed with an 
anxiety disorder, compared to men (7 percent).

 Nearly one-fifth of respondents with incomes 
below $15,000 per year (19 percent) indicated 
they ever had an anxiety disorder diagnosed by 
a physician or other health professional (Figure 
32). This proportion is significantly greater than 
the rates reported for persons earning $25,000 or 
more. Prevalence of diagnosed anxiety disorders 
was significantly higher among respondents 
with household incomes of $15,000 to $24,999 
(16 percent) than among those with incomes of 
$50,000 or higher (6 to 7 percent).
 A significantly greater proportion of respon-
dents who were unable to work (40 percent) said 
they had ever been diagnosed with an anxiety 
disorder, compared to persons in all other em-
ployment classes except unemployed persons 
(Figure 33). Unemployed respondents (24 per-
cent) were significantly more likely than retired 
persons (8 percent) to report a lifetime diagnosis 
of anxiety. 
 Adults living in urban counties in Nebraska 
(12 percent) were significantly more likely to 
have a lifetime diagnosis of an anxiety disorder 
than rural residents (8 percent) (Table 9).
 No significance differences in prevalence were 
noted by age group, educational level, race/eth-
nicity, or marital status of respondents.

Prevalence of Selected Chronic Diseases 
and Unhealthy Behaviors Among Persons 
with Current Depression or a Lifetime 
Diagnosis of Depression or Anxiety

For this analysis, prevalence rates for four chron-
ic diseases (coronary heart disease, stroke, dia-
betes, and asthma) were calculated for persons 
with current depression (based on the Severity 
of Depression Index) and for those without this 
condition (Table 10). A similar analysis was per-
formed for respondents with and without life-
time diagnoses of depression or anxiety.
 In addition, prevalence rates for five un-
healthy behaviors (current smoking, no leisure-
time physical activity, obesity, binge drinking, 
and heavy drinking) were calculated for persons 
with current depression (based on the Severity 
of Depression Index) and for those without this 
condition. A similar analysis was performed for 
respondents with and without lifetime diagno-
ses of depression or anxiety.

Figure 33
Lifetime	Prevalence	
of	Diagnosed	Anxiety	
Disorder	by	Employment	
Status	—	Nebraska	(2006)

*Ever	told	by	a	health	care	provider	that	you	had	an	anxiety	disorder	(acute	stress	disorder,	panic	disorder,	phobia,	
post	traumatic	stress	disorder,	or	social	anxiety	disorder).	
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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34 Table 10: Prevalence 
and M

ean N
um

ber 
of Selected C

hronic 
C

onditions and 
U

nhealthy Behaviors
By	Status	of	Current	and	
Lifetim

e	Diagnosis	of	
Depression	and	Anxiety	
2006	Nebraska	BRFSS	
with	95%

	Confidence	
Intervals	(SUDAAN)

 current depression lifetime diagnosis of depression lifetime diagnosis of anxiety

	 yES NO Ever Diagnosed with NOT Diagnosed with Ever Diagnosed with NOT Diagnosed with
 (Severity Index Score = 10+) (Severity Index Score < 10) Depressive Disorder Depressive Disorder Anxiety Disorder Anxiety Disorder

  Confidence  Confidence  Confidence  Confidence  Confidence  Confidence
 % Interval % Interval % Interval % Interval % Interval % Interval

Coronary Heart  
Disease 7% 4.2–12.3 4% 3.3–4.8 6% 3.9–8.3 5% 3.8–5.4 8% 5.2–11.8 4% 3.6–5.2
Stroke 4% 2.3–8.1 2% 1.4–2.4 2% 1.2–3.4 2% 1.7–2.8 4% 2.0–6.9 2% 1.6–2.5
Diabetes 9% 5.9–14.7 7% 5.8–7.8 10% 7.2–12.7 7% 5.8–7.8 8% 5.3–12.3 7% 6.1–8.2
Asthma 11% 7.4–17.2 7% 5.3–8.7 13% 9.7–16.4 6% 4.7–8.2 13% 9.6–18.2 7% 5.1–8.4

Mean Number of  
Multiple Chronic  
Conditions 0.33 0.23–0.43 0.19 0.17–0.22 0.30 0.24–0.36 0.19 0.17–0.22 0.33 0.26–0.41 0.20 0.18–0.22

Current smoker 38% 27.8–48.4 18% 16.2–20.3 31% 25.8–37.5 17% 15.5–19.4 31% 23.4–39.7 18% 16.6–20.4
No leisure-time  
physical activity 43% 34.0–53.0 18% 16.1–19.6 30% 25.3–35.4 18% 16.7–20.3 26% 20.0–32.1 20% 18.0–21.6
Obesity 40% 31.2–50.0 27% 24.8–29.1 38% 32.2–43.5 26% 23.9–28.3 36% 28.8–43.7 27% 24.8–29.0
Binge Drinking 22% 14.7–31.0 19% 16.9–21.4 13% 9.8–17.3 20% 17.4–22.1 17% 12.0–23.1 19% 16.9–21.3
Heavy Drinking 9% 2.8–24.9 3% 2.6–4.1 5% 2.2–10.4 3% 2.5–4.1 7% 3.2–16.0 3% 2.4–3.8

Mean Number of  
Multiple Unhealthy  
Behaviors 1.51 1.32–1.69 0.85 0.80–0.90 1.16 1.04–1.27 0.84 0.79–0.89 1.14 1.00–1.28 0.87 0.82–0.91

note: The boldface and lighter shaded areas indicate statistically significant differences.
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Current Depression

Chronic Diseases
Although prevalence of each of the four chronic 
conditions mentioned above was somewhat 
higher among persons classified as having cur-
rent depression, rates were not significantly 
higher for any of them than those calculated for 
persons who did not currently have depression 
(based on the Severity of Depression Index). 
 However, when the mean (average) numbers 
of multiple chronic conditions were compared, 
persons with current depression were found to 
have a significantly greater average number of 
chronic conditions (0.33) than persons who did 
not currently have depression (0.19 conditions).

Unhealthy Behaviors
Prevalence rates for three of the five unhealthy 
behaviors were significantly higher among per-
sons with current depression than among those 
who were not currently depressed. Nearly four 
out of ten respondents with current depression 

reported currently smoking cigarettes (38 per-
cent), compared to only 18 percent of those who 
weren’t depressed (Figure 34). 
 Forty-three percent of respondents with cur-
rent depression did not participate in any lei-
sure-time physical activity, while only 18 percent 
of those without depression were physically in-
active. 
 Forty percent of currently depressed respon-
dents reported heights and weights that placed 
them in the “obese” category. Among those who 
were not depressed, a significantly smaller pro-
portion (27 percent) was classified as obese.
 The average number of unhealthy behaviors 
reported by persons with current depression (1.51 
behaviors per person) was significantly larger 
than the average for persons who were not cur-
rently depressed (0.85) (Table 10).

Lifetime Diagnosis of Depression

Chronic Diseases
Prevalence of coronary heart disease was only 
slightly higher for persons who had ever been 
told by a doctor or other health care provider 
that they have a depressive disorder (6 percent) 
than for those who were never diagnosed with 
this condition (5 percent). Diabetes prevalence 
was also somewhat greater among persons with 
a lifetime diagnosis of depression (10 percent) 
than among those without it (7 percent). Differ-
ences were not significant in either case.
 However, prevalence of asthma was signifi-
cantly higher among adults with a lifetime di-
agnosis of depression (13 percent) than it was 
among those who had never been diagnosed 
with this condition (6 percent) (Figure 35).
 In addition, the mean number of chronic con-
ditions was significantly higher among persons 
who had ever been diagnosed with depression 
(0.30 conditions) than among those who had not 
(0.19).

Unhealthy Behaviors
Persons who had ever been told by a health pro-
fessional that they had a depressive disorder were 
significantly more likely than persons who had 
not been diagnosed with this condition to report 
three of the five unhealthy behaviors listed in 
Table 10. 
 Nearly one-third of respondents with a life-
time diagnosis of depression (31 percent) stated 

Figure 34
Prevalence	of	
Unhealthy	Behaviors	
by	Current	Depression	
Status	—	Nebraska	(2006)

Figure 35
Prevalence	of	Asthma	
by	Current	Depression,	
Lifetime	Depression	
Diagnosis,	and	Lifetime	
Anxiety	Diagnosis	
Nebraska	(2006)

*Statistically	significant	difference	in	prevalence	of	unhealthy	behavior.
NOTE:	Chart	reads,	“Among	respondents	with	current	depression,	38	percent	currently	smoke	cigarettes.	Among	
respondents	who	do	not	have	current	depression,	18	percent	currently	smoke	cigarettes.”
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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that they currently smoke cigarettes, compared 
to 17 percent of persons who were never diag-
nosed with this condition (Figure 36).
 Thirty percent of adults with a lifetime diag-
nosis of depression reported not participating 
in any leisure-time physical activity in the past 
month, while only 18 percent of those who were 
never told they had depression were physically 
inactive.
 Prevalence of obesity was also significantly 
higher among persons who were ever told they 
had depression (38 percent) than among those 
who had never been told they had it (26 percent). 
 On the other hand, persons with a lifetime 
diagnosis of depression were significantly less 
likely to have participated in binge drinking in 
the past 30 days (13 percent) than persons who 
never had diagnosed depression (20 percent).
 The mean number of unhealthy behaviors 
reported by adults with a lifetime diagnosis of 
depression was 1.16 behaviors per person, com-
pared to 0.84 for those who had never been told 
they had depression. This difference is statisti-
cally significant.

Lifetime Diagnosis of Anxiety Disorder

Chronic Diseases
Although somewhat higher rates of coronary 
heart disease, stroke, and diabetes were found 
among persons who had ever been told they had 
an anxiety disorder than among those who had 
not, differences were not statistically significant. 
 However, asthma prevalence rates were sig-
nificantly higher among persons who had ever 
been diagnosed with an anxiety disorder (13 per-
cent) than among those who had not (7 percent) 
(Figure 35). 
 The mean number of chronic conditions was 
also significantly higher among respondents 
with a lifetime diagnosis of anxiety (0.33 condi-
tions) than among respondents who had never 
received this diagnosis (0.20).

Unhealthy Behaviors
Prevalence of only one of the five unhealthy be-
haviors studied was significantly higher among 
persons who had ever been told they had an 
anxiety disorder (Figure 37). Nearly one-third 
of the respondents who had a lifetime diagnosis 
of anxiety reported that they currently smoked 
cigarettes (31 percent). In comparison, only 18 

Figure 36
Prevalence	of	Unhealthy	Behaviors	by	Lifetime	Diagnosis	of	Depression	—	
	Nebraska	(2006)

Figure 37
Prevalence	of	Unhealthy	Behaviors	by	Lifetime	Diagnosis	of	Anxiety	—		
Nebraska	(2006)

Figure 38
Mean	Number	of	Chronic	Conditions	per	Respondent	by	Current	Depression,	
Lifetime	Depression	Diagnosis	and	Lifetime	Anxiety	Diagnosis	—	Nebraska	(2006)

*Statistically	significant	difference	in	prevalence	of	unhealthy	behavior.
NOTE:	Chart	reads,	“Among	respondents	with	a	lifetime	diagnosis	of	depression,	31	percent	currently	smoke	
cigarettes.	Among	respondents	who	were	never	diagnosed	with	depression,	17	percent	currently	smoke	cigarettes.”
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 39
Mean	Number	of	
Unhealthy	Behaviors	
by	Current	Depression,	
Lifetime	Depression	
Diagnosis,	and	
Lifetime	Anxiety	
Diagnosis	—	Nebraska	
(2006)

percent of those who had never been diagnosed 
with an anxiety disorder stated that they were 
current smokers.
 Prevalence rates for physical inactivity, obesi-
ty, and heavy drinking were all somewhat higher 
among persons with a lifetime diagnosis of an 
anxiety disorder than among those who had not 
been told they had this condition. However, dif-
ferences were not significant.
 Still, the mean number of unhealthy behaviors 
reported by persons with a diagnosed anxiety 
disorder (1.14 behaviors per person) was signifi-
cantly higher than the mean number for persons 
who had never been diagnosed (0.87).

Summary of Associations Between 
Anxiety/Depression and Chronic Illness

Asthma was the only one of the four chronic 
conditions studied to be significantly more 
prevalent among persons with a lifetime diagno-
sis of anxiety or depression. However, the mean 
number of chronic diseases reported was sig-
nificantly higher for respondents with current 
depression, a lifetime diagnosis of depression, 
and a lifetime diagnosis of an anxiety disorder 
(Figure 38). This finding suggests an association 
between chronic diseases in general and these 
mental illnesses.

Summary of Associations Between 
Anxiety/Depression and Unhealthy 
Behaviors

In this study, depression was associated with 
more unhealthy behaviors than was anxiety. 
Prevalence rates for smoking, physical inactiv-
ity, and obesity were all significantly higher for 
respondents with depression (either current or 
lifetime) than rates for those who never had de-
pression.
 Current smoking was the only unhealthy be-
havior for which prevalence was significantly 
higher among persons with an anxiety disorder 
than among those who had never been diag-
nosed with this condition.
 The average number of unhealthy behaviors 
reported per respondent was significantly high-
er for persons with depression (current or ever 
diagnosed) or anxiety than for those who never 
had these illnesses (Figure 39).

*Statistically	significant	difference	in	means.
NOTE:	Chart	reads,	“Among	respondents	with	current	depression,	respondents	reported	an	average	of	1.51	
unhealthy	behaviors	per	person.	Among	respondents	who	do	not	have	current	depression,	respondents	had	an	
average	of	0.85	unhealthy	behaviors	per	person.”
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Disability may result from a wide range of 
conditions. People with disabilities in-
clude persons who have physical, cogni-

tive, or sensory impairments that are either pres-
ent at birth or acquired (resulting from an illness 
or injury that has long-term consequences).
 Children and adults with disabilities and their 
families face special challenges related to main-
taining health, productivity, independence, and 
quality of life. People with disabilities are gener-
ally more likely than people without disabilities 
to have fair or poor health, experience serious 
psychological distress, and have more co-exist-
ing illnesses or adverse health conditions. In ad-

dition, persons with disabilities often have lower 
incomes and/or fewer resources than persons 
who do not have disabilities. 
 Although multiple definitions of disability 
result in varying estimates of prevalence, nearly 
one-fifth of the U.S. population are thought to 
experience some limitation in their activities as 
a result of chronic health problems.
 Total costs associated with disabilities are es-
timated to be more than $300 billion per year in 
the United States, with costs about evenly divid-
ed between costs of direct medical care and costs 
of lost productivity.

Prevalence of Disability

Activity Limitation

definition

Have an Activity Limitation: “Yes” to the ques-
tion, “Are you limited in any way in any activi-
ties because of physical, mental, or emotional 
problems?”

Current Prevalence of Activity Limitations
Seventeen percent of adults responding to the 
2004–2006 Nebraska BRFSS stated that they 
experienced limitation in one or more activities 
due to physical, mental, or emotional problems 
(Table 11).

Who Has Activity Limitations?
Women (18 percent) were significantly more 
likely than men (16 percent) to report that they 
were limited in their activities.
 Older respondents were significantly more 
likely than younger ones to say they were limited 
in any way in any activity due to physical, men-
tal, or emotional problems (Figure 40). Nearly 
one-third of adults aged 65 and older (32 per-
cent) mentioned activity limitations, compared 
to 21 percent of those aged 45 to 64. Significantly 
fewer 30- to 44-year-olds (11 percent) and 18- to 

Disability and Quality of Life

Figure 40
Activity	Limitation	Due	
to	Physical,	Mental	or	
Emotional	Problems	by	
Age	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

32

21

11

8

0 20 40 60 80 100

65 +

45 - 64

29 - 44

18 - 29

Ag
e 

of
 R

es
po

nd
en

t

Percent

Figure 41
Activity	Limitation	Due	to	Physical,	Mental	or	Emotional	Problems	by	Education	
(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 activities limited 
 due to physical, mental health problem requiring
 or emotional problems use of special equipment

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

Total Adults 24,777 17% 16.5–17.7 24,814 6% 5.5–6.1

Gender

Male 9,701 16% 15.3–17.1 9,713 5% 4.9–6.0

Female 15,076 18% 17.2–18.8 15,101 6% 5.6–6.4

Age

18–29 2,422 8% 6.5–8.3 2,420 1% 0.8–2.4

30–44 6,000 11% 10.3–12.3 6,006 2% 1.8–2.8

45–64 9,459 21% 20.4–22.5 9,476 6% 5.3–6.5

65+  6,896 32% 30.6–33.4 6,912 18% 16.6–18.9

Education

<High School 2,047 22% 19.9–24.7 2,051 7% 6.3–8.7

High School 8,723 18% 17.4–19.6 8,739 6% 5.1–6.3

Some College 7,046 19% 17.8–20.0 7,057 7% 5.9–7.3

College Degree 6,930 14% 13.2–15.6 6,936 5% 4.3–5.6

Income

<$15,000 2,476 38% 35.8–41.2 2,488 17% 15.2–19.5

$15,000–$24,999 4,252 23% 21.0–24.4 4,254 8% 7.0–9.2

$25,000–$49,999 7,595 17% 16.1–18.3 7,595 5% 4.2–5.3

$50,000–$74,999 3,771 13% 11.9–15.0 3,773 3% 2.5–4.2

$75,000+ 3,678 11% 9.4–12.6 3,683 3% 2.0–3.5

Race

White 23,474 17% 16.7–17.9 23,508 6% 5.3–6.0

African American 1,972 23% 20.5–25.9 1,984 11% 9.3–12.6

Asian American 124 14% 7.6–24.4 125 7% 3.1–14.4

Native American 511 22% 17.9–27.8 512 14% 10.3–19.2

Hispanic American 2,027 14% 11.5–16.6 2,039 6% 4.2–7.8

Place	of	Residence

Rural 18,377 17% 16.7–18.0 18,398 6% 5.2–5.9

Urban 6,400 17% 16.0–18.0 6,416 6% 5.6–6.8

“Number” and “percent” exclude missing, don’t know, and refused responses.

Table 11: Prevalence 
of Disability 
Nebraska	Adults,	
2004–2006,		
(with	95%	Confidence	
Intervals	—	SUDAAN)
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29-year-olds (8 percent) said they experienced 
limitations.
 The proportion of persons with less than a 
high school education who reported activity 
limitation (22 percent) was significantly greater 
than the rates for high school graduates (18 per-
cent) and college graduates (14 percent) (Figure 
41). In fact, respondents with college degrees 
were significantly less likely than persons at each 
of the other three educational levels to state they 
had activity limitations due to physical, mental, 
or emotional problems.
 A similar pattern is evident by household 
income, with lower-income respondents sig-
nificantly more likely than higher-income in-
dividuals to have limitations in activities due to 
these problems (Figure 42). Rates ranged from a 
high of 38 percent for persons earning less than 
$15,000 per year to a low of 11 percent for those 
with annual incomes of $75,000 or more.
 The rate of reported activity limitations was 
significantly higher for African Americans (23 
percent) than for white (17 percent) and Hispanic 
(14 percent) adults in Nebraska (Figure 43). Na-
tive Americans (22 percent) also experienced a 
significantly higher rate of activity limitation 
than Hispanic Americans in the state.
 Prevalence of activity limitations was similar 
for rural and urban residents of Nebraska (17 
percent each).

Nebraska and the Nation
Compared to the nation (19 percent), Nebraska (17 
percent) reported a somewhat lower percentage 
of persons with limited activity due to physical, 
mental, or emotional problems in 2005 (Figure 
44). Of the surrounding states, only Colorado 
reported a lower rate (16 percent) and Iowa (17 
percent) matched the Nebraska rate. Missouri’s 
rate (21 percent) exceeded the national median.

Health Problems Requiring Use of Special 
Equipment

definition

Require Special Equipment: “Yes” to the question, 
“Do you now have any health problems that 
require you to use special equipment, such as 
a cane, a wheelchair, a special bed, or a special 
telephone?”

Figure 42
Activity	Limitation	Due	to	Physical,	Mental	or	Emotional	Problems	by	Income	
(2004–2006)

Figure 43
Activity	Limitation	Due	to	Physical,	Mental	or	Emotional	Problems	by	Race/Ethnicity	
(2004–2006)

Figure 44
Activity	Limitations	Due	to	Physical,	Mental	or	Emotional	Problems	(2005)		
(Data	not	age-adjusted)
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Current Prevalence
Six percent of adults participating in 2004–2006 
BRFSS said they now have a health problem that 
requires them to use special equipment (Table 11).

Who Has Health Problems Requiring Special 
Equipment?
The proportions of men (5 percent) and women 
(6 percent) who needed to use special equipment 
because of a health problem were nearly equal.
 Younger respondents aged 18 to 44 years (1 to 
2 percent) were significantly less likely than re-
spondents aged 45 to 64 (6 percent) or those aged 
65 and older (18 percent) to say they currently 
had a health problem requiring use of special 
equipment. Persons in the 45-to-64 age group 
were also significantly less likely than persons 
aged 65 and over to have this kind of limitation.
 Significant differences were also noted by 
household income of respondents. Seventeen 
percent of adults with annual incomes under 
$15,000 reported needing to use special equip-

ment due to health problems. In contrast, only 
8 percent of persons with incomes of $15,000 to 
$24,999 and 5 percent of those with incomes of 
$25,000 to $49,999 indicated that they required 
this kind of equipment. For persons with in-
comes of $50,000 and above, only 3 percent used 
special equipment. 
 Native Americans (14 percent) and African 
Americans (11 percent) were significantly more 
likely than Hispanic Americans and whites (6 
percent each ) to say they had a health problem 
necessitating use of special equipment. 
 Six percent each of rural and urban residents 
in Nebraska reported using special equipment 
due to health problems.

Nebraska and the Nation
In 2005, the proportion of Nebraska adults who 
had health problems requiring use of special 
equipment (6 percent) matched the national 
median (Figure 45). There was little variation in 
rates among the surrounding states, with all but 
Colorado (5 percent) and Missouri (7 percent) 
reporting 6 percent.

Emotional Support and Life Satisfaction

Emotional Support

definition

Responses to the question, “How often do you 
get the social and emotional support you need: 
Always? Usually? Sometimes? Rarely? Never?”

Current Prevalence
About one-half of the respondents to the 2005-
2006 BRFSS (49 percent) stated that they “al-
ways” get the social and emotional support they 
need (Figure 46). An additional one-third (34 
percent) said they “usually” do. Eleven percent 
reported “sometimes” receiving this level of sup-
port, while 3 percent each felt they “rarely” or 
“never” get the emotional support they need.

Who Receives the Emotional Support They 
Need?
More than one-half of adults aged 65 and older 
(52 percent) reported always receiving the so-
cial and emotional support they need (Table 
12). These respondents were significantly more 
likely than persons aged 30 to 64 (47 percent) to 
rate the level of support they get this positively. 

Figure 45
Health	Problems	
Requiring	Use	of	Special	
Equipment	(2005)
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 46
Frequency	of	Emotional	
Support	Among	Nebraska	
Adults	(2005–2006)
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 “always” get social and  in general, “very satisfied”
 emotional support you need with my life

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

Total Adults 15,532 49% 47.5–49.8 15,698 45% 44.3–46.6

Gender

Male 6,058 49% 47.7–51.2 6,164 45% 43.4–46.8

Female 9,474 48% 46.4–49.3 9,534 46% 44.3–47.2

Age

18–29 1,440 49% 45.5–52.7 1,438 44% 40.4–47.5

30–44 3,687 47% 44.5–48.6 3,694 46% 43.6–47.7

45–64 6,041 47% 45.9–49.1 6,056 46% 44.8–48.0

65+  4,364 52% 50.2–53.8 4,510 46% 44.1–47.7

Education

<High School 1,238 44% 39.7–48.5 1,284 35% 30.9–39.4

High School 5,430 47% 45.0–49.1 5,495 39% 36.8–40.7

Some College 4,438 48% 45.8–49.9 4,478 44% 41.8–45.9

College Degree 4,413 53% 50.5–55.2 4,426 56% 53.6–58.2

Income

<$15,000 1,535 37% 33.0–41.7 1,550 24% 20.3–27.5

$15,000–$24,999 2,622 42% 39.2–45.4 2,644 31% 27.8–33.5

$25,000–$49,999 4,701 46% 43.6–47.8 4,749 41% 39.4–43.4

$50,000–$74,999 2,439 52% 48.9–55.0 2,455 53% 50.3–56.5

$75,000+ 2,434 58% 55.4–61.5 2,443 62% 58.5–64.9

Race

White 14,689 49% 47.8–50.2 14,846 46% 44.9–47.3

African American 1,300 48% 44.4–52.5 1,320 33% 28.9–36.3

Asian American 85 46% 32.2–59.9 88 29% 20.0–40.2

Native American 445 43% 36.4–49.4 452 37% 31.1–43.9

Hispanic American 1,134 46% 42.2–50.6 1,155 32% 28.2–35.9

Place	of	Residence

Rural 11,472 47% 45.4–48.1 11,595 44% 43.0–45.7

Urban 4,060 51% 49.1–52.8 4,103 47% 45.1–48.8

“Number” and “percent” exclude missing, don’t know, and refused responses.

Table 12: Emotional 
Support and Life 
Satisfaction
Nebraska	Adults,	
2005–2006	(with	
95%	Confidence	
Intervals	—	SUDAAN)
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Among persons in the youngest age bracket (18- 
to 29-year-olds), 49 percent said they always re-
ceive the support they consider necessary.
 Respondents with a college degree were sig-
nificantly more likely than persons in each of 
the three lower educational categories to report 
always receiving needed social and emotional 
support. More than one-half of college graduates 
(53 percent) gave this response, compared to 44 
percent of persons who had not completed high 
school, 47 percent of high school graduates, and 
48 percent of those with some college or techni-
cal training.
 Similarly, respondents in the highest income 
bracket ($75,000 or more) were significantly 
more likely (58 percent) than persons in each of 
the lower income categories to state they always 
receive adequate social and emotional support. 
The proportion of respondents who always got 
needed support was also significantly greater 
for persons with incomes of $50,000 to $74,999 
than for persons with annual incomes below 
$50,000.
 Nebraskans living in urban areas (51 percent) 
were significantly more likely than those living 
in rural areas (47 percent) to report always re-
ceiving the emotional support they need.
 No significant differences were found by gen-
der or race/ethnic origin.

Life Satisfaction

definition

Responses to the question, “In general, how sat-
isfied are you with your life: Very satisfied? Satis-
fied? Dissatisfied? Very dissatisfied?”

Current Prevalence
In the 2005–2006 BRFSS, 45 percent of adults 
stated that they were “very satisfied” with their 
life (Figure 47), while 50 percent said they were 
“satisfied.” Thus, 95 percent rated their life satis-
faction positively. Only 4 percent were “dissatis-
fied” and 1 percent “very dissatisfied.”

Who Is “Very Satisfied” with Their Life?
Level of life satisfaction increased significantly 
with increasing level of education (Table 12). Re-
spondents with college degrees (56 percent) and 
those with some college or technical training (44 
percent) were significantly more likely to say they 
were very satisfied with their lives, compared to 
respondents with a high school diploma (39 per-
cent) or less than a high school education (35 per-
cent). College graduates were also significantly 
more likely than persons with some college to 
state they were very satisfied with their lives.
 The proportion of persons who were very sat-
isfied with their lives also increased significantly 
with annual household income. Among persons 
earning less than $15,000 per year, only 24 per-
cent considered their lives very satisfactory. Sat-
isfaction rates rose with income levels, reaching 
a high of 62 percent among respondents with 
incomes of $75,000 or more.
 White Nebraskans (46 percent) were signifi-
cantly more likely to rate their lives very satisfac-
tory than Nebraskans in each of the other racial 
or ethnic groups. Rates for these groups ranged 
from 29 percent of Asian Americans to 37 per-
cent of Native Americans reporting they were 
very satisfied with their lives.
 No significant differences were found in life sat-
isfaction rates by gender, age or place of residence.

Figure 47
Nebraska	Adults:
Satisfaction	with	Their	
Lives	(2005–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Cardiovascular disease (CVD) encom-
passes all diseases of the heart and blood 
vessels, including heart disease, stroke, 

congestive heart failure, hypertension, and ath-
erosclerosis. According to the American Heart 
Association, 79.4 million Americans were esti-
mated to have CVD in 2004.
 Heart disease is the leading cause of death in 
the United States and in Nebraska, while stroke 
ranks third. In 2004, heart disease accounted for 
3,736 deaths and stroke resulted in 977 deaths in 
Nebraska.
 The American Heart Association estimates 
that the total cost of CVD, including stroke, was 
about $431.8 billion in the United States in 2007.

History of Heart Attack, Angina/ 
Coronary Heart Disease, or Stroke

History of Heart Attack

definition:

History of Heart Attack: “Yes” to the question, 
“Has a doctor, nurse or other health profes-
sional ever told you that you had any of the 
following: A heart attack, also called a myo-
cardial infarction?”

Current Prevalence 
Four percent of adults responding to the 2005–
2006 BRFSS said they had ever been told by a 
health professional that they had had a heart attack 
(Table 13). The same proportion (4 percent) in the 
2003 study reported ever having a heart attack.

Who Has Had a Heart Attack?
Males (5 percent) were significantly more likely 
than females (3 percent) to have been told by a 
doctor or other health professional that they had 
had a heart attack.
 Persons aged 65 and older (14 percent) were 
significantly more likely than younger persons 
to have ever had a heart attack (Figure 48). Only 
4 percent of adults aged 45 to 64 reported they 
had had a heart attack, while 1 percent of persons 
under age 45 (or fewer) had ever had one.
 Respondents who had not completed high 
school (6 percent) were significantly more likely 
than college graduates (3 percent) to state they had 
ever been told they had a heart attack (Table 13).
 Significant differences were also found by 
household income. Eight percent of persons with 
incomes below $15,000 and 6 percent of those 
with incomes of $15,000 to $24,999 reported ever 
having a heart attack. Significantly smaller pro-
portions of persons with incomes of $25,000 and 
above (2 to 3 percent) indicated they ever had a 
heart attack.
 Native Americans (8 percent) were significantly 
more likely than whites or African Americans (4 
percent each) to report ever being told by a health 
professional that they had had a heart attack. 
 Four percent each of rural and urban resi-
dents said they were ever told they had had a 
heart attack.

History of Angina/Coronary Heart Disease

definition

History of Angina or Coronary Heart Disease: 
“Yes” to the question, “Has a doctor, nurse or 
other health professional ever told you that 

Cardiovascular Disease

Figure 48
Adults	Ever	Told	by	
Health	Professional	That	
They	Had	Heart	Attack,	
Angina/CHD*,	or	Stroke	
by	Age	of	Respondent	
(2005)
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 ever told by health ever told by health
 professional that you professional that you ever told by a
 had a heart attack had angina or health professional
 (myocardial infarction) coronary heart disease that you had a stroke

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

All Adults  16,114 4% 3.5–4.1 16,203 4% 3.6–4.3 16,157 2% 2.1–2.6

Gender
Male 6,352 5% 4.9–6.0 6,391 5% 4.6–5.7 6,374 2% 2.1–2.9
Female 9,762 3% 2.2–2.8 9,812 3% 2.6–3.3 9,783 2% 2.0–2.6

Age
18–29 1,479 0% 0.02–0.20 1,481 0% 0.01–0.26 1,479 0% 0.1–2.1
30–44 3,790 1% 0.45–1.08 3,802 1% 0.48–1.13 3,799 1% 0.4–1.0
45–64  6,207 4% 3.3–4.5 6,236 5% 4.1–5.5 6,217 2% 1.6–2.3
65+ 4,638 14% 13.0–15.5 4,684 13% 12.2–14.7 4,662 9% 8.2–10.3

Education
<High School 1,353 6% 4.5–7.6 1,372 5% 3.7–7.0 1,366 4% 3.1–5.7
High School 5,673 4% 3.4–4.4 5,707 4% 3.4–4.3 5,691 3% 2.1–3.1
Some College 4,568 4% 3.5–4.8 4,587 4% 3.5–4.7 4,572 3% 2.1–3.1
College Degree 4,499 3% 2.3–3.6 4,516 4% 3.3–4.7 4,507 2% 1.2–2.0

Income
<$15,000 1,615 8% 6.4–9.8 1,636 6% 5.1–7.7 1,626 5% 3.8–6.0
$15,000–$24,999 2,719 6% 4.8–6.8 2,738 6% 4.9–7.1 2,729 3% 2.6–4.1
$25,000–$49,999 4,832 3% 2.9–4.0 4,852 4% 3.4–4.6 4,842 2% 1.7–2.7
$50,000–$74,999 2,497 3% 2.3–4.3 2,500 3% 2.1–4.0 2,495 2% 1.0–2.4
$75,000+ 2,484 2% 1.7–3.6 2,487 4% 3.0–5.4 2,484 1% 0.6–2.3

Race
White 15,216 4% 3.5–4.1 15,295 4% 3.6–4.3 15,253 2% 2.1–2.6
African American 1,323 4% 3.1–5.3 1,333 3% 2.4–4.3 1,330 4% 3.0–5.3
Asian American 88 6% 1.7–18.7 91 6% 1.8–17.9 90 0% 0.0–0.0
Native American 453 8% 5.4–11.9 456 6% 4.2–9.8 454 5% 3.4–8.3
Hispanic American 1,172 5% 3.7–7.7 1,179 4% 3.0–6.4 1,176 4% 2.4–6.1

Place	of	Residence
Rural 11,927 4% 3.6–4.3 11,996 4% 3.7–4.4 11,962 3% 2.3–2.8
Urban 4,187 4% 3.1–4.2 4,207 4% 3.3–4.4 4,195 2% 1.8–2.7

note: “Number” and “percent” exclude missing, don’t know, and refused responses.

Table 13: History of Heart Disease and Stroke
Nebraska	Adults,	2005	and	2006	(with	95%	Confidence	Intervals	—	SUDAAN)
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you had any of the following: Angina or coro-
nary heart disease?”

Current Prevalence 
As in the 2003 study, 4 percent of adult Nebras-
kans in the 2005–2006 BRFSS had ever been told 
by a doctor, nurse or other health professional 
that they had angina or coronary heart disease 
(CHD) (Table 13).

Who Has Angina or Coronary Heart Disease?
A significantly greater proportion of males (5 
percent) had been told they have angina or CHD, 
compared to females (3 percent)
 Adults aged 65 and older (13 percent) were 
significantly more likely than younger adults to 
have angina or CHD (Figure 48). Five percent 
of adults aged 45 to 64 were told they have one 
of these conditions — a significantly greater pro-
portion than the zero to one percent reported by 
persons under age 45.
 Respondents with incomes below $25,000 per 
year were significantly more likely to say they 
had angina or CHD (6 percent), compared to re-
spondents with incomes of $25,000 to $74,999 (3 
to 4 percent) (Table 13).
 No significant differences in prevalence of an-
gina/CHD were apparent by educational level, 
race/ethnic origin, or place of residence of re-
spondents.

History of Stroke

definition

History of Stroke: “Yes” to the question, “Has a 
doctor, nurse or other health professional ever 
told you that you had any of the following: A 
stroke?”

Current Prevalence
As with the prevalence of heart attack and of 
angina/CHD, the proportions of adults that 
reported ever being told by a doctor, nurse, or 
other health professional that they had a stroke 
(2 percent) were the same in the 2003 BRFSS and 
in the 2005–2006 study.

Who Has Had a Stroke?
As with heart attacks and CHD, the proportion 
of adults aged 65 and older who had ever been 

told they had a stroke (9 percent) was signifi-
cantly higher than rates for younger adults (Fig-
ure 48). Only 2 percent of persons aged 45 to 64 
and less than 1 percent of those aged 18 to 44 had 
been diagnosed as having had a stroke.
 College graduates (2 percent) were signifi-
cantly less likely to have ever been told they had 
a stroke, compared to adults with less education 
(Table 13).
 The likelihood of having a stroke was also 
greater among low-income persons. Five percent 
of respondents with incomes under $15,000 per 
year reported being informed by a health profes-
sional that they had had a stroke. Among per-
sons with incomes of $25,000 or higher, the rate 
was 1 to 2 percent.
 Native Americans (5 percent) and African 
Americans (4 percent) were significantly more 
likely than white Nebraskans (2 percent) to have 
ever been told they had a stroke.
 No significant differences were found by gen-
der or place of residence of respondents.

Participation in “Rehab” Following Heart 
Attack or Stroke

Respondents who reported ever having a heart 
attack or stroke were asked, “After you left the 
hospital following your [heart attack or stroke], 
did you go to any kind of outpatient rehabilita-
tion? This is sometimes called ‘rehab’.” Alto-
gether, 53 percent of respondents who had been 
hospitalized for a heart attack participated in 
outpatient rehabilitation. Among persons who 
had been hospitalized due to stroke, only 32 per-
cent reported going to outpatient rehabilitation. 
 The majority of persons who had not com-
pleted high school (84 percent) stated that they 
did not attend rehab after hospitalization for a 
heart attack (Figure 49). This proportion was 
significantly higher than the proportions of per-
sons with some college (37 percent) or a college 
degree (48 percent). A similar pattern exists for 
persons who had been hospitalized for a stroke. 
More than three-fourths (82 percent) of those 
without a high school education reported they 
did not attend outpatient rehab. 
 No significant differences were found by gen-
der, age, household income, race/ethnic origin, 
or place of residence of respondents.
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Figure 50
Adults	Aged	18+	Who	Take	Aspirin	Daily	or	Every	Other	Day	(2005)

21

44

23

23

24

0 10 20 30 40 50 60 70 80 90 100

Hispanic American

Native American

Asian American

African American

White

Percent
NNebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 49
Adults	Who	Did	NOT	Go	to	
Rehab	After	Hospitalized	
for	Heart	Attack	or	
Stroke	by	Education	of	
Respondent	(2005)
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Aspirin Use

The American Heart Association recommends 
aspirin use for patients who have had a heart at-
tack, unstable angina, a stroke caused by a blood 
clot, or transient ischemic attacks (TIAs or “little 
strokes”), if not contraindicated. This recom-
mendation is based on studies showing that as-
pirin helps prevent recurrence of these events. 
There is also evidence that aspirin is helpful in 
primary prevention of these events among peo-
ple at high risk.

Current Prevalence
All 2005 BRFSS respondents were asked ques-
tions about their use of aspirin. They were first 
asked, “Do you take aspirin daily or every other 
day?” One-fourth (24 percent) indicate they do 
take aspirin this frequently (Table 14). 

Who Takes Aspirin Daily or Every Other Day?
A significantly greater proportion of men (27 
percent) take aspirin daily or every other day 
compared to women (22 percent).
 The proportion of adults taking aspirin this 
frequently increased significantly with advanc-
ing age group. More than one-half (55 percent) of 
adults aged 65 and older follow this schedule of 
aspirin use, compared to one-third (32 percent) 
of adults aged 45 to 64 and 12 percent of those 
aged 30 to 44 years.
 Native Americans (44 percent) reported sig-
nificantly greater rates of daily or every other 
day aspirin use than Hispanic Americans (21 
percent), African Americans (23 percent), and 
whites (24 percent) in Nebraska (Figure 50). 
 No significant differences in prevalence of this 
level of aspirin use were evident by education, 
income, or place of residence of respondents.

Reasons for Not Taking Aspirin
Respondents who stated they did not take aspi-
rin every day or every other day were then asked 
if they had “a health problem or condition that 
makes taking aspirin unsafe for you.” Only 5 per-
cent of those not taking aspirin this frequently 
reported that stomach problems prevented them 
from doing so, while 7 percent mentioned other 
health problems as the reason. The remaining 88 
percent did not have a problem that made aspirin 
unsafe for them to take and could, presumably, 
take aspirin to help prevent stroke or heart attack.

Who Has Health Problems Preventing Use of 
Aspirin?
Women (14 percent of those not using aspirin) 
were significantly more likely than men (9 per-
cent) to say they have a health problem that pre-
vents them from taking aspirin (Table 14).
 The proportion of older respondents (aged 65 
and older) who could not use aspirin for health 
reasons (29 percent) was significantly greater 
than the proportion of 45- to 64-year-olds (14 
percent). Both of these age groups were signifi-
cantly more likely than persons aged 30 to 44 (8 
percent) and those aged 18 to 29 (4 percent) to be 
unable to take aspirin for this reason.
 Respondents with some college or technical 
training (15 percent) and high school graduates 
(13 percent) were significantly more likely than 
college graduates (9 percent) to report having a 
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health problem that keeps them from taking an 
aspirin every day or every other day.
 A significantly greater proportion of persons 
with incomes below $15,000 per year (24 percent) 
mentioned that health problems made taking 
aspirin unsafe for them, compared to persons in 
higher income brackets.

 Differences in the proportion of persons 
who could not take aspirin for health reasons 
by race/ethnicity or place of residence were not 
significant. 

   have a health problem or
 take aspirin daily condition that makes taking
 or every other day aspirin unsafe for you

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

All Adults  8,072 24% 23.3–25.5 5,510 12% 11.3–13.4

Gender
Male 3,170 27% 25.2–28.5 2,076 9% 8.0–11.1
Female 4,902 22% 21.0–23.8 3,434 14% 13.1–15.9

Age
18–29 795 7% 4.8–9.7 737 4% 2.6–6.9
30–44 1,920 12% 10.0–13.6 1,690 8% 6.3–9.6
45–64  3,054 32% 30.2–34.3 2,024 14% 11.8–15.6
65+ 2,303 55% 52.4–57.4 1,059 29% 25.6–32.4

Education
<High School 694 27% 23.5–31.5 420 13% 10.1–17.5
High School 2,830 24% 22.6–26.3 1,811 13% 10.9–14.5
Some College 2,306 24% 21.9–26.0 1,646 15% 12.8–17.2
College Degree 2,236 24% 22.4–26.6 1,629 9% 7.3–10.8

Income
<$15,000 845 23% 19.1–26.4 536 24% 19.0–29.5
$15,000–$24,999 1,384 26% 23.1–28.6 854 15% 12.2–18.1
$25,000–$49,999 2,443 25% 22.5–26.7 1,712 12% 10.1–13.8
$50,000–$74,999 1,240 26% 22.9–29.4 907 8% 5.6–11.5
$75,000+ 1,166 25% 21.6–28.1 876 7% 5.2–10.2

Race
White 7,586 24% 23.0–25.2 5,128 12% 11.2–13.3
African American 744 23% 19.8–25.9 513 15% 10.9–19.1
Asian American 53 23% 13.2–36.3 65* 9% 2.8–24.2
Native American 99 44% 30.8–58.3 61 17% 11.0–25.3
Hispanic American 561 21% 16.5–25.7 473 10% 6.8–14.4

Place	of	Residence
Rural 5,896 25% 24.0–26.6 356 48% 34.0–63.1
Urban 2,176 24% 21.8–25.4 75 45% 20.2–73.3

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in  
“minority” sample.

Table 14: Heart 
Disease and Stroke: 
Aspirin Use
Nebraska	Adults,	2005	
(with	95%	Confidence	
Intervals	—	SUDAAN)
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The number of newly-diagnosed cases of 
diabetes has risen rapidly in the United 
States, with an estimated 1.5 million new 

cases developing in 2005. With obesity on the 
increase, it is likely that the number of cases will 
continue this strong upward trend. 
 As of 2005, an estimated 20.8 million people 
in the United States (7.0 percent of the popula-
tion) have diabetes. Of these, 6.2 million have 
the disease, but have not been diagnosed and are 
unaware they have diabetes. In addition to the 
20.8 million Americans who currently have this 
condition, an estimated 54 million adults are at 
high risk for developing diabetes. They have pre-
diabetes; that is, their blood sugar is elevated but 

not high enough for them to be classified as hav-
ing diabetes. 
 Each year, more than 13,000 children and 
adolescents are diagnosed with type 1 diabetes. 
However, incidence of type 2 diabetes (a disease 
usually diagnosed in adults aged 40 or older) 
has risen substantially among U.S. children and 
adolescents in the last twenty years. Obesity and 
insufficient physical activity are thought to be 
important factors in the growing prevalence of 
diabetes among children and youth.
 Diabetes was the sixth leading underlying 
cause of death in 2004 in Nebraska and the na-
tion, accounting for 395 deaths in the state and 
more than 73,000 deaths nationwide. Diabetes 
was also listed as a contributing factor for more 
than 224,000 U.S. deaths.

definition

Have diabetes: Have ever been told by a doctor 
that you have diabetes. (Does not include fe-
males told only during pregnancy.)

Current Prevalence
Altogether, 7 percent of adults in Nebraska in the 
2004–2006 BRFSS said a doctor had told them 
they have diabetes (Table 15). If women who 
were told only during pregnancy that they have 
diabetes (gestational diabetes) were included, 
prevalence would be increased by less than one 
percentage point.

Trend over Time
Prevalence of diabetes among the adult popula-
tion remained fairly constant at four to five per-
cent between 1994 and 2001 (Figure 51). Preva-
lence rose to six percent in 2002 through 2004, 
then on to 7 percent in 2005 and 2006.

Who’s at Risk in Nebraska?
Men and women were about equally likely to re-
port they had been diagnosed with diabetes (7 
percent each) (Table 15).
 Prevalence of diabetes increased significantly with 
advancing age group of respondent (Figure 52).  

Diabetes

Figure 51
Trend	in	Prevalence	of	
Diagnosed	Diabetes	
Nebraska	1993–2006
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Figure 52
Prevalence	of	Diagnosed	Diabetes	by	Age,	Nebraska	2004–2006
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Persons aged 65 and older (17 percent) were signifi-
cantly more likely than younger persons to indi-
cate they have diabetes. Respondents aged 45 to 64 
(9 percent) were also significantly more likely than 
30- to 44-year-olds (3 percent) and 18- to 29-year-
olds (1 percent) to say they have diabetes. 
 The proportions of adult Nebraskans with 
a high school diploma (8 percent) or less than 
a high school education (9 percent) who were 
told they have diabetes were significantly higher 
than the proportion of college graduates or per-
sons with some college or technical training who 
have this disease (6 percent).
 Diabetes prevalence rates for respondents with 
household incomes under $15,000 (12 percent) 
and for those earning $15,000 to $24,999 were 
significantly higher than rates for persons in all 
higher income brackets. Prevalence of diabetes 
for persons in the $25,000-to-$74,999 income 
range (6 to 7 percent) was also significantly high-
er than for those with annual incomes of $75,000 
or more (4 percent).
 Native Americans (26 percent) experienced 
far higher rates of diagnosed diabetes than all 
of the other racial/ethnic groups in Nebraska in 
2004–2006 (Figure 53). African American (14 
percent) and Hispanic American (13 percent) 
adults also reported significantly higher rates of 
diabetes than white adults (7 percent).
 Diabetes prevalence rates were the same (7 
percent each) for rural and urban residents of 
Nebraska in 2004–2006 (Table 15).

Nebraska and the Nation
The proportion of respondents to the Nebraska 
BRFSS who had ever been told by a doctor that 
they have diabetes (not including gestational 
diabetes) matched the 2004–2006 national me-
dian of 7 percent (Figure 54). Iowa, Kansas, 
and Missouri also reported rates of 7 percent. 
Prevalence in the three remaining neighboring 
states was slightly lower, with 5 percent of adults 
in Colorado and 6 percent in South Dakota and 
Wyoming diagnosed with diabetes. 

 ever told you have diabetes
 (not including gestational diabetes)

 Total  Confidence
 Number Percent Interval

All Adults 24,967 7% 6.4–7.2

Gender

Male 9,793 7% 6.6–7.7

Female 15,174 7% 6.1–7.0

Age

18–29 2,445 1% 0.7–2.0

30–44 6,043 3% 2.7–3.8

45–64 9,531 9% 8.2–9.7

65+ 6,948 17% 16.1–18.3

Education

<High School 2,068 9% 7.8–10.9

High School 8,798 8% 7.2–8.5

Some College 7,095 6% 5.6–6.8

College Degree 6,973 6% 5.3–6.7

Income

<$15,000 2,494 12% 10.6–14.2

$15,000–$24,999 4,283 9% 8.0–10.2

$25,000–$49,999 7,637 6% 5.7–7.0

$50,000–$74,999 3,794 7% 5.8–7.9

$75,000+ 3,700 4% 3.2–5.0

Race

White 23,649 7% 6.2–6.9

African American 1,984 14% 11.5–16.0

Asian American 125 9% 4.7–17.3

Native American 512 26% 21.7–31.5

Hispanic American 2,039 13% 10.9–15.8

Place	of	Residence

Rural 18,511 7% 6.2–7.0

Urban 6,456 7% 6.5–7.7

note: “Number” and “percent” exclude missing, don’t know, and  
refused responses.

Table 15: Diabetes
Nebraska	Adults,	2004–2006	(with	95%	Confidence	
Intervals	—	SUDAAN)
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  nebraska united states

  BRFSS BRFSS 
Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Overall prevalence rate of clinically diagnosed  
diabetes (adults aged 18+).  
(Data are not age-adjusted). 2.5% 7% 7% 2.5%

Figure 53
Prevalence	of	Diagnosed	Diabetes	by	Race/Ethnicity	—	Nebraska	(2004–2006)
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Prevalence	of	Diagnosed	Diabetes	2004–2006	(Data	not	age-adjusted)
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According to the National Institute of 
Arthritis and Musculoskeletal and Skin 
Diseases, arthritis and related conditions 

affect about 43 million Americans. By 2020, it is 
estimated that 60 million Americans will be af-
fected by arthritis.
 Osteoarthritis is the most common type of 
arthritis, affecting about 21 million adults in the 
United States. It is characterized by deterioration 
of the cartilage cushioning the ends of the bones 
within the joint. The tissue lining of the joint can 
become inflamed, the ligaments looser, and the 
muscles weaker, resulting in pain when the joint 
is used.
 Common symptoms of arthritis include: swell-
ing in one or more joints; stiffness around the joints 
that lasts for at least one hour in the early morning; 
constant or recurring pain or tenderness in a joint; 
difficulty in using or moving a joint normally; and 
warmth or redness in a joint.
 Arthritis is the leading cause of disability in 
the United States and ranks second only to heart 
disease as a cause of work disability. It also lim-
its everyday activities and adversely affects the 
physical and mental health of the people who 
have it.

definitions

Have probable arthritis: Had symptoms of pain, 
aching, or stiffness in or around a joint dur-
ing the past 30 days and joint symptoms first 
began more than three months ago.

Have diagnosed arthritis: Have ever been told 
by a doctor or other health professional that 
you have some form of arthritis, rheumatoid 
arthritis, gout, lupus, or fibromyalgia.

Prevalence of Arthritis

“Probable” Arthritis
In Nebraska, 43 percent of adults responding to 
the 2004–2005 BRFSS reported having symp-
toms of pain, aching, or stiffness in or around a 
joint during the past 30 days. In 2004–2005, 82 

percent said these joint symptoms first began 
more than three months ago and are considered 
to have “probable arthritis.” Thus, applying this 
prevalence estimate to the proportion that had 
joint symptoms in the past month, approxi-
mately 35 percent of adults could be said to have 
probable arthritis (Table 16). In the 2001–2003 
BRFSS, 35 percent of adults were also found to 
have probable arthritis.
 Of respondents who had joint symptoms for 
at least three months, 70 percent reported that 
they had ever seen a doctor or other health pro-
fessional for these symptoms.

Diagnosed Arthritis
In 2004–2005, all respondents were asked if they 
had ever been told by a doctor or other health 
professional that they have some form of ar-
thritis, rheumatoid arthritis, gout, lupus, or fi-
bromyalgia. About one-fourth (26 percent) said 
they had. This rate is very near the 2001–2003 
prevalence of 25 percent of adults with diag-
nosed arthritis.

Prevalence of Probable or  
Diagnosed Arthritis

Altogether, 43 percent of respondents to the 
2004–2005 BRFSS had either “probable” or “di-
agnosed” arthritis. In 2001–2003, 45 percent of 
adults were categorized as having probable or 
diagnosed arthritis.

Who Has Probable or Diagnosed Arthritis?
Respondents with “probable arthritis” or “diag-
nosed arthritis” (as defined above) will be con-
sidered to have arthritis for the remaining ques-
tions in this section of the report.
 In 2004–2005, men (42 percent) and women 
(43 percent) were about equally likely to have 
probable or diagnosed arthritis. However, wom-
en (28 percent) were significantly more likely 
than men (24 percent) to indicate they had ever 
been told by a health professional that they have 
arthritis or a related condition.

Arthritis
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 have “probable arthritis” have “diagnosed arthritis”
 (Pain, Aching, or Stiffness in or (Told by Health Professional Have   have limited activity due
 Around Joint in Past 30 Days and  Arthritis, Rheumatoid Arthritis,  have “probable”  to arthritis (Among Persons
 Joint Symptoms for >3 Months) Gout, Lupus, or Fibromyalgia) or diagnosed arthritis with Probable or Diagnosed Arthritis)

 Total  Confidence Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 12,412 35% 33.9–36.0 12,436 26% 25.2–26.9 12,422 43% 41.4–43.6 6,218 26% 23.8–27.4
Gender
Male 4,841 34% 32.6–36.0 4,846 24% 22.4–25.0 4,842 42% 40.1–43.6 2,341 24% 21.4–26.8
Female 7,571 35% 34.0–36.7 7,590 28% 27.0–29.3 7,580 43% 41.6–44.3 3,877 27% 24.6–29.5
Age
18–29 1,288 21% 18.4–24.8 1,291 6% 4.6–8.3 1,288 24% 20.5–27.1 298 21% 15.2–28.2
30–44 3,034 29% 26.6–30.6 3,036 14% 12.9–16.0 3,036 33% 31.0–35.2 1,053 20% 17.0–23.0
45–64 4,648 44% 42.4–46.0 4,656 36% 34.0–37.5 4,650 54% 52.0–55.6 2,579 30% 27.4–31.9
65 + 3,442 50% 47.7–51.8 3,453 57% 54.7–58.8 3,448 67% 64.9–68.8 2,288 35% 32.7–37.5
Education
<High School 1,040 32% 27.9–35.8 1,040 26% 23.1–29.6 1,038 39% 35.0–43.0 555 34% 28.1–41.4
High School 4,333 36% 34.2–38.2 4,340 27% 25.9–28.9 4,335 44% 42.0–46.0 2,319 28% 24.8–31.5
Some College 3,559 39% 37.2–41.3 3,572 28% 26.5–29.8 3,566 47% 44.8–48.9 1,834 24% 21.7–27.4
College Degree 3,463 31% 28.8–33.0 3,467 23% 20.9–24.2 3,466 38% 35.9–40.1 1,501 24% 18.4–29.5
Income
<$15,000 1,254 45% 41.1–49.5 1,260 35% 31.2–38.3 1,258 54% 49.8–58.1 792 46% 40.5–51.7
$15,000–$24,999 2,149 36% 33.7–39.3 2,148 31% 29.0–33.8 2,149 46% 42.6–48.4 1,200 31% 26.5–34.9
$25,000–$49,999 3,833 36% 33.7–37.8 3,834 27% 25.3–28.6 3,835 43% 41.2–45.3 1,860 23% 19.7–25.8
$50,000–$74,999 1,888 33% 29.8–35.6 1,893 23% 20.4–25.2 1,888 40% 37.1–43.1 832 17% 13.9–20.1
$75,000+ 1,785 31% 28.1–34.5 1,789 21% 18.6–23.3 1,785 38% 35.0–41.5 712 21% 15.7–28.0
Race
White 11,545* 36% 34.8–37.1 11,667 26% 25.3–27.1 11,556* 44% 42.4–44.8 6,793 26% 24.0–27.7
African American 172* 32% 25.5–38.9 742 31% 26.7–35.1 172* 40% 33.1–46.6 394 34% 28.5–40.4
Asian American 57* 24% 15.4–35.4 52 12% 5.9–23.9 58* 27% 18.9–36.4 16 # #
Native American 77* 39% 28.8–50.6 99 41% 32.1–50.2 76* 51% 40.0–62.2 57 54% 33.3–73.2
Hispanic American 1136* 21% 17.4–25.2 561 20% 15.6–24.2 1,136* 26% 22.2–30.7 148 30% 22.3–39.5
Place	of	Residence
Rural 9,103 36% 34.6–37.2 9,119 27% 25.8–27.9 9,110 44% 42.4–45.0 4,675 26% 24.0–28.0
Urban 3,309 34% 32.5–36.1 3,317 25% 24.0–26.9 3,312 42% 39.8–43.3 1,543 25% 22.3–28.5

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to < 50 respondents to question in “minority” sample.
# – Data not reported due to N< 50.

Table 16: A
rthritis: Prevalence and A

ctivity Lim
itations

Nebraska	Adults,	2004–2005	(with	95%
	Confidence	Intervals	—	SUDAAN)
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 Prevalence of arthritis increased significantly 
with advancing age group. Two-thirds (67 per-
cent) of respondents aged 65 and older have 
probable or diagnosed arthritis, compared to 54 
percent of 45- to 64-year-olds (Figure 55). Fewer 
younger persons have arthritis (33 percent of re-
spondents aged 30 to 44 and 24 percent of those 
aged 18 to 29).
 Persons with some college or technical train-
ing (47 percent) were significantly more likely to 
report having arthritis than college graduates (38 
percent) or persons with less than a high school 
education (39 percent). High school graduates 
(44 percent) were also significantly more likely 
than college graduates to say they have been di-
agnosed with arthritis or have probable arthritis.
 More than one-half of BRFSS respondents 
with incomes under $15,000 per year (54 per-
cent) gave responses indicating that they have 
arthritis. This rate is significantly higher than 
rates in each of the higher income brackets. Per-

sons with annual incomes of $15,000 to $24,999 
(46 percent) were also significantly more likely 
than persons earning $75,000 or more (38 per-
cent) to have this condition.
 Whites (44 percent) and Native Americans (51 
percent) were significantly more likely than His-
panic Americans (26 percent) or Asian Ameri-
cans (27 percent) to have arthritis (Figure 56). 
A significantly greater proportion of African 
Americans (40 percent) also indicated they have 
probable or diagnosed arthritis, compared to 
Hispanic Nebraskans.
 Similar proportions of rural (44 percent) and 
urban (42 percent) Nebraskans gave responses 
indicating they have arthritis.

Activity Limitation due to Arthritis 

definition

Have Activity Limitation due to Arthritis: “Yes” 
to the question, “Are you now limited in any 
way in any of your usual activities because of 
arthritis or joint symptoms?”

Current Prevalence
In 2004–2005, 26 percent of persons with “prob-
able” or “diagnosed” arthritis reported activity 
limitations due to this condition (Table 16).

Trend in Activity Limitation

The current rate of 26 percent with limited activ-
ity due to arthritis represents a decrease from the 
30 percent reported in the 2001–2003 BRFSS.

Who Has Activity Limitation due to Arthritis?
Persons aged 65 and older (35 percent) were sig-
nificantly more likely than persons in each of 
the younger age groups to report activity limita-
tions due to arthritis. Respondents aged 45 to 64 
with arthritis (30 percent) were also significantly 
more likely than 30- to 44-year-olds (20 percent) 
with this condition to say their activities were 
limited in some way by arthritis.
 Respondents who had not completed high 
school (34 percent) were significantly more like-
ly to have their activities limited due to arthritis 
than those who had some college or technical 
training (24 percent).
 Activity limitations due to arthritis were sig-
nificantly more common among respondents 
with annual incomes below $15,000 (46 percent) 

Figure 55
Prevalence	of	Probable	
or	Diagnosed	Arthritis	by	
Age	(2004–2005)
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Figure 56
Prevalence	of	Probable	or	Diagnosed	Arthritis	by	Race/Ethnicity	(2004–2005)
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than among respondents with higher incomes 
(Figure 57). Persons with incomes of $15,000 
to $24,999 per year (31 percent) were also sig-
nificantly more likely than those with incomes 
of $25,000 to $49,999 (23 percent) or $50,000 to 
$74,999 (17 percent) to report limited activity re-
sulting from arthritis.
 More than one-half of Native American re-
spondents with arthritis (54 percent) stated 
that they experienced activity limitation due to 
this condition (Table 16). One-third of African 
American adults (34 percent) also reported these 
limitations. Rates for these two groups were sig-
nificantly higher than the rate of activity limita-
tion reported for white Nebraskans (26 percent). 
 Differences in prevalence of activity limitation 
due to arthritis by gender and place of residence 
were not significant.
 In addition to experiencing activity limita-
tions due to arthritis, respondents with probable 
or diagnosed arthritis (20 percent) were much 
more likely than those without arthritis (8 per-
cent) to report that their health is fair or poor. 

Figure 57
Prevalence	of	Activity	Limitation	due	to	Arthritis*	by	Household	Income	(2004–2005)

*Among	persons	with	arthritis.
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Asthma is a chronic inflammatory disease 
of the airways that is characterized by 
recurring symptoms such as wheezing, 

breathlessness, chest tightness, and coughing. In 
persons with asthma, the airways are more re-
sponsive than normal to various stimuli, such as 
pollen, cigarette smoke, respiratory infections, 
or exercise. When exposed to these stimuli, the 
airways narrow or become obstructed, which re-
sults in respiratory symptoms.
 Asthma is a serious and growing health prob-
lem in the United States, with the number of 
people who have the disease increasing rapidly 
over the last 20 years. About 20.3 million Ameri-
cans report having asthma, including 9 million 
children under age 18. It is estimated that 120,000 
Nebraskans are affected by asthma, with more 
than 33,000 of them children. There are approx-
imately 5,000 deaths nationwide for this disease 
each year. Asthma was the cause of 31 deaths in 
Nebraska in 2004.

Prevalence of Asthma Among Adults

definition

Currently Have Asthma: “Yes” to the question, 
“Have you ever been told by a doctor, nurse, 
or other health professional that you had asth-
ma?” and “yes” to the question, “Do you still 
have asthma?”

Prevalence of Asthma
In the 2004–2006 Nebraska BRFSS, 11 percent of 
adults aged 18 and older stated that a doctor or 
other health professional had at some time told 
them they had asthma (Table 17). When asked 
whether or not they still have asthma, the major-
ity said they do. Seven percent of all adults sur-
veyed reported that they currently have asthma.

Trend over Time
Lifetime prevalence estimates (i.e., ever told they 
have asthma) have remained steady at 11 percent 
for four of the past five years (Figure 58). From 
2002 through 2005, current prevalence of asth-
ma has stayed at 7 percent, edging upward to 8 
percent in 2006.

Who in Nebraska Currently Has Asthma?
Women (9 percent) were significantly more like-
ly than men (5 percent) to say that they currently 
have asthma (Table 17). 
 No significant differences were found in cur-
rent prevalence of asthma by age of respondent. 
However, young adults aged 18 to 29 (14 percent) 
were significantly more likely than all older age 
groups (9 to 11 percent) to report ever being told 
by a health professional that they have asthma.
 Respondents in the lowest income bracket 
(under $15,000 per year) were significantly more 
likely than persons with higher incomes to ever 
have been told they have asthma (18 percent) and 
still have asthma (14 percent).
 The proportions of African Americans (12 
percent) and Native Americans (11 percent) who 
currently have asthma are significantly greater 
than the proportions of white (7 percent) and 
Hispanic (4 percent) Nebraskans with this dis-
ease (Figure 59). White adults were also signifi-
cantly more likely than Hispanic adults to cur-
rently have asthma.
 Rural (7 percent) and urban (8 percent) adults 
in Nebraska were about equally likely to report 
having asthma. No significant differences in 
asthma prevalence were found by educational 
attainment of respondents.

Asthma

Figure 58
Trend	in	Asthma	
Prevalence	(1999–2006)
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Table 17: Asthma 
Prevalence — 
Nebraska Adults
2004–2006	(with	
95%	Confidence	
Intervals	—	SUDAAN)

 ever told you have asthma ever told have asthma
 by health professional and currently have it

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

All Adults 24,929 11% 10.3–11.4 24,864 7% 6.6–7.5
Gender
Male 9,781 9% 8.2–9.9 9,753 5% 4.7–6.0
Female 15,148 13% 11.9–13.5 15,111 9% 8.1–9.5
Age
18–29 2,443 14% 11.8–15.7 2,437 8% 6.4–9.3
30–44 6,037 11% 9.6–11.6 6,015 7% 5.9–7.4
45–64 9,521 10% 9.1–10.6 9,499 7% 6.4–7.6
65+ 6,928 9% 8.4–10.1 6,913 7% 6.3–7.8
Education
<High School 2,067 10% 8.5–12.3 2,063 8% 6.1–9.3
High School 8,783 11% 9.9–12.1 8,761 7% 6.4–8.2
Some College 7,078 11% 10.1–12.1 7,059 7% 6.5–8.2
College Degree 6,968 11% 10.0–12.8 6,948 7% 5.8–7.9
Income
<$15,000 2,487 18% 15.2–20.4 2,473 14% 11.9–16.7
$15,000–$24,999 4,279 11% 9.8–12.9 4,269 7% 6.2–8.4
$25,000–$49,999 7,625 10% 9.3–11.2 7,610 7% 6.1–7.6
$50,000–$74,999 3,794 12% 10.0–13.6 3,786 8% 6.2–9.4
$75,000+ 3,696 11% 8.9–12.6 3,685 6% 4.8–7.5
Race
White 23,612 11% 10.3–11.6 23,553 7% 6.5–7.5
African American 1,982 16% 13.3–18.3 1,977 12% 9.7–14.2
Asian American 124 9% 4.2–18.7 123 7% 2.7–15.1
Native American 509 16% 11.6–21.3 508 11% 8.0–16.0
Hispanic American 2,039 5% 4.3–7.0 2,037 4% 2.6–4.8
Place	of	Residence
Rural 18,484 10% 9.5–10.8 18,436 7% 6.2–7.2
Urban 6,445 12% 10.6–12.7 6,428 8% 6.7–8.4

note: “Number” and “percent” exclude missing, don’t know, and refused responses.

Figure 59
Adult	Nebraskans	Who	
Currently	Have	Asthma	
by	Race/Ethnicity	
(2004–2006)
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Nebraska and the Nation
The proportion of adults in Nebraska who re-
ported they were ever told by a health profes-
sional that they had asthma (11 percent) is lower 
than the national median of 13 percent for 
2004–2006 (Figure 60). Of the surrounding 
states, none reported a lower lifetime prevalence 
of asthma than Nebraska. Colorado, Missouri, 
and Wyoming all matched the national rate of 
13 percent.

 Current asthma prevalence for Nebraska 
adults (7 percent) was one percentage point low-
er than the national median of 8 percent (Figure 
61). Iowa and South Dakota also reported 7 per-
cent of the adult population with asthma, while 
8 percent of adults in Colorado, Kansas, and 
Wyoming stated they have this disease. Current 
prevalence was highest in Missouri (9 percent).

Prevalence of Asthma Among Children 

definition

In 2006, adults living in households with chil-
dren under age 18 were asked questions about 
one randomly-selected child from their house-
hold. Information on gender, age, and race/eth-
nicity of this child was also collected. 

Child Currently Has Asthma: “Yes” to the ques-
tion, “Has a doctor, nurse, or other health 
professional EVER said that the child has 
asthma?” and “yes” to the question, “Does the 
child still have asthma?”

Prevalence of Asthma
Eleven percent of the randomly-selected children 
in surveyed households were ever diagnosed by 
a health professional as having asthma (Table 
18). Seven percent of all children in the survey 
were reported to still have this disease.
 Children aged 5 to 9 and those aged 10 to 14 
were more likely than younger or older children 
to ever have been diagnosed with asthma (13 per-
cent) and were also more likely to currently have 
asthma (9 percent).
 Little difference in lifetime or current prevalence 
of asthma by gender of the child was evident.
 African American children (19 percent) were 
much more likely than white (11 percent) or 
Hispanic (7 percent) children to have ever been 
diagnosed with asthma. African American chil-
dren (16 percent) were also much more likely 
to currently have asthma, compared to white 
(7 percent) and Hispanic American (4 percent) 
children in Nebraska.

Figure 61
Proportion	of	Adults	Who	Currently	Have	Asthma	(2004–2006)		
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 60
Adults	Ever	Told	by	Health	Professional	That	They	Have	Asthma	(2004–2006)		
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 ever told by health
 professional child has asthma child currently has asthma

 Total Number Wtd. Percent Total Number Wtd. Percent

All Children  2,456  11%  2,451  7%

Age	of	Child		
(Years)
0–4 510 11% 510 6%
5–9 575 13% 573 9%
10–14 634 13% 632 9%
15–18 605 9% 605 7%
Unknown 132 10% 131 6%

Gender	of	Child
Male  1,295  12%  1,293  7%
Female  1,152  11%  1,149  8%

Race/Ethnicity		
of	Child
White 2,161 11% 2,156 7%
African American 67 19% 67 16%
Asian American 18 # 18 #
Native American 27 # 27 #
Hispanic American 218 7% 218 4%

# – Data not reported due to N< 50.

Table 18: Asthma 
Prevalence — 
Nebraska Children
Children	Under	Age	18	
years,	2006
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According to the American Lung Associa-
tion, air pollution (both indoor and out-
door) continues to be a problem in the 

United States, causing premature death, cancer, 
and long-term damage to respiratory and car-
diovascular systems. It is estimated that the an-
nual health costs of human exposure to all out-
door air pollutants from all sources range from 
$40 billion to $50 billion. Approximately 50,000 
to 120,000 premature deaths annually are asso-
ciated with exposure to these air pollutants.
 The Environmental Protection Agency states 
that levels of indoor air pollution may be two to 
five times higher than outdoor levels of pollution. 
In addition, research indicates that Americans in 
general spend approximately 90 percent of their 
time indoors. Thus, the risks to health from this 
source may also be greater due to more exposure 
to air pollution indoors than outdoors. 

Illness Due To Poor Indoor Air Quality

Respondents to the 2004 Nebraska BRFSS re-
ceived a brief explanation about the two ques-
tions they would be asked about illness due to 
poor air quality. They were told that these ques-
tions “are about things in the air you breathe that 
may make you ill, not about an illness you can 
catch from other people such as a cold.”

definition

Illness due to Poor Indoor Air Quality: “Yes” to the 
question, “Things like dust, mold, smoke, and 
chemicals inside the home or office can cause 
poor indoor air quality. In the past 12 months 
have you had an illness or symptom that you 
think was caused by something in the air in-
side a home, office, or other building?”

Current Prevalence
Overall, 18 percent of 2004 BRFSS respondents 
reported having an illness or symptom that 
they thought was caused by poor air quality 
at home, in the office, or in another building 
(Table 19).

Who Has Had an Illness Caused by Poor 
Indoor Air Quality?
A significantly greater proportion of women (20 
percent) stated they had an illness or symptom 
in the past 12 months that they attributed to poor 
air quality, compared to men (16 percent).
 Persons under age 65 were significantly more 
likely than those aged 65 and older (9 percent) 
to say they had an illness or symptom caused 
by poor indoor air quality in the last year. One-
fourth of adults aged 18 to 29 (24 percent) and 
one-fifth of adults aged 30 to 64 (19 percent) re-
ported such an illness.
 Respondents with household incomes under 
$75,000 per year (19 to 25 percent) were signifi-
cantly more likely than those with annual in-
comes of $75,000 or more (12 percent) to attri-
bute an illness or symptom to poor indoor air 
quality.
 The proportion of African Americans (29 per-
cent) who reported an illness related to indoor 
air quality was significantly higher than the 
proportions of whites (18 percent) and Hispanic 
Americans (11 percent) who mentioned such an 
illness or symptom (Figure 62). Whites were 
also significantly more likely than Hispanic 
Nebraskans to say they had an illness resulting 
from indoor air quality problems.

Environmental Factors and Excess Sun Exposure

Figure 62
Proportion	of	Adults	with	
Illness	in	Past	12	Months	
Due	to	Poor	Indoor	Air	
Quality	by	Race/Ethnicity	
(2004)
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Table 19: Illness due 
to Poor Indoor and 
Outdoor Air Quality
Nebraska	Adults,	2004	
(with	95%	Confidence	
Intervals	—	SUDAAN)

 illness in past 12 months due illness in past 12 months due 
 to poor indoor air quality to outdoor air pollution

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

All Adults 8,659 18% 17.1–19.3 8,715 7% 6.7–8.2

Gender
Male 3,368 16% 14.3–17.7 3,384 7% 5.8–7.9
Female 5,291 20% 18.9–21.9 5,331 8% 7.1–9.1

Age
18–29 956 24% 20.5–28.1 960 6% 4.7–8.7
30–44 2,220 19% 17.4–21.3 2,229 8% 7.0–9.9
45–64 3,263 19% 17.8–21.2 3,275 9% 7.4–9.8
65+ 2,220 9% 7.8–10.7 2,251 5% 4.3–6.4

Education
<High School 685 15% 11.4–18.9 685 10% 7.3–14.1
High School 3,052 16% 14.5–18.3 3,071 7% 5.8–8.2
Some College 2,480 21% 18.5–22.8 2,498 8% 7.1–9.8
College Degree 2,430 18% 16.3–20.8 2,449 7% 5.3–8.2

Income
<$15,000 850 25% 20.4–29.1 853 13% 9.9–16.8
$15,000–$24,999 1,524 19% 16.7–22.3 1,536 12% 9.3–14.4
$25,000–$49,999 2,755 19% 17.4–21.6 2,770 8% 6.5–9.0
$50,000–$74,999 1,284 20% 16.7–23.7 1,290 7% 4.8–9.4
$75,000+ 1,198 12% 10.3–14.9 1,207 4% 3.0–5.6

Race
White 8,260 18% 16.8–19.1 8,311 7% 6.4–7.8
African American 641 29% 24.5–35.0 641 13% 10.0–17.5
Asian American 79* 17% 9.1–29.9 79* 6% 2.5–14.6
Native American 55 21% 11.1–35.9 55 10% 4.4–21.2
Hispanic American 853 11% 9.0–13.9 852 10% 6.8–14.1

Place	of	Residence
Rural 6,438 18% 16.7–19.4 6,480 8% 7.2–9.0
Urban 2,221 18% 16.6–20.3 2,235 7% 5.5–7.7

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in  
“minority” sample.

 No statistically-significant differences were 
found by education or place of residence of 
respondents.

Illness Due To Outdoor Air Pollution
definition

Illness due to Outdoor Air Pollution: “Yes” to 
the question, “Things like smog, automobile 

exhaust, and chemicals can cause outdoor 
air pollution. In the past 12 months have you 
had an illness or symptom that you think was 
caused by pollution in the air outdoors?”

Current Prevalence
In 2004, prevalence of reported illness or symp-
toms resulting from poor outdoor air quality (7 
percent) was much lower than prevalence re-
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lated to poor indoor air quality in Nebraska (18 
percent) (Table 19). 

Who Has Had an Illness Caused by Outdoor 
Air Pollution?
Persons aged 30 to 44 (8 percent) and those aged 
45 to 64 (9 percent) were significantly more like-
ly than persons 65 or older (5 percent) to say they 
had symptoms or illness due to outdoor air pol-
lution. 
 The proportion of respondents with house-
hold incomes below $15,000 who reported out-
door-air-pollution-related illness (13 percent) 
was significantly greater than the proportions 
of persons earning $25,000 per year or more (4 
to 8 percent). Those earning $15,000 to $24,999 
annually (12 percent) were also significantly 
more likely than respondents earning $25,000 
to $49,999 (8 percent) or $75,000 or more (4 per-
cent) to indicate they had experienced symptoms 
or illness related to air pollution (Figure 63).
 The proportion of African Americans who 
had illness related to poor outdoor air quality (13 
percent) was significantly greater than the cor-
responding proportion of white Nebraskans (7 
percent).
 No significant differences in prevalence were 
identified by gender, educational attainment, or 
place of residence of respondents.

Excess Sun Exposure (Sunburn)

Cancer of the skin is the most common of all can-
cers. More than one million cases of non-mela-
noma and 59,000 cases of melanoma skin cancer 
occur every year in the United States. Melanoma 
is the most serious form of skin cancer. It ac-

counts for about three percent of skin cancer 
diagnoses, but causes most skin cancer deaths. 
It is estimated that more than 8,000 deaths will 
result from melanoma nationwide in 2007. In 
Nebraska, there were 300 cases of melanoma di-
agnosed and 2.8 deaths per 100,000 population 
from this cancer in 2004 (52 deaths).
 Melanomas frequently start out as small, mole-
like growths that change color or get larger. Rec-
ognition of changes in the skin or appearance of 
new growths is the best way to detect early skin 
cancer. Adults should practice skin self-exami-
nation regularly and have any suspicious areas 
evaluated promptly by a physician.
 To lessen the chances of developing skin can-
cer, the American Cancer Society recommends 
avoiding or limiting exposure to the sun when 
its ultraviolet (UV) rays are the strongest (during 
the midday hours). Wearing protective clothing 
and use of a sunscreen with a solar protection 
factor (SPF) of 15 or higher is also advisable. Tan-
ning lamps and booths are another source of 
UV radiation and should be avoided.
 Since there is a possible link between severe 
sunburns in childhood and increased risk of mel-
anoma later in life, it is particularly important to 
protect children from excessive sun exposure.

definition

Had a recent sunburn: “Yes” to the question, 
“Have you had a sunburn within the past 12 
months?” Sunburns include “any time that 
even a small part of your skin was red for more 
than 12 hours.”

Questions about prevalence of sunburn among 
adults were asked in the 1999, 2003, and 2004 
BRFSS, but not in other years.

Current Prevalence
Overall, 43 percent of Nebraska adults aged 18 
and older indicated they had gotten a sunburn 
in the past year (Table 20).
 Of the respondents who had been sunburned, 
one-third (33 percent) said it had happened only 
once in the past 12 months, while 31 percent re-
ported two such sunburns (Figure 64). About 
one-fourth (26 percent) stated they had gotten 
sunburned three to five times, while 10 percent 
mentioned six or more sunburns in the past year.

Figure 63
Proportion	of	Adults	with	
Illness	in	Past	12	Months	
Due	to	Outdoor	Air	
Pollution	by	Income	
(2004)
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Trend over Time
The proportion of adults who reported a sunburn 
in the past year has increased slightly from 40 per-
cent in 1999 to 43 percent in 2004 (Figure 65).

Who’s at Risk in Nebraska?
Men (47 percent) were significantly more likely 
than women (39 percent) to report having at 
least one sunburn in the past year (Table 20). 
Men (11 percent) were somewhat more likely 
than women (7 percent) to state they had six or 
more sunburns in the past 12 months.
 Recent sunburns were much more common 
in the younger age brackets, with the majority of 
respondents under age 45 reporting at least one 
sunburn in the past year (Figure 66). Fifty-nine 
percent of 18- to 29-year-olds and 56 percent of 
30- to 44-year-olds had gotten sunburned dur-
ing this time period. These rates are significantly 
higher than those reported for persons aged 45 
to 64 (38 percent) or 65 and older (8 percent).
 Respondents who had some college or techni-
cal training (46 percent) or had graduated from 
college (50 percent) were significantly more like-
ly than those with less education to report hav-
ing a sunburn in the last 12 months (Table 20). 
High school graduates (39 percent) were also 
significantly more likely than respondents who 
had not completed high school (20 percent) to 
say they had gotten sunburned in the past year.
 A similar pattern was evident by annual house-
hold income of respondents. The proportion of 
respondents with incomes of $25,000 or more 
who reported getting a sunburn ranged from 46 
to 51 percent. These prevalence rates are signifi-
cantly higher than the rate for respondents earn-
ing less than $15,000 annually (27 percent) or the 
rate for those earning $15,000 to $24,999 per year 
(31 percent).
 Significantly greater proportions of whites (47 
percent) and Native Americans (37 percent) in-
dicated they had at least one sunburn in the past 
12 months, compared to African Americans (6 
percent), Asian Americans (8 percent) and His-
panic Americans (11 percent).
 No difference in prevalence of sunburn was 
noted by place of residence.

 had a sunburn in past 12 months 

 Total  Confidence
 Number Percent Interval

All Adults 8,741 43% 41.8–44.5

Gender
Male 3,390 47% 45.2–49.4
Female 5,351 39% 37.5–41.0

Age
18–29 961 59% 54.8–63.0
30–44 2,236 56% 53.8–59.0
45–64 3,284 38% 35.7–40.0
65+ 2,260 8% 7.0–9.7

Education
<High School 699 20% 16.2–25.1
High School 3,079 39% 36.3–41.4
Some College 2,503 46% 43.2–47.9
College Degree 2,448 50% 47.3–52.9

Income
<$15,000 862 27% 22.6–31.4
$15,000–$24,999 1,542 31% 27.4–34.0
$25,000–$49,999 2,776 46% 43.4–48.1
$50,000–$74,999 1,287 51% 46.4–54.5
$75,000+ 1,212 51% 46.8–54.4

Race
White 8,331 47% 45.4–48.2
African American 652 6% 3.8–10.0
Asian American 80* 8% 3.2–18.6
Native American 56 37% 20.5–57.7
Hispanic American 860 11% 9.1–14.1

Place	of	Residence
Rural 6,494 43% 41.7–45.0
Urban 2,247 43% 40.6–45.1

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to <50 
respondents to question in “minority” sample.

Table 20: Sunburn
Nebraska	Adults,	2004	(with	95%	Confidence	Intervals	—	SUDAAN)
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Figure 64
Number	of	Sunburns	in	Past	12	Months	Among	Respondents	Who	Had	Sunburn	
(2004)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 66
Proportion	of	Adults	with	One	or	More	Sunburns	in	Past	12	Months	by	Age	(2004)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 65
Proportion	of	Adults	Who	Had	Sunburn	in	Past	12	Months	(1999–2004)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Seat Belt Usage

There were 269 people killed and an additional 
18,424 people injured in motor vehicle crashes 
in Nebraska in 2006. Seat belts, when worn cor-
rectly, are the most effective way to reduce risk 
of death and serious injury in a motor vehicle 
crash. The Nebraska Office of Highway Safety 
states that, in 2005, 60 percent of all vehicle oc-
cupant fatalities occurred among persons who 
were not wearing their seat belts. 
 Passive restraints, such as airbags, which re-
quire no occupant action to be put into use, are 
becoming standard equipment for drivers and 
front seat passengers in newer vehicles. Howev-
er, seat belts must still be used along with airbags 
to provide effective protection. Nebraska has a 
mandatory seat belt law that has been in effect 
since 1993.

definition

Not at Risk: “Always” use a seat belt when driv-
ing or riding in a car.

At Risk: “Nearly always,” “sometimes,” “seldom,” 
or “never” use a seat belt when driving or rid-
ing in a car.

Current Prevalence
Two-thirds of adult Nebraskans surveyed in the 
2006 BRFSS (66 percent) reported that they “al-

ways” use a seat belt when driving or riding in 
a car (Figure 67). One-fifth (19 percent) stated 
they “nearly always” do, while 9 percent indi-
cated they only use seat belts “sometimes.” Six 
percent said they “seldom” or “never” use these 
safety restraints when driving or riding in a mo-
tor vehicle.

Trend over Time
Seat belt questions were only asked in three of 
the last ten years. In 1997, 58 percent of respon-
dents stated that they always wear a seat belt 
when driving or riding in a motor vehicle. In 
2002, the proportion always wearing seat belts 
increased to 69 percent, but dropped back to 66 
percent in 2006.

Who “Always” Wears Safety Belts in Nebraska?
Among women aged 18 and older, 71 percent in-
dicated they always wear their seat belts when 
driving or riding in a motor vehicle (Table 21). 
This proportion is significantly greater than the 
61 percent recorded for men in the 2006 BRFSS.
 Nebraskans aged 65 and older (72 percent) 
were significantly more likely than those aged 
45 to 64 (67 percent) and those aged 18 to 29 (63 
percent) to say they always wear their seat belts.
 College graduates (74 percent) were signifi-
cantly more likely than respondents with a high 
school diploma (61 percent) or some college (63 
percent) to always use these safety restraints 
when riding in or driving a motor vehicle. Two-
thirds (66 percent) of respondents with less than 
a high school education gave this response.
 Compared to persons with incomes below 
$50,000 per year, a significantly greater propor-
tion of adults with incomes of $75,000 or higher 
(75 percent) always wear their seat belts. 
 More than three-fourths of adult Nebraskans 
living in urban counties (78 percent) always were 
their seat belts — a significantly greater propor-
tion than the 56 percent of respondents reported 
for rural counties. 
 No significant differences were noted in seat belt 
use rates by race or ethnic origin of respondents.

Injury Prevention

Figure 67
Seat	Belt	Usage	
Nebraska	Adults	Aged	18	
and	Older	(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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66 Table 21: Injury Prevention
Nebraska	Adults	(with	95%

	Confidence	Intervals	—	SUDAAN)
   injured 1+ times from falls firearms kept in or
 always use seat belts fall in past 3 mos. – age 45+ in past 3 mos. – age 45+  around home
 (2006 only) (2006 only) (2006 only) (2004 only)

 Total  Confidence Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 7,803 66% 64.8–67.9 5,324 14% 13.4–15.6 851 28% 24.6–32.3 8,399 45% 44.0–46.9

Gender
Male 3,076 61% 58.6–63.5 2,080 14% 12.3–15.8 326 22% 17.1–27.9 3,208 55% 52.2–56.7
Female 4,727 71% 69.5–73.3 3,244 15% 13.6–16.7 525 33% 28.2–38.8 5,191 37% 35.6–39.0

Age
18–29 657 63% 57.9–67.7 -- -- -- -- -- -- 930 38% 34.3–42.6
30–44 1,811 68% 65.8–71.1 -- -- -- -- -- -- 2,159 45% 42.0–47.1
45–64 3,078 67% 64.7–68.8 3,070 14% 12.7–15.7 486 31% 25.9–36.3 3,137 54% 51.3–55.7
65+ 2,257 72% 69.3–73.8 2,254 15% 13.3–16.9 365 24% 18.7–29.6 2,173 42% 39.2–44.4

Education
<High School 620 66% 60.5–71.6 447 17% 12.8–22.2 82 34% 22.3–48.5 668 23% 19.5–27.8
High School 2,755 61% 58.5–64.2 2,068 12% 10.4–13.9 287 33% 25.6–40.4 2,955 49% 46.5–51.7
Some College 2,199 63% 60.2–66.1 1,463 17% 15.0–19.9 263 25% 18.9–32.0 2,395 46% 43.6–48.8
College Degree 2,220 74% 71.0–76.8 1,338 14% 12.3–17.0 218 27% 20.1–34.6 2,371 47% 43.9–50.1

Income
<$15,000 756 61% 54.8–67.4 613 23% 18.7–28.0 142 37% 27.6–47.8 836 21% 17.6–25.4
$15,000–$24,999 1,293 67% 62.4–70.4 934 19% 15.6–22.5 177 28% 20.3–37.5 1,499 34% 30.9–37.5
$25,000–$49,999 2,336 59% 55.9–61.4 1,549 13% 11.2–15.1 233 28% 21.8–35.7 2,685 50% 47.8–53.1
$50,000–$74,999 1,228 67% 63.0–71.6 748 15% 11.7–18.1 106 23% 15.3–34.2 1,248 53% 49.1–57.8
$75,000+ 1,288 75% 71.3–77.8 783 11% 7.9–13.8 93 24% 12.4–40.0 1,171 54% 49.7–58.2

Race
White 7,422 85% 83.2–85.8 5,171 14% 13.3–15.6 820 27% 23.2–30.9 8,013 48% 46.4–49.4
African American 588 84% 78.9–88.0 383 17% 12.2–23.4 53 40% 23.2–59.8 640 15% 12.4–19.0
Asian American 71* 85% 67.8–93.8 13 # # 2 # # 76* 19% 8.0–39.0
Native American 357 79% 72.8–84.6 162 23% 15.2–33.4 39 # # 56 15% 7.7–27.6
Hispanic American 610 87% 82.0–90.2 219 13% 8.2–20.2 28 # # 857 6% 4.4–9.2

Place	of	Residence
Rural 5,844 56% 54.4–58.0 4,106 15% 14.2–16.8 673 30% 25.4–34.0 6,241 55% 53.3–56.7
Urban 1,959 78% 75.4–80.1 1,218 13% 11.3–15.4 178 26% 19.6–34.1 2,158 35% 32.2–36.9

NOTE: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50.
* Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in “minority” sample.
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Falls

Falls are the second leading cause of uninten-
tional injury deaths in Nebraska, accounting for 
172 deaths (8.7 deaths per 100,000 population) in 
2004. Nationwide, falls are the leading cause of 
injury deaths for adults aged 65 and older; they 
are also the most common cause of injuries and 
hospital admissions due to trauma for elderly 
persons. It is estimated that one-third of persons 
aged 65 and older fall each year.
 Falls are also an important cause of work-re-
lated injuries and deaths. In addition, falls are 
the leading cause of non-fatal unintentional in-
juries and emergency department visits for chil-
dren under age 15 years.

definition

Respondents aged 45 and older were read the 
following statement: “By a fall, we mean when 
a person unintentionally comes to rest on the 
ground or another lower level.” They were then 
asked, “In the past three months, how many 
times have you fallen?”

Current Prevalence
Altogether, 14 percent of individuals aged 45 and 
older said they had at least one fall in the past 3 
months (Table 21). In the 2003 BRFSS, 12 per-
cent of persons in this age group reported hav-
ing fallen.
 The proportion of respondents who had a fall 
during this time period varied somewhat by an-
nual household income, with falls more common 
among respondents in the lower income brack-
ets. Persons with incomes below $15,000 per year 
were significantly more likely to have experienced 
a fall in the last three months (23 percent) than 
persons earning $25,000 or more. Respondents 
with household incomes of $15,000 to $24,999 
were significantly more likely to have had a fall (19 

percent) than those earning $25,000 to $49,999 (13 
percent) or $75,000 or more (11 percent).
 No significant differences were found by gen-
der, age, race/ethnic origin, or place of residence 
of respondents. 

Injuries due to Falls
Respondents who reported a fall in the last three 
months were then asked, “How many of these 
falls caused an injury? By an injury, we mean the 
fall caused you to limit your regular activities for 
at least a day or to go see a doctor.”
 Of the 14 percent of respondents aged 45 or 
older who had fallen one or more times in the 
past 3 months, 28 percent stated that they had 
been injured. Women who had fallen (33 per-
cent) were significantly more likely than men 
(22 percent) to report they had been injured as a 
result of falling during the last three months.
 Although there were some variations in in-
jury rates due to falls by age, education, income, 
race/ethnicity, and place of residence, none were 
found to be significant.

Firearm Safety

In 2003, there were 30,242 firearm-related deaths 
in the United States — 10.4 deaths per 100,000 
population. More than one-half of these deaths 
(56 percent) were suicides, 40 percent were ho-
micides, 2 percent were unintentional injury 
deaths, and 2 percent were either the result of 
legal intervention or were undetermined. 
 Exposure to guns and access to a loaded firearm 
pose a particular risk of firearm-related death and 
injury to children as a result of unintentional inju-
ries or violence-related causes. In 2004, 2,852 chil-
dren aged 19 and under were killed with firearms 
(3.5 deaths per 100,000 children) in the U.S.
 Efforts to promote proper storage of fire-
arms in homes would reduce the likelihood of 
both unintentional injuries and injuries from 

  nebraska united states
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Proportion of adults aged 18 and older who always  
wear seat belts when driving or riding in a motor  
vehicle. (Data are not age-adjusted). 92% 66% NA 92%
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violence-related causes. Injury prevention ex-
perts recommend that gun owners should al-
ways store firearms unloaded and locked up, 
with ammunition locked in a separate location, 
out of reach of children. Gun owners should also 
use trigger locks, load indicators, and other safe-
ty devices on all firearms.

Presence of Firearms in the Home

definition

Respondents were told that the following fire-
arms questions were being asked because of 
interest in firearm-related injuries. They were 
instructed to include weapons such as pistols, 
shotguns, and rifles but not BB guns, starter pis-

tols, or guns that cannot fire. Firearms that are 
kept in a garage, outdoor storage area, or motor 
vehicle were to be counted. Respondents were 
asked, “Are any firearms kept in or around your 
home?”

Current Prevalence
Altogether, 45 percent of all respondents to the 
2004 Nebraska BRFSS stated that firearms were 
kept in or around their homes (Table 21). In the 
2001–2002 study, 40 percent of respondents re-
ported the presence of firearms in or around 
their homes.

Who Has Firearms In or Around Their Homes?
More than one-half of all male respondents (55 
percent) reported having one or more firearms 
in or around their homes, compared to 37 per-
cent of female respondents. This difference is 
statistically significant.
 Respondents aged 45 to 64 (54 percent) were 
significantly more likely than respondents in 
both older and younger age groups to have fire-
arms in their homes (Figure 68).
 Persons who had not completed high school 
(23 percent) were significantly less likely to re-
port the presence of firearms in their homes, 
compared to high school graduates (49 percent), 
college graduates (47 percent), or persons with 
some college or technical training (46 percent).
 The proportion of respondents with firearms 
in or around their homes was significantly 
higher among those with household incomes of 
$25,000 or more per year (50 to 54 percent) than 
among those with incomes of $15,000 to $24,999 
(34 percent) or under $15,000 (21 percent).
 White Nebraskans (48 percent) were more 
than twice as likely as Asian Americans (19 
percent) to say they keep firearms in or around 
their homes (Figure 69). White respondents 
were more than three times as likely as African 
Americans or Native Americans to report this 
behavior (15 percent each). Among Hispanic 
Americans, only 6 percent stated they have fire-
arms. Differences in prevalence between white 
respondents and each of the other racial/ethnic 
groups in this study were significant.
 A significantly greater proportion of rural 
residents (55 percent) reported the presence of 
firearms in their homes, compared to urban Ne-
braskans (35 percent). 

Figure 68
Presence	of	Firearms	In/Around	Home	By	Age	(2004)
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Figure 69
Presence	of	Firearms	In/Around	Home	by	Race/Ethnicity	(2004)
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Presence of Loaded and/or Unlocked Firearms
Respondents who reported the presence of 
firearms in or around their homes were asked 
whether or not any of these weapons are “now 
loaded.” Overall, 9 percent of these respondents 
said any of their firearms are currently loaded.
 Men (12 percent) were significantly more likely 
than women (5 percent) to indicate the presence 
of loaded firearms in or around their homes.
 BRFSS respondents who reported having 
loaded firearms in their homes were then asked 

if any of these loaded weapons were also un-
locked. (The interviewer explained that “un-
locked” means “you do not need a key or combi-
nation to get the gun or to fire it. We don’t count 
a safety as a lock.”) More than one-half of the 
respondents who indicated they have a loaded 
firearm (56 percent) stated that this weapon was 
also unlocked. Thus, about five percent of all re-
spondents who have firearms in or around their 
homes reported that they currently have them 
loaded and unlocked.
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The Centers for Disease Control and Preven-
tion report that there were approximately 
75,000 preventable deaths and 2.3 million 

years of potential life lost (YPLL) due to exces-
sive alcohol consumption in the United States 
in 2001. Excessive use of alcohol is currently the 
third leading lifestyle-related cause of death for 
people in the United States each year.
 Alcohol abuse is associated with injuries and 
deaths due to motor vehicle crashes, falls, fires, 
and drownings. Alcohol abuse is also a factor in 
a substantial proportion of homicides, suicides, 
domestic violence, and child abuse and neglect 
cases. Long-term heavy drinking can lead to 

heart disease, cancer, alcohol-related liver dis-
ease, and pancreatitis. Alcohol use during preg-
nancy is known to cause fetal alcohol syndrome, 
a leading cause of mental retardation.

Alcohol Use

Six out of ten respondents to the 2004–2006 
Nebraska BRFSS (59 percent) reported con-
suming at least one drink of an alcoholic bev-
erage (such as beer, wine, wine coolers, liquor 
or cocktails) during the past month. The pro-
portion of respondents who described patterns 
of consumption indicating misuse of alcohol 
was much smaller.

Binge Drinking

definitions

For the 2004 and 2005 surveys, the definition 
for binge drinking was the same for men and 
women. 

Binge Drinking: Five or more drinks of alcohol 
(beer, wine, wine coolers, cocktails, or liquor) 
on an occasion, one or more times during the 
past 30 days.

However, in the 2006 survey, the number of 
drinks defining binge drinking was reduced to 
four or more on an occasion for women. For 
men, the number of drinks constituting binge 
drinking remained the same (five or more). 

Current Prevalence 
Binge drinking was much more prevalent than 
either heavy drinking or drinking and driving 
among survey respondents. In 2004–2005, 17 
percent of adults in Nebraska stated that they 
had five or more alcoholic drinks on at least one 
occasion during the past month. In 2006, when 
the definition for women changed to four or 
more drinks, the prevalence edged upward to 18 
percent (Figure 70). In contrast, only four per-
cent reported heavy drinking and five percent 

Alcohol Misuse

Figure 70
Prevalence	of	Alcohol	
Misuse,	Nebraska	Adults	
(2004–2006)

*2006	Only
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Trend	in	Prevalence	of	Binge	Drinking,	Nebraska	Adults	(1987–2006)
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Table 22: A
lcohol C

onsum
ption

Nebraska	Adults,	2004–2006	(with	95%
	Confidence	Intervals	—	SUDAAN)

  largest # drinks on one  drinking and driving
 binge drinking occasion (2005 & 2006 only) heavy drinking (2004 and 2006 only)

 Total  Confidence Total Mean # Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Drinks Interval Number Percent Interval Number Percent Interval

All Adults 24,613 18% 17.2–18.7  8,059  3.7 3.57–3.82 24,530 4% 3.8–4.6 12,915 5% 4.2–5.4

Gender
Male 9,597 25% 23.8–26.3  3,727  4.4 4.26–4.64 9,566 5% 4.6–5.9 5,314 7% 5.9–7.8
Female 15,016 11% 10.1–11.7  4,332  2.8 2.66–2.90 14,964 3% 2.9–3.8 7,601 3% 2.0–3.3

Age
18–29 2,418 29% 26.8–31.9  833  5.1 4.72–5.45 2,393 5% 4.1–6.3 1,353 8% 6.6–10.8
30–44 5,959 22% 21.0–23.7  2,329  4.1 3.86–4.32 5,935 5% 3.9–5.3 3,435 6% 4.8–6.9
45–64 9,386 13% 12.2–14.0  3,314  3.0 2.93–3.14 9,367 4% 3.4–4.4 5,031 3% 2.9–4.2
65+ 6,850 2% 1.9–2.8  1,583  2.0 1.88–2.07 6,835 2% 1.6–2.4 3,096 0% 0.1–0.6

Education
<High School 2,024 14% 11.8–16.6  382  5.0 3.64–6.33 2,014 4% 2.9–5.5 878 5% 2.8–8.1
High School 8,654 19% 18.0–20.7  2,515  4.0 3.80–4.27 8,638 5% 4.4–6.1 4,392 5% 4.2–6.3
Some College 6,989 20% 18.2–21.0  2,370  3.7 3.51–3.91 6,965 5% 3.8–5.4 3,725 5% 4.2–6.6
College Degree 6,918 17% 15.9–19.1  2,789  3.3 3.17–3.49 6,885 4% 2.9–4.3 3,905 4% 3.3–5.9

Income
<$15,000 2,457 13% 11.0–15.3  445  3.8 3.28–4.27 2,446 3% 2.3–4.4 1,068 3% 2.0–5.0
$15,000–$24,999 4,233 15% 13.7–17.1  1,037  3.9 3.54–4.27 4,216 4% 3.3–5.4 2,056 4% 2.7–5.3
$25,000–$49,999 7,544 18% 17.1–19.8  2,507  3.8 3.56–4.05 7,514 5% 4.3–6.1 4,044 5% 4.3–6.7
$50,000–$74,999 3,752 22% 20.2–24.5  1,592  3.7 3.42–3.94 3,743 5% 3.7–6.2 2,123 5% 3.9–7.2
$75,000+ 3,671 21% 19.0–23.3  1,799  3.5 3.31–3.71 3,665 4% 3.6–5.6 2,175 5% 3.9–7.5

Race
White 23,325 19% 18.0–19.6  7,732  3.6 3.53–3.74 23,099 4% 4.0–4.8 12,358 5% 4.3–5.5
African American 1,961 10% 8.3–12.8  461  2.9 2.70–3.17 1,113 6% 4.4–8.9 886 4% 1.9–6.7
Asian American 124 15% 8.5–23.7  62*  3.0 2.29–3.68 63 7% 2.7–15.4 108* 2% 0.4–10.2
Native American 505 22% 16.8–28.1  163  6.9 5.27–8.56 222 18% 10.6–29.3 193 5% 2.5–9.5
Hispanic American 1,997 10% 8.1–11.5  338  4.2 3.68–4.70 1,194 3% 1.9–4.4 1,011 3% 1.5–4.2

Place	of	Residence
Rural 18,239 18% 17.3–19.0  5,636  3.8 3.69–3.97 18,184 4% 3.8–4.7 9,471 5% 4.4–5.9
Urban 6,374 18% 16.6–19.0  2,423 3.6 3.38–3.75 6,346 4% 3.7–5.0 3,444 4% 3.5–5.4

NOTE: “Number” and “percent” exclude missing, don’t know, and refused responses.
* Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in “minority” sample.
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said they drove a motor vehicle after drinking 
alcohol in the month prior to the interview. 

Trend over Time
Prevalence of binge drinking among adults aged 
18 and older was estimated to be 18 percent in the 
1987–1988 Nebraska BRFSS (Figure 71). From 
1989–1990 through 2005, the rate of binge drink-
ing remained steady at 16 to 17 percent. With the 
change in the definition of binge drinking for 
women from “5 or more” to “4 or more” drinks 

on an occasion, the rate increased slightly to 18 
percent in 2006.

Who’s at Risk in Nebraska?
Among adults aged 18 and older, men were sig-
nificantly more likely than women to report 
binge drinking in the past 30 days (Table 22). 
In fact, prevalence was more than twice as high 
among men (25 percent) as among women (11 
percent).
 Significant differences were also seen in 
binge drinking rates by age of respondent, with 
younger respondents significantly more likely 
than older ones to report this pattern of alco-
hol consumption (Figure 72). Nearly three out 
of ten 18- to 29-year-olds (29 percent) indicated 
they had participated in binge drinking on at 
least one occasion in the past month, compared 
to 22 percent of 30- to 44-year-olds. Significantly 
lower rates were noted for respondents aged 45 
to 64 (13 percent) and those aged 65 and older (2 
percent).
 The proportions of high school graduates (19 
percent) and of persons with some college or 
technical training (20 percent) reporting binge 
drinking were significantly higher than the pro-
portion for persons who had not completed high 
school (14 percent). Seventeen percent of college 
graduates engaged in binge drinking in the pre-
vious 30 days (Table 22).
 Respondents with annual household incomes 
of $50,000 or more (21 to 22 percent) were sig-
nificantly more likely than those with incomes 
below $25,000 per year to say they participated 
in binge drinking (13 to 15 percent).
 White (19 percent) and Native American (22 
percent) adults were significantly more likely 
than African American (10 percent) or Hispanic 
American (10 percent) adults to report binge 
drinking in the past month (Figure 73). 
 Residents of urban and rural counties in 
Nebraska were about equally likely to indicate 

  nebraska united states
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Proportion of adults aged 18 and older who  
reported binge drinking in the past month.  
(Data are not age-adjusted). 6% 18%  15% 6%

Figure 72
Prevalence	of	Binge	
Drinking	by	Age		
(2004–2006)

Figure 73
Prevalence	of	Binge	Drinking	Among	Adults	by	Race/Ethnicity	(2004–2006)
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they had participated in binge drinking (18 
percent each).

Nebraska and the Nation
Nebraska’s binge drinking prevalence in 2004–
2006 (18 percent) exceeded the national median 
of 15 percent (Figure 74). Of the six surrounding 
states, all except Kansas (14 percent) reported 
rates of binge drinking that were higher than the 
national median.

definition

Largest Number of Drinks on an Occasion: Re-
sponses to the question, “During the past 30 
days, what is the largest number of drinks you 
had on any occasion?” 

Current Average
Among persons who had at least one drink of 
any alcoholic beverage in the past 30 days, the 
largest number of drinks on an occasion aver-
aged 3.7 drinks in 2005–2006 (Table 22). 

Who Averages the Largest Number of Drinks 
on an Occasion?
For men, the largest number of drinks on any 
occasion averaged 4.4 drinks — significantly 
greater than the average for women (2.8 drinks).
 Average largest number of drinks decreased 
significantly with advancing age group of re-
spondents (Figure 75). Persons aged 18 to 29 
averaged 5.1 drinks as their largest number of 
drinks on an occasion. The average of the larg-
est numbers reported for older respondents de-
creased with increasing age group to a low of 2.0 
for persons aged 65 and older.
 Persons with college degrees averaged a sig-
nificantly lower number of drinks (3.3) than per-
sons with each of the lower levels of educational 
attainment, where numbers ranged from 3.7 for 
persons with some college to 5.0 for persons with 
less than a high school education.
 Native Americans reported a significantly 
higher “largest number of drinks on any occa-
sion” (6.9) than any other racial/ethnic group 
in Nebraska (Figure 76). African Americans 
(2.9 drinks), on the other hand, reported sig-
nificantly fewer than any other group except 
Asian Americans.
 The difference between urban and rural resi-
dents of Nebraska was not significant.

Figure 74
Prevalence	of	Binge	Drinking*	among	Adults	Aged	18	and	Older	(2004–2006)	
(Data	not	age-adjusted)

Figure 75
Largest	Number	of	Alcoholic	Drinks	on	One	Occasion,	Nebraska	Adults	by	Age	
(2005–2006)

Figure 76
Largest	Number	of	Alcoholic	Drinks	on	One	Occasion,	Nebraska	Adults	by		
Race/Ethnicity	(2005–2006)
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Heavy Drinking

definition

Heavy Drinking: In 2004, responses of more 
than 2 drinks for men and more than 1 drink 
for women to the question, “On the days when 
you drank, about how many drinks did you 
drink on average?”

In 2005 and 2006, responses of more than 2 
drinks for men and more than 1 drink for wom-
en to the question, “One drink is equivalent to a 
12-ounce beer, a 5-ounce glass of wine, or a drink 
with one shot of liquor. During the past 30 days, 
on the days when you drank, about how many 
drinks did you drink on the average?”

Current Prevalence
Four percent of Nebraska adults surveyed in 
2004–2006 were categorized as “heavy drink-
ers” based on the above definitions (Table 22).

Trend over Time
Prevalence of heavy drinking decreased from 
seven percent in the 1987–1988 BRFSS to two or 
three percent from 1989 through 1999 (Figure 
77). In the 2001–2003 study, the definition of 
“heavy drinking” for women was changed 
from “more than two drinks per day” to “more 
than one drink per day,” thus possibly affecting 
prevalence estimates. In 2001–2003, prevalence 
rose to 5 percent, then dropped back to 4 percent 
in the current study.

Who’s at Risk in Nebraska?
The proportion of men who reported heavy 
drinking (5 percent) was significantly greater 
than the proportion of women (3 percent).
 Prevalence of heavy drinking was significant-
ly lower for persons aged 65 and older (2 percent) 
than for persons in the younger age brackets (4 
to 5 percent).
 Native Americans (18 percent) were signifi-
cantly more likely to report heavy drinking 
than African Americans (6 percent), whites (4 
percent), and Hispanic Americans (3 percent) in 
Nebraska (Figure 78).
 Although some variation in heavy drinking 
prevalence was noted by education, household 
income, and place of residence, differences were 
generally not large.

Figure 79
Prevalence	of	Heavy	Drinking*Among	Adults	Aged	18	and	Older	(2004–2006)	
(Data	not	age-adjusted)

Figure 77
Trend	in	Prevalence	of	Heavy	Drinking,	Nebraska	Adults	(1987–2006)

Figure 78
Prevalence	of	Heavy	Drinking	by	Race/Ethnicity	(2004–2006)
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Figure 80
Trend	in	Prevalence	of	
Drinking	and	Driving	
Nebraska	Adults	
(1987–2006)

Nebraska and the Nation
In 2004–2006, prevalence of heavy drinking in 
Nebraska (4 percent) was slightly less than the 
national median (5 percent) (Figure 79). Heavy 
drinking rates for the six surrounding states 
ranged from four percent for Kansas and South 
Dakota to six percent for Iowa and Missouri.

Drinking and Driving

definition

Drinking and Driving: Response of 1 or more 
times to the question, “During the past 30 
days, how many times have you driven when 
you’ve had perhaps too much to drink?”

Current Prevalence
Overall, 5 percent of the respondents in the 
BRFSS (2004 and 2006 combined) reported 
that, in the month prior to the survey, they had 
driven a motor vehicle after having consumed 
too much alcohol (Table 22).

Trend over Time
The proportion of adults reporting drinking 
and driving decreased slightly from 5 percent 
between 1987–1988 and 1995, but has gradually 
climbed back up to 5 percent in the last two stud-
ies (Figure 80).

Who’s at Risk in Nebraska?
As with other measures of alcohol misuse, males 
(7 percent) were significantly more likely than 
females (3 percent) to report drinking and driv-
ing in the past month (Table 21).
 Young adults aged 18 to 29 were once again the 
age group most likely to say they had driven af-
ter having drunk too much alcohol (8 percent). 
They were significantly more likely than persons 
45 and older to drink and drive.
 A significantly greater proportion of white 
adults (5 percent) reported drinking and driv-
ing, compared to Hispanic adults (3 percent) in 
Nebraska.
 No trends in prevalence of drinking and driv-
ing were identified by education, income, or 
place of residence of respondents.
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Tobacco use remains the single most pre-
ventable cause of disease and death in the 
United States today. Cigarette smoking is 

responsible for approximately 438,000 deaths 
annually — about 20 percent of all deaths in this 
country. An additional 8.6 million Americans 
have a serious illness caused by smoking.
 Cigarette smoking is a major risk factor for 
heart disease, stroke, lung cancer, and chronic 
lung disease. Smoking may also result in injuries 
and environmental damage due to fires. Smok-
ing during pregnancy increases the risk of mis-
carriages, premature delivery, and sudden infant 
death syndrome (SIDS). Secondhand smoke is 

responsible for an estimated 3,000 lung cancer 
deaths annually in nonsmokers and an estimat-
ed 35,000 deaths due to cardiovascular disease.
 Other forms of tobacco are not safe alternatives 
to smoking cigarettes. Cigar smoking and pipe 
smoking increase the risk of dying from cancers 
of the lung, esophagus, larynx, and oral cavity. 
Smokeless (“spit”) tobacco, which includes snuff 
and chewing tobacco, is the single most impor-
tant risk factor for oral cancers (cancers of the 
lip, mouth, tongue, and throat). 
 In Nebraska, cigarette smoking cost approxi-
mately $858 million for medical care of people 
with smoking-related illness and for lost wages 
and productivity in 2002.

Cigarette Smoking

definitions

Current Daily Smokers: Persons who reported 
smoking at least 100 cigarettes in their life-
time, currently smoke, and smoked all of the 
past 30 days.

Current “Some Days” Smokers: Persons who re-
ported smoking at least 100 cigarettes in their 
lifetime, currently smoke, and smoked some (1 
to 29) of the past 30 days.

Former Smokers: Persons who reported smoking 
at least 100 cigarettes in their lifetime, but do 
not currently smoke.

Current Prevalence
In 2004–2006, one-fifth (20 percent) of Nebras-
kans aged 18 and older stated that they are current 
smokers (Figure 81). Fifteen percent of the total 
said they smoke cigarettes on a daily basis, while 
5 percent indicated they are current smokers but 
smoke less frequently than every day. Nearly one-
fourth of respondents (23 percent) are former 
smokers and 57 percent had never smoked.

Trend over Time 
Smoking prevalence has remained fairly steady 
at about 22 percent between 1993 and 2002 
(Figure 82). Prevalence has edged downward 

Tobacco Use

Figure 81
Cigarette	Smoking	Status	
(2004–2006)	
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Figure 82
Trend	in	Cigarette	Smoking	Prevalence	(Daily	and	“Some	Days”	Smokers)		
1993–2006
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Table 23: Cigarette 
Smoking
Nebraska	Adults,	
2004–2006	(with	
95%	Confidence	
Intervals	—	SUDAAN)

 currently smoke cigarettes quit for 1+ days in past year*

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

All Adults 24,905 20% 19.5–21.0 4,617 53% 50.6–54.5

Gender

Male 9,768 22% 20.6–22.9 2,015 49% 46.2–52.0

Female 15,137 19% 17.9–19.7 2,602 56% 53.8–58.9

Age

18–29 2,440 25% 23.0–27.7 657 63% 57.3–67.8

30–44 6,034 23% 21.5–24.2 1,351 53% 49.1–56.1

45–64 9,509 21% 19.8–21.8 2,015 48% 44.8–50.4

65 + 6,922 8% 7.1–8.6 594 47% 41.8–52.3

Education

<High School 2,061 28% 25.1–31.1 484 51% 45.4–57.4

High School 8,775 28% 26.6–29.6 1,977 51% 47.7–53.6

Some College 7,077 22% 20.6–23.4 1,416 56% 52.8–60.0

College Degree 6,959 11% 9.6–12.0 738 52% 46.2–57.0

Income

<$15,000 2,488 37% 33.9–40.3 715 58% 52.6–62.8

$15,000–$24,999 4,279 26% 24.1–28.3 906 56% 51.6–59.9

$25,000–$49,999 7,618 23% 21.4–24.2 1,509 50% 46.4–53.6

$50,000–$74,999 3,787 17% 14.8–18.4 620 47% 40.6–53.0

$75,000+ 3,694 12% 10.7–14.0 451 52% 45.0–58.4

Race

White 23,590 20% 19.6–21.1 4,300 52% 49.7–53.7

African American 1,969 27% 23.6–30.0 486 60% 52.9–67.0

Asian American 124 33% 22.1–45.5 30 # #

Native American 511 55% 48.4–60.7 240 58% 49.6–65.4

Hispanic American 2,027 16% 13.7–18.6 296 61% 53.0–68.1

Place	of	Residence

Rural 18,463 21% 19.8–21.5 3,344 52% 49.8–54.2

Urban 6,442 20% 18.8–21.2 1,273 53% 49.9–56.6

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Among current smokers.
# – Data not reported due to N < 50.
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since then with 19 to 21 percent of Nebraska 
adults currently smoking between 2003 and 
2006. (These prevalence estimates include both 
daily and “some days” smokers).

Who’s at Risk in Nebraska?
Men (22 percent) were significantly more likely 
than women (19 percent) to be current smokers 
(Table 23).
 Young adults aged 18 to 29 (25 percent) were 
significantly more likely than adults aged 45 to 
64 (21 percent) to report they were current smok-
ers. Adults in all three younger age brackets were 
significantly more likely than persons aged 65 
and older (8 percent) to say they currently smoke 
cigarettes.
 Smoking prevalence was significantly lower 
among college graduates (11 percent) and among 
respondents with some college or technical train-

ing (22 percent) than it was among respondents 
with a high school education or less (28 percent).
 Results were similar when smoking prevalence 
was tabulated by income bracket. Respondents 
with annual incomes under $15,000 (37 percent) 
were significantly more likely than those with 
higher incomes to say they were current smok-
ers. Prevalence was  also significantly higher for 
respondents with household incomes of $15,000 
to $49,999 (23 to 26 percent) than for persons 
with incomes of $50,000 to $74,999 (17 percent) 
or $75,000 and up (12 percent).
 Native American adults reported a signifi-
cantly higher proportion of current smokers (55 
percent) than adults from other racial/ethnic 
groups in Nebraska in 2004–2006 (Figure 83). 
The proportions of Asian Americans (33 per-
cent) and African Americans (27 percent) who 
smoke was significantly higher than the rates for 
whites (20 percent) and Hispanic Americans (16 
percent) in Nebraska. The rate for Hispanic Ne-
braskans was also significantly lower than the 
smoking rate for white Nebraskans. 
 Residents of rural counties (21 percent) were 
only slightly more likely than urban residents (20 
percent) to state that they are current smokers.  

Nebraska and the Nation
Nebraska’s smoking prevalence rate (20 percent 
for 2004–2006) was slightly lower than the nation-
al median for the same period (21 percent) (Fig-
ure 84). Of the six surrounding states, Kansas and 
Colorado each reported 19 percent, while South 
Dakota’s rate of 20 percent matched Nebraska’s 
prevalence. Smoking prevalence was highest in 
Wyoming (22 percent) and Missouri (24 percent).

Former Smokers
Former smokers in the 2004–2005 BRFSS 
were asked how long it had been since they last 
smoked cigarettes regularly. More than six of 
every ten former smokers (62 percent) stated 
that they had quit smoking ten or more years 
ago (Figure 85). Thirteen percent reported that 
they had not smoked for five to ten years, while 
15 percent had stopped one to five years ago. For 
10 percent, it had been less than a year since they 
quit smoking.

Health Professional Advice about Smoking
Current smokers or former smokers who were 
still smoking in the past year were asked how 

Figure 83
Cigarette	Smoking	
Prevalence	(Daily	and	
“Some	Days”	Smokers)	
by	Race/Ethnicity	
(2004–2006)
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many times in the past 12 months they had seen a 
doctor, nurse, or other health professional to get 
any kind of care for themselves. Three-fourths 
(75 percent) said they had visited a health profes-
sional. Respondents asked this question averaged 
3.8 visits in the past year, with females reporting 
significantly more visits (4.4) than males (3.2).
 Of these respondents who had gotten care for 
themselves, 60 percent reported that a health 
professional had recommended they quit smok-
ing. They reported an average of 2.2 times in the 
past year when this doctor or other health pro-
fessionals advised smoking cessation. Thus, doc-
tors did not generally mention quitting smoking 
on every patient visit.
 Respondents who had gotten medical care in 
the past 12 months were then asked, “On how 
many visits did your doctor, nurse, or other health 
professionals recommend or discuss medication 
to assist you with quitting smoking, such as nico-
tine gum, patch, nasal spray, inhaler, lozenge, or 
prescription such as Wellbutrin/Zyban/Bupro-
prion?” Nearly three-fourths of health profes-

sional did not recommend or discuss medication 
to help with quitting smoking (73 percent).
 These same respondents were also asked, “On 
how many visits did your doctor or health pro-
vider recommend or discuss methods and strat-
egies other than medication to assist you with 
quitting smoking?” The majority of health care 
providers (78 percent) did not discuss methods 
or strategies not involving medication to aid in 
smoking cessation.

Current Smokers Who Quit Smoking for One 
Day or More

definition

Current smokers (defined above) who said “Yes” 
to the question, “During the past 12 months, 
have you stopped smoking for one day or lon-
ger because you were trying to quit smoking?”

When asked if they had quit smoking for one 
day or more in the past year, 53 percent of cur-
rent smokers said they had (Table 23). 
 Female smokers (56 percent) were significant-
ly more likely than male smokers (49 percent) to 
say they had quit smoking for one or more days 
in the past 12 months. 
 Younger smokers aged 18 to 29 were signifi-
cantly more likely than each of the older age 
groups to have stopped smoking for at least one 
day in the past year. More than six out of ten (63 
percent) of these younger respondents reported 
this behavior, compared to 53 percent of 30- to 
44-year-olds, 48 percent of persons aged 45 to 64, 
and 47 percent of persons aged 65 and older.
 No significant differences were found in the 
proportion of current smokers quitting for at 
least one day by education, income, race/ethnic 
origin, or place of residence.

Smoking Rules in the Home and Workplace

Smoking in the Home
Participants in the 2004 and the 2006 BRFSS 
were asked which statement best describes the 
rules about smoking inside their home. The 
majority (77 percent) said that smoking is not 
allowed anywhere inside their home (Figure 
86). A much smaller proportion (8 percent) in-
dicated that “smoking is allowed in some places 
or at some times,” while 3 percent stated that 
“smoking is allowed anywhere inside the home.” 

Figure 86
Smoking	Rules	Inside	
Respondents’	Homes	
(2004	+	2006)

Figure 85
Length	of	Time	Since	
Former	Smokers	Last	
Smoked	Cigarettes	
Regularly	(2004–2005)
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Twelve percent reported that “there are no rules 
about smoking inside the home.”
 Young adults aged 18 to 29 (85 percent) and 
adults aged 30 to 44 (82 percent) were signifi-
cantly more likely than adults aged 45 to 64 (73 
percent) and those 65 and older (68 percent) to 
indicate that smoking is not allowed anywhere 
in their homes (Table 24). Adults aged 45 to 64 
were also significantly more likely than persons 
aged 65 and up to have a no-smoking rule in 
their homes.

 The proportion of college graduates who do 
not allow smoking in their homes (85 percent) 
was significantly greater than the proportions 
reported by respondents with less education. 
Persons with technical training or some college 
(76 percent) were also significantly more likely 
than high school graduates (69 percent) to say 
smoking is not allowed at home.
 A similar pattern is evident by household in-
come. Persons earning $75,000 or more (86 per-
cent) were significantly more likely not to allow 
smoking in their homes than those with annual 
incomes of $25,000 to $74,999 (75 to 79 percent) 
or those with incomes under $25,000 (65 to 68 
percent).
 The proportion of Native Americans who say 
they do not permit smoking in their homes (57 
percent) was significantly smaller than the pro-
portions of all other racial/ethnic groups sur-
veyed except African Americans (Figure 87). 
More than three-fourths of whites (77 percent), 
African Americans (77 percent) and Hispanic 
Americans (79 percent) reported a no-smoking 
rule in their homes, as did 85 percent of Asian 
Americans.
 Respondents living in urban counties (80 per-
cent) were significantly more likely than those 
residing in rural counties (74 percent) to say they 
do not allow smoking in their homes.

Smoking in the Workplace
Respondents who were employed or self-em-
ployed at the time of the survey were asked if 
they are indoors most of the time at their job. 
Overall, 76 percent reported that they are.
 These respondents were then asked, “What is 
your place of work’s smoking policy for indoor 
public or common areas?” Eight of every ten re-
spondents (82 percent) said that smoking is not al-
lowed in any public areas in their workplace (Fig-
ure 88). Twelve percent indicated that smoking is 
permitted in some public areas, while 2 percent 
said their workplace smoking policy allows it in 
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Figure 87
No	Smoking	Allowed	
in	the	Home	by	Race/
Ethnicity	(2004	+	2006)

Figure 88
Workplace	Smoking	Policy	for	Indoor	Public	Areas	(2004	+	2006)
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 smoking not allowed  smoking not allowed smoking not allowed
 in home in public areas at work in indoor work areas

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 12,358 77% 75.7–77.7 5,863 82% 80.1–83.1 5,874 88% 86.6–89.1

Gender
Male 4,771 76% 74.0–77.2 1,949 77% 74.0–79.3 1,955 84% 81.4–85.9
Female 7,587 78% 76.5–79.0 3,914 86% 84.0–87.2 3,919 91% 89.7–92.5

Age
18–29 1,252 85% 82.4–87.4 689 77% 73.0–81.2 689 85% 81.6–88.7
30–44 3,038 82% 79.9–83.2 2,012 82% 79.9–84.2 2,013 89% 87.2–90.6
45–64 4,719 73% 71.2–74.4 2,775 85% 83.6–87.0 2,781 90% 88.1–91.0
65+ 3,349 68% 66.0–69.9 387 81% 75.5–84.9 391 87% 82.5–90.1

Education
<High School 983 72% 68.1–76.0 256 68% 60.4–74.5 258 84% 77.9–88.5
High School 4,347 69% 66.5–70.6 1,699 73% 69.3–75.6 1,704 81% 78.6–84.0
Some College 3,495 76% 74.1–77.8 1,685 81% 78.6–83.9 1,687 87% 84.0–88.9
College Degree 3,519 85% 83.3–86.8 2,217 92% 89.7–93.6 2,219 95% 93.2–96.0

Income
<$15,000 1,229 65% 61.3–69.4 259 77% 69.3–82.7 260 80% 72.9–85.9
$15,000–$24,999 2,156 68% 65.3–71.0 821 74% 69.4–77.2 824 83% 79.9–86.5
$25,000–$49,999 3,814 75% 73.1–76.6 1,908 80% 77.2–82.5 1,917 87% 84.4–89.0
$50,000–$74,999 1,856 79% 75.7–81.5 1,201 88% 84.3–90.7 1,202 90% 86.6–93.3
$75,000+ 1,841 86% 83.2–87.9 1,243 86% 80.9–89.8 1,241 91% 87.0–94.3

Race
White 11,536* 77% 75.5–77.6 5,468* 83% 81.0–84.1 5,478* 88% 86.2–88.9
African American 167* 77% 68.8–83.0 75* 72% 59.6–82.0 74* 88% 75.8–94.4
Asian American 54* 85% 70.2–93.1 29* # # 30* # #
Native American 74* 57% 43.9–69.5 29* # # 29* # #
Hispanic American 567* 79% 73.6–83.2 286* 72% 65.6–78.0 287* 90% 85.8–93.5

Place	of	Residence
Rural 9,203 74% 73.0–75.4 4,118 78% 76.2–80.0 4,127 86% 83.9–87.0
Urban 3,155 80% 77.9–81.2 1,745 86% 83.1–87.8 1,747 91% 89.0–92.7

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*From “regular” BRFSS only (not asked in “minority” BRFSS).
# – Data not reported due to N < 50.

Table 24: Smoking Rules in Home and Workplace
Nebraska	Adults,	2004+2006,	(with	95%	Confidence	Intervals	—	SUDAAN)



82

Figure 91
Trend	in	Smokeless	Tobacco	Use,	Males	(1987–2004)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 90
Smokeless	Tobacco	Use,	Males	(2004)
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all public areas. Very few workplaces (4 percent) 
did not have a smoking policy for public areas. 
 Respondents working in jobs where they are 
indoors most of the time were also asked what 
the smoking policy is for work areas. Again, the 
great majority of workplaces (88 percent) have a 
policy that does not permit smoking in any work 
areas (Figure 89). A few respondents stated that 
smoking was allowed in some (7 percent) or all 
(2 percent) work areas at their job. Only 3 per-
cent of respondents said their workplace had no 
smoking policy for work areas.

Smokeless Tobacco

definition

Ever Used Smokeless Tobacco: Respondents who 
“ever used or tried any smokeless tobacco 
products such as chewing tobacco or snuff.”

Current Smokeless Tobacco Users: Respondents 
who currently use chewing tobacco or snuff 
“every day” or “some days.”

Ever Used
Eighteen percent of Nebraska adults reported 
that they ever used any smokeless tobacco prod-
ucts such as chewing tobacco or snuff.
 Males aged 18 and older (33 percent) were much 
more likely than females in this age group (4 per-
cent) to say they ever used smokeless tobacco.

Current Prevalence
In 2004, 9 percent of all Nebraska men stated 
that they currently use smokeless tobacco (Fig-
ure 90). One-fourth (25 percent) of all men aged 
18 and older said that they have tried these prod-
ucts, but do not currently use them. Two-thirds 
(66 percent) indicated that they have never tried 
smokeless tobacco.

Trend over Time
The prevalence of smokeless tobacco use among 
adult men has held fairly steady at 8 to 9 percent 
since 1987–1988 (Figure 91).

Who’s at Risk in Nebraska?
Young men aged 18 to 29 and men aged 30 to 44 
(12 percent each) were significantly more likely 
to be current users of smokeless tobacco prod-
ucts than men aged 45 to 64 (5 percent) and those 
aged 65 and older (3 percent).
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Figure 89
Workplace	Smoking	Policy	for	Indoor	Work	Areas	(2004	+	2006)
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 Men who had graduated from high school 
(12 percent) and those who had some college or 
technical training (10 percent) were significantly 
more likely to currently use smokeless tobacco 
than respondents who had not completed high 
school (3 percent).
 Ten percent of white men aged 18 and older cur-
rently used smokeless tobacco, compared to only 
2 percent of Hispanic males in this age group. The 

numbers of African American, Asian American, 
and Native American men answering this ques-
tion were too small to permit reporting of rates.
 Compared to men in urban counties (5 per-
cent), a significantly greater proportion of rural 
men (12 percent) said they currently use snuff or 
chewing tobacco.
 No trends in smokeless tobacco use were not-
ed by household income of respondents.
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The prevalence of overweight and obesity 
among adults, adolescents, and children 
has risen considerably over the past two 

decades in the United States and in Nebraska. 
Being overweight or obese often results in a vari-
ety of health problems and has been linked to in-
creased risk of death. However, estimates of the 
number of obesity-related deaths in the United 
States have varied, due in part to the difficulty 
of separating out the health effects of co-existing 
conditions or risk factors.
 Being overweight or obese substantially raises 
the risk of illness from: heart disease and stroke; 
high blood pressure; elevated blood cholesterol 
levels; type 2 diabetes; endometrial, breast, pros-
tate, and colon cancers; gallbladder disease; ar-
thritis; sleep disturbances; and breathing prob-
lems. Obese persons (both children and adults) 
may also suffer from social stigmatization, dis-
crimination, and lowered self-esteem.

Prevalence of Overweight and Obesity

definitions

The Body Mass Index (BMI) is used as a proxy 
measure for overweight and obesity in adults 
until a better method of determining actual 

body fat is developed. It is calculated by di-
viding weight in kilograms by the square of 
height in meters.

Overweight or Obese: A BMI reading of 25.0 or 
greater.

Obese: A BMI reading of 30.0 or greater.
Overweight but Not Obese: A BMI reading of 

25.0 to 29.9.

The definition of overweight has changed from 
that used in the BRFSS prior to 1999. Prevalence 
data for past years have been recalculated to as-
sure that trends are accurate.

Height and weight figures used to determine 
overweight and obesity in this study were those 
reported by respondents.

Current Prevalence
In Nebraska, 25 percent of BRFSS respondents 
reported heights and weights that placed them 
in the “obese” category in 2004–2006 (Table 25). 
Nearly four out of ten adults (38 percent) were 
classified as “overweight but not obese.” Thus, a 
total of 63 percent of Nebraska adults were cat-
egorized as “overweight or obese” with a BMI 
reading of 25.0 or greater.

Trend over Time
The proportion of adults who are at risk due to 
overweight or obesity (BMI = 25+) has increased 
considerably over the years. Prevalence has in-
creased by 18 percentage points — from 46 per-
cent in 1989 to 64 percent in 2006 (Figure 92).
 Overall, 37 percent of adults were classified 
as overweight but not obese (BMI = 25.0 – 29.9) 
in 2006. This proportion is higher than that 
reported in 1989 (33 percent), but the greatest 
share of the increase in overweight and obesity 
has occurred in the obese category (Figures 93 
and 94). From 1989 through 1992, the propor-
tion of adults who were obese was stable at 12 to 
13 percent. Since, then prevalence of obesity has 
more than doubled, so that 27 percent were cat-
egorized as obese in 2006.

Overweight and Obesity 

Figure 92
Trend	in	Prevalence	of	Overweight	and	Obesity	(BMI*	=	25+),	Nebraska	Adults	
(1989–2006)

*BMI	=	Body	Mass	Index
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Table 25: Prevalence 
of Overweight and 
Obesity
Nebraska	Adults,	
2004–2006	(with	
95%	Confidence	
Intervals	—	SUDAAN)

 overweight but not obese obese 
 (bmi = 25–29)  (bmi = 30+)

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

All Adults 23,769 38% 36.9–38.7 23,769 25% 24.7–26.2

Gender
Male 9,611 45% 43.9–46.6 9,611 26% 25.2–27.5
Female 14,158 30% 29.1–31.2 14,158 24% 23.5–25.4

Age
18–29 2,293 35% 32.0–37.5 2,293 19% 17.2–21.6
30–44 5,716 38% 36.6–39.8 5,716 27% 25.1–28.0
45–64 9,072 40% 38.7–41.3 9,072 31% 29.8–32.2
65+ 6,688 42% 40.1–43.0 6,688 23% 22.2–24.8

Education
<High School 1,833 40% 36.3–43.6 1,833 28% 25.0–31.2
High School 8,400 37% 35.7–38.8 8,400 28% 26.3–29.2
Some College 6,812 38% 36.0–39.2 6,812 27% 25.2–28.0
College Degree 6,704 39% 37.1–40.8 6,704 22% 20.9–24.0

Income
<$15,000 2,373 34% 30.8–37.2 2,373 30% 27.5–33.5
$15,000–$24,999 4,045 35% 32.6–37.2 4,045 32% 30.0–34.5
$25,000–$49,999 7,373 39% 37.2–40.3 7,373 26% 25.0–27.8
$50,000–$74,999 3,689 38% 35.9–40.6 3,689 25% 22.9–26.6
$75,000+ 3,611 41% 38.8–44.0 3,611 20% 18.5–22.1

Race
White 22,614 37% 36.6–38.4 22,614 25% 24.2–25.8
African American 1,908 32% 28.5–34.8 1,908 40% 36.3–43.1
Asian American 122 30% 19.9–42.7 122 25% 15.0–38.0
Native American 497 31% 25.3–36.7 497 49% 42.6–54.6
Hispanic American 1,405 38% 34.1–41.0 1,405 33% 29.6–36.5

Place	of	Residence
Rural 17,596 38% 37.5–39.5 17,596 26% 25.5–27.3
Urban 6,173 37% 35.4–38.3 6,173 25% 23.3–25.8

note: “Number” and “percent” exclude missing, don’t know, and refused responses.

  nebraska united states

  BRFSS BRFSS
Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Prevalence of obesity (BMI = 30.0 or greater) among  
adults 18 and older. (Data are not age-adjusted). 15% 25% 24% 15%
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Who’s at Risk in Nebraska?
Men (26 percent) were slightly more likely than 
women (24 percent) in the 2004–2006 BRFSS to 
report heights and weights that placed them in 
the obese category (Table 25). The proportion of 
respondents who were overweight but not obese, 
however, was significantly higher among men 
(45 percent) than among women (30 percent), 
based on self-reported heights and weights.
 Prevalence of obesity increased significantly 
with advancing age of respondent through age 
64 (Figure 95). The proportion of respondents 
who were obese was lowest among young adults 
aged 18 to 29 (19 percent). Prevalence increased 
significantly in the 30-to-44 (27 percent) and 45-
to-64 (31 percent) age groups. Prevalence of obe-
sity dropped back to 23 percent among respon-
dents aged 65 and older.
 Looking at proportion of respondents who 
are overweight but not obese, a slightly differ-
ent pattern emerges. Prevalence of overweight is 
significantly lower among young adults aged 18 
to 29 (35 percent) than among adults aged 45 to 
64 (40 percent) and those aged 65 and older (42 
percent). Persons aged 30 to 44 (38 percent) are 
significantly less likely to be overweight but not 
obese than persons aged 65 and up.
 College graduates (22 percent) were signifi-
cantly less likely than persons with less educa-
tion (27 to 28 percent) to be categorized as obese 
(Table 25). No significant differences were found 
in prevalence of overweight by educational level 
of respondents.
 Respondents with household incomes of 
$75,000 or more (20 percent) reported a sig-
nificantly lower prevalence of obesity than re-
spondents in all lower income brackets. Persons 
earning $50,000 to $74,999 annually (25 percent) 
were significantly less likely than those with 
incomes below $25,000 (30 to 32 percent) to re-
port heights and weights that placed them in the 
obese category.
 Looking at the proportion of respondents 
who were overweight but not obese, the propor-
tion was significantly smaller (34 to 35 percent) 
among those with incomes below $25,000, com-
pared to 41 percent of respondents with $75,000 
or more.
 Native American adults (49 percent) were sig-
nificantly more likely to be obese than adults in all 
other racial/ethnic groups in Nebraska except Af-
rican Americans (Figure 96). African Americans 

Figure 93
Trend	in	Prevalence	of	Overweight	(BMI*	=	25–29),	Nebraska	Adults	(1989–2006)

Figure 95
Prevalence	of	Overweight	(BMI*	=	25.0–29.9)	and	Obesity	(BMI*	=	30+)	by	Age		
(2004–2006)

*BMI	=	Body	Mass	Index
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 94
Trend	in	Prevalence	of	Obesity	(BMI*	=	30+),	Nebraska	Adults	(1989–2006)

*BMI	=	Body	Mass	Index
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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(40 percent) and Hispanic Americans (33 percent) 
were also significantly more likely than white Ne-
braskans (25 percent) to be classified as obese.
 The proportion of adults who were overweight 
but not obese was significantly higher for whites 
(37 percent) than for African Americans (32 per-
cent) in Nebraska. Differences among other ra-
cial and ethnic groups were not significant.
 Rural and urban residents in Nebraska were 
about equally likely to report heights and weights 
that indicated they were obese or overweight.

Nebraska and the Nation
Obesity was slightly more prevalent in Nebraska 
(25 percent) than nationwide (24 percent), based 
on the 2004–2006 BRFSS (Figure 97). Of the 
surrounding states, Iowa (25 percent), South 
Dakota (25 percent), Missouri (26 percent), and 
Kansas (24 percent) all reported prevalence es-
timates near Nebraska’s. Only in Colorado (18 
percent) was prevalence of obesity much lower.
 Proportion of BRFSS respondents who were 
overweight but not obese varied little among 
Nebraska (38 percent), the nation (37 percent), 
and the surrounding states in 2004–2006 
(Figure 98). Prevalence estimates ranged from 
36 to 38 percent for all.

Figure 96
Prevalence	of	Overweight	(BMI*	=	25.0–29.9)	and	Obesity	(BMI*	=	30+)	by	Race/
Ethnic	Origin	(2004–2006)

Figure 97
Prevalence	of	Obesity	(BMI*	=	30+),	Adults	Aged	18	and	Older	(2004–2006)		
(Data	not	age-adjusted)

*BMI	=	Body	Mass	Index
Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 98
Prevalence	of	Overweight	(BMI*	=	25.0–29.9),	Adults	Aged	18	and	Older		
(2004–2006)	(Data	not	age-adjusted)

*BMI	=	Body	Mass	Index
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Vegetables, fruits and grains are good 
sources of complex carbohydrates and 
dietary fiber, as well as vitamins, miner-

als, antioxidants, and phytochemicals that are 
important for good health. They are also gener-
ally low in fat. Studies suggest that water-soluble 
fibers from foods such as oat bran, beans, and 
certain fruits are associated with lower blood 
sugar and blood lipid levels. Dietary patterns 
that incorporate higher intake of vegetables, 
fruits and grains are associated with a variety of 
health benefits, including a reduced risk of some 
types of cancer.
 The 2000 Dietary Guidelines for Ameri-
cans recommended five or more servings of 

fruits and vegetables per day for good nutri-
tion. (These guidelines serve as the basis for the 
BRFSS questions on fruits and vegetables). A 
new set of dietary guidelines is issued every five 
years. The 2005 Dietary Guidelines encourage a 
healthy balance of nutritious foods, including 7 
to 10 servings of fruits and vegetables each day 
or about 4 ½ cups of these foods daily for the 
average adult. These guidelines also emphasize 
reducing calorie consumption and increasing 
physical activity to help consumers control their 
weight.

definitions

BRFSS respondents were asked a series of ques-
tions about the foods they usually eat and drink. 
They were asked how often they:
• Drink fruit juices such as orange, grapefruit, 

and tomato
• Eat fruit, not counting juice
• Eat green salad
• Eat potatoes (not including French-fried, fried 

potatoes, or potato chips)
• Eat carrots.

They were also asked how many servings of veg-
etables they usually eat (not counting carrots, 
potatoes, or salad).
 Responses to the fruit and vegetable consump-
tion questions were then summarized to arrive 
at the number of times per day each respondent 
eats fruits and vegetables. Although the BRFSS 
does not provide data on the number of servings 
of fruits and vegetables consumed each day, the 
information on number of times these foods are 
eaten is still useful for comparison with the na-
tional guidelines.

Current Prevalence
Altogether, one-fifth of respondents to the 2005 
Nebraska BRFSS (20 percent) reported consum-
ing fruits and vegetables the recommended five 
or more times daily (Figure 99). Nearly equal 
proportions of respondents state they eat these 

Consumption of Fruits and Vegetables

Figure 99
Daily	Consumption	of	
Fruits	and	Vegetables	
(2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 100
Trend	in	Consumption	of	Fruits	and	Vegetables	5	or	More	Times	Daily	(1990–2005)
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food items “three or four times a day” (37 per-
cent) or “one or two times a day” (38 percent). 
Five percent consume fruits and vegetables less 
than once a day or never do. Overall, 80 percent 
of adults ate fruits and vegetables less frequent-
ly than the five or more times daily needed for 
good nutrition. 

Trend over Time
Over the past 15 years, the proportion of respon-
dents who reported consuming these foods five 
or more times per day has varied little, ranging 
from 18 to 22 percent (Figure 100).

Who’s at Risk in Nebraska?
Women (24 percent) were significantly more 
likely than men (16 percent) in Nebraska to con-
sume fruits and vegetables five or more times 
daily (Table 26).
 Adults aged 65 and older (31 percent) were sig-
nificantly more likely than younger persons to 
report adequate levels of fruits and vegetables in 
their diets. Persons aged 18 to 29 (18 percent), 30 
to 44 (16 percent), and 45 to 64 (19 percent) were 
much less likely to consume these foods the rec-
ommended five or more times daily.
 The proportions of college graduates (24 per-
cent) and respondents with some college or tech-
nical school (21 percent) who met the five-a-day 
guidelines was significantly higher than the pro-
portion reported for high school graduates (16 
percent).
 Although some variation in levels of fruit and 
vegetable consumption was noted by household 
income, place of residence, and race/ethnic ori-
gin of respondents, differences were not gener-
ally significant.

Nebraska and the Nation
An average of 23 percent of BRFSS respondents 
nationwide reported consuming fruits and vege-
tables five or more times per day in 2005 (Figure 
101). Nebraska ranked well below the national 
median along with Iowa, Kansas, and South 
Dakota (all 20 percent). Wyoming (22 percent) 
and Missouri (23 percent) fared somewhat bet-
ter, while Colorado (24 percent) exceeded the 
national median.

 eat 5+ fruits or vegetables daily
 Total  Confidence
 Number Percent Interval
All Adults 8,190 20% 18.9–21.2
Gender
Male 3,211 16% 14.2–17.6
Female 4,979 24% 22.4–25.6
Age
18–29 808 18% 14.7–22.0
30–44 1,953 16% 14.5–18.4
45–64 3,092 19% 17.4–20.9
65+ 2,337 31% 28.4–33.1
Education
<High School 713 18% 13.7–22.6
High School 2,874 16% 14.4–18.2
Some College 2,336 21% 19.2–23.4
College Degree 2,259 24% 21.8–27.2
Income
<$15,000 855 17% 13.6–21.7
$15,000–$24,999 1,413 20% 17.3–23.7
$25,000–$49,999 2,467 18% 16.0–19.8
$50,000–$74,999 1,253 22% 18.3–25.4
$75,000+ 1,182 26% 21.7–30.3
Race
White 7,689 20% 18.4–20.9
African American 742 21% 17.1–24.6
Asian American 53 21% 10.7–36.0
Native American 99 18% 10.4–29.6
Hispanic American 561 23% 18.2–28.1
Place	of	Residence
Rural 5,990 19% 18.0–20.8
Urban 2,200 21% 18.9–22.7
note: “Number” and “percent” exclude missing, don’t know, and refused responses.

Table 26: Fruit and Vegetable Consumption
Nebraska	Adults,	2005	(with	95%	Confidence	Intervals	—	SUDAAN)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

National Prevalence = 23%

20%
24%

20%
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Figure 101
Adults	Who	Consumed	Fruits	and	Vegetables	Five	or	More	Times	Daily	(2005)		
(Data	not	age-adjusted)
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The Centers for Disease Control and Pre-
vention, the March of Dimes, and the Na-
tional Council on Folic Acid are active in 

the National Folic Acid Campaign to promote 
the use of folic acid to prevent spina bifida and 
anencephaly, which are serious birth defects. 
These defects occur when the fetal neural tube 
fails to close fully, interrupting the development 
of the central nervous system.
 Research has shown that, if taken before and 
during early pregnancy, folic acid can prevent 70 
percent of these birth defects. In Nebraska, these 
birth defects occurred in an average of 4.1 births 
per 1,000 over the five-year period 2000–2004.
 The goal of the folic acid campaign is to ed-
ucate all women who could possibly become 
pregnant to consume 400 micrograms of folic 
acid daily from vitamin supplements and/or for-
tified foods, in addition to eating certain foods 
containing folic acid.

Folic Acid Intake By Women Aged 18 To  
44 years

definition

Optimal Folic Acid Intake: Currently taking mul-
tivitamins or other vitamin pills or supplements 
containing folic acid daily or more often.

Current Prevalence of Folic Acid Use
More than one-half (58 percent) of women aged 
18 to 44 participating in the 2004 and 2006 Ne-
braska BRFSS stated that they currently take vi-
tamin pills or supplements. Of those, 93 percent 
reported taking either a multivitamin or another 
supplement containing folic acid. This translates 
into 55 percent of all women in this age group 
taking folic acid (Table 27). The current rate rep-
resents an increase from 50 percent taking folic 
acid in the 2001–2003 study.

Who’s Taking Folic Acid in Vitamin or 
Supplement Form?
Women with some college or technical school 
(59 percent) and women with college degrees 
(61 percent) were significantly more likely than 
women with less education to report taking folic 
acid (Figure 102). A significantly greater pro-
portion of women with a high school education 
(47 percent) said they currently take vitamins or 
supplements containing folic acid, compared to 
women who had not completed high school (31 
percent). 
 Women with household incomes of $25,000 or 
above were significantly more likely than those 
with incomes of $15,000 to $24,999 to currently 
take folic acid (Table 27).
 A significantly greater proportion of white 
women aged 18 to 44 (56 percent) reported that 
they take folic acid, compared to African Ameri-
can (41 percent) and Hispanic American (37 per-
cent) women in Nebraska.
 No significant differences were noted by age 
group or place of residence of respondents.

Daily Folic Acid Use
Among women taking a multivitamin or other 
vitamin containing folic acid, 87 percent indi-
cated they take them daily or more often. Based 
on these findings and assuming that the vita-
mins they are taking contain 400 micrograms 
of folic acid, 48 percent of all women aged 18 to 
44 participating in the survey were receiving the 

Folic Acid

Figure 102
Women	Aged	18–44	
Taking	Folic	Acid	in	
Vitamin/Supplement	
Form	by	Educational	
Level	(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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   women aged 18–44 who say
 women aged 18–44 women aged 18–44 taking reason for taking folic acid
 taking folic acid folic acid daily* is to prevent birth defects

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

Women Aged 18–44 2,536 55% 52.4–57.5 1,470 87% 84.1–89.5 2,569 47% 44.2–49.2

Age

18–29 756 52% 47.6–56.9 391 87% 81.7–90.6 765 46% 41.3–50.5

30–44 1,780 59% 56.4–62.0 1,079 88% 84.8–89.8 1,804 51% 48.6–54.2

Education

<High School 183 31% 23.7–39.8 64 91% 81.2–95.5 190 22% 15.3–30.7

High School 641 47% 42.0–52.2 322 88% 81.1–92.5 659 28% 24.2–32.8

Some College 769 59% 54.4–63.2 463 87% 82.2–91.2 772 49% 44.5–53.4

College Degree 940 61% 56.0–66.2 619 86% 80.6–90.3 945 63% 57.4–67.6

Income

<$15,000 218 47% 38.5–55.8 98 84% 71.2–91.3 224 33% 25.2–40.7

$15,000–$24,999 419 44% 38.3–50.6 198 95% 91.3–97.6 422 34% 28.5–40.0

$25,000–$49,999 824 59% 53.6–63.2 512 88% 83.7–91.9 833 48% 43.4–52.8

$50,000–$74,999 472 66% 58.9–72.2 305 92% 88.6–94.5 476 54% 46.2–60.9

$75,000+ 405 58% 51.1–64.3 267 81% 70.9–88.3 408 56% 50.1–62.4

Race

White 2,327 56% 53.2–58.7 1,366 87% 83.7–89.5 2,358 48% 45.3–50.6

African American 158 41% 31.4–50.6 62 89% 74.6–96.0 159 29% 19.8–41.3

Asian American 7 # # 2 # # 7 # #

Native American 16 # # 8 # # 16 # #

Hispanic American 340 37% 30.4–44.1 116 96% 91.4–98.4 353 21% 16.0–26.5

Place	of	Residence

Rural 1,801 56% 52.9–59.0 1,054 90% 87.8–92.2 1,823 43% 40.3–45.9

Urban 735 54% 49.6–58.1 416 84% 78.2–87.8 746 50% 46.3–54.7

NOTE: “Number” and “percent” exclude missing, don’t know, and refused responses.
*As a percent of women aged 18 to 44 who take folic acid.
# – Data not reported due to N < 50.

Table 27: Vitamin and Folic Acid Use
Nebraska	Adults,	2004	+	2006	(with	95%	Confidence	Intervals	—	SUDAAN)
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optimal level of folic acid through dietary sup-
plements.
 Daily use of vitamins or supplements contain-
ing folic acid was fairly consistent among all de-
mographic groups in Table 27. 

Awareness of Reason for Taking Folic Acid
Women aged 18 to 44 were read the following 
question: “Some health experts recommend that 
women take 400 micrograms of the B vitamin fo-
lic acid, for which one of the following reasons: To 
make strong bones? To prevent birth defects? To 
prevent high blood pressure? Some other reason?”
 Overall, about one-half of the women in this 
age group (47 percent) were able to correctly state 
that health experts recommend taking folic acid 
to prevent birth defects (Figure 103). However, 

25 percent gave incorrect responses (“to make 
strong bones,” “to prevent high blood pressure,” 
or other reasons). An additional 28 percent in-
dicated they did not know the reason women 
should take folic acid.
 Women who had some college or technical 
training (49 percent) were significantly more 
likely than women with a high school diploma 
(28 percent) or less than a high school educa-
tion (22 percent) to correctly identify the reason 
for taking folic acid (Table 27). Women with 
college degrees (63 percent) were significantly 
more likely than those at each of the other edu-
cational levels to say folic acid is taken to pre-
vent birth defects.
 Significantly greater proportions of respon-
dents with annual incomes of $50,000 or more 
(54 to 56 percent) correctly identified the reason 
for taking folic acid, compared to women living 
in household with incomes under $25,000 per 
year (33 to 34 percent correct responses).
 The proportion of white women aged 18 to 44 
who stated the correct reason for taking folic acid 
(48 percent) was significantly higher than the 
proportions for African American (29 percent) 
and Hispanic American (21 percent) women in 
Nebraska.
 Urban women in this age group (50 percent) 
were significantly more likely to be aware of the 
reason for taking folic acid than women living in 
rural counties (43 percent) in Nebraska.

Figure 103
Awareness	of	Reason	
Health	Experts	
Recommend	
that	Women	Take	Folic	
Acid	(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Regular physical activity is important at 
all stages of life for maintaining health, 
enhancing quality of life, and prevent-

ing premature death. On average, physically ac-
tive people outlive those who are inactive.
 According to the Surgeon General’s Report on 
Physical Activity and Health, regular physical ac-
tivity done at a moderate-intensity level can pro-
duce health benefits for people of all ages. This 
report points out that regular physical activity:
• Greatly reduces the risk of dying from coro-

nary heart disease (the leading cause of death 
in the United States and in Nebraska);

• Decreases the risk of having a stroke;
• Reduces the risk of developing high blood 

pressure, diabetes and colon cancer;
• Enhances psychological well-being, combats 

the effects of stress, and reduces symptoms of 
anxiety and depression;

• Builds healthy bones, muscles, and joints;
• Increases lean muscle mass and decreases 

body fat;
• Aids in achieving and maintaining healthy 

body weight and is a key part of any weight 
loss effort;

• Helps older adults improve and maintain 
strength and agility, thus reducing falls and 
aiding them in maintaining an independent 
living status;

• Is associated with fewer hospitalizations, phy-
sician visits, and medications.

The Surgeon General’s report concludes that 
sedentary persons can achieve major health 
gains by engaging in at least 30 minutes of mod-
erate-intensity physical activity (such as brisk 
walking) on five or more days of the week. Indi-
viduals who already include moderate activity in 
their daily lives can see additional improvement 
in their health and fitness levels by including at 
least 20 minutes of vigorous-intensity physical 
activity on three or more days per week.
 For those who do not currently participate in 
any leisure-time physical activity, beginning to 
exercise at any level of intensity or for even small 
periods of time is preferable to continuing to get 
no exercise at all. For anyone just starting to ex-
ercise, experts agree that it is best to begin with 
“small steps” — starting out slowly and gradually 
increasing the frequency and duration of physi-
cal activity — as the key to successful behavior 
change.

Physically Inactive

definition

Physically Inactive: “No” to the question, “Dur-
ing the past month, other than your regular 
job, did you participate in any physical activi-
ties or exercises such as running, calisthenics, 
golf, gardening, or walking for exercise?”

Current Prevalence
In 2004–2006, 22 percent of Nebraska adults 
stated that they had not participated in any phys-
ical activities or exercise outside of their regular 
job in the past month (Table 28).

Trend over Time
The proportion of adults who were physically in-
active during the month prior to the survey has 
varied since 1989–1990, with prevalence declin-
ing in the mid-1990s then rising to a high of 31 
percent in 2001 (Figure 104). Since then, preva-
lence has ranged from 21 to 24 percent.

Physical Activity Levels

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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  at least moderate physical
 no physical activity activity (moderate and/or
 outside work vigorous activity) vigorous physical activity
 (2004–2006) (2005 only) (2005 only)

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 24,956 22% 21.2–22.6 7,604 47% 45.8–48.9 7,893 25% 23.6–26.4

Gender
Male 9,787 22% 20.6–22.8 2,982 48% 46.0–50.8 3,080 28% 26.3–30.7
Female 15,169 22% 21.2–23.0 4,622 47% 44.6–48.6 4,813 22% 20.0–23.4

Age
18–29 2,443 18% 15.6–19.7 771 50% 45.2–54.8 788 31% 26.6–35.4
30–44 6,040 19% 18.2–20.8 1,869 52% 49.3–55.0 1,897 31% 28.8–34.0
45–64 9,531 23% 21.7–23.8 2,894 44% 42.2–46.8 2,980 21% 19.2–22.8
65+ 6,942 31% 29.7–32.4 2,070 36% 33.6–38.7 2,228 11% 9.0–12.4

Education
<High School 2,064 42% 39.0–45.6 645 27% 22.5–32.6 678 11% 7.7–14.3
High School 8,791 28% 26.8–29.6 2,601 48% 45.2–50.8 2,747 23% 20.2–25.1
Some College 7,094 20% 19.2–21.7 2,183 48% 45.7–51.3 2,256 25% 23.0–28.0
College Degree 6,974 13% 11.9–14.3 2,169 52% 48.5–54.9 2,207 31% 27.8–34.0

Income
<$15,000 2,496 37% 34.4–40.5 770 37% 31.9–42.7 826 15% 11.1–19.0
$15,000–$24,999 4,282 34% 31.7–36.1 1,296 40% 36.1–44.6 1,351 18% 15.1–22.4
$25,000–$49,999 7,634 22% 20.5–23.0 2,336 48% 45.7–51.3 2,390 25% 22.6–27.7
$50,000–$74,999 3,794 15% 13.8–17.0 1,193 53% 48.6–57.0 1,215 29% 24.8–32.6
$75,000+ 3,698 12% 10.6–14.0 1,144 55% 50.8–59.3 1,157 36% 31.8–40.6

Race
White 23,643 20% 19.8–21.2 7,147 49% 47.1–50.4 7,413 26% 24.4–27.4
African American 1,982 35% 31.9–38.9 703 27% 22.3–32.9 731 22% 17.8–27.4
Asian American 124 32% 21.9–44.2 83* 41% 27.3–57.2 51 16% 6.5–35.4
Native American 509 32% 27.1–38.4 93 31% 19.5–44.3 98 16% 9.1–27.5
Hispanic American 2,039 41% 37.6–44.1 538 26% 21.1–31.4 556 19% 15.1–24.8

Place	of	Residence
Rural 18,502 24% 23.2–24.9 5,500 48% 46.4–50.1 5,736 24% 22.0–25.2
Urban 6,454 20% 18.4–20.7 2,104 46% 43.8–48.8 2,157 26% 24.2–28.7

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
*Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in “minority” sample.

Table 28: Physical Activity
Nebraska	Adults,	2004–2006	(with	95%	Confidence	Intervals	—	SUDAAN)
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Who’s at Risk in Nebraska?
Younger adults aged 18 to 29 (18 percent) and 
those aged 30 to 44 (19 percent) were signifi-
cantly less likely than adults aged 45 and older 
to say they were physically inactive (Table 28). 
Nearly one-fourth of respondents aged 45 to 64 
(23 percent) and 31 percent of those aged 65 and 
older reported being physically inactive in the 
past month.
 Prevalence of physical inactivity was highest 
among respondents with the least education. In 
fact, significant differences were noted between 

each of the educational levels reported. Among 
respondents with less than a high school educa-
tion, 42 percent reported no leisure-time physi-
cal activity during the past month, compared to 
28 percent of high school graduates. Prevalence 
was significantly lower among persons with 
some college or technical training (20 percent) 
and among college graduates (13 percent). 
 In general, persons with lower incomes were 
more likely than were those with higher house-
hold incomes to report getting no exercise dur-
ing their leisure hours. Respondents with in-
comes under $25,000 per year were significantly 
more likely (34 to 37 percent) than those in each 
of the higher income categories to report being 
physically inactive during the past 30 days. Re-
spondents with annual incomes of $25,000 to 
$49,999 (22 percent) were also significantly more 
likely than those earning $50,000 to $74,999 (15 
percent) or $75,000 or more (12 percent) to say 
they were physically inactive.
 Prevalence of physical inactivity outside of the 
workplace was significantly lower among white 
Nebraskans (20 percent) than among Hispanic 
Americans (41 percent), African Americans 
(35 percent), Native Americans (32 percent) 
and Asian Americans (32 percent) in the state 
(Figure 105).
 The proportion of rural Nebraskans (24 per-
cent) who indicated they did not participate in 
any leisure-time physical activity was signifi-
cantly higher than the proportion of urban resi-
dents (20 percent).

Nebraska and the Nation
Nationwide, 23 percent of adult Americans re-
ported no leisure-time physical activity during 
the past 30 days in 2004–2006, compared to 22 
percent of Nebraska adults (Figure 106). Com-
pared to the six surrounding states, Nebraska 
ranked in the middle with South Dakota (22 per-
cent). Missouri (24 percent), Kansas and Iowa 
(23 percent each) reported higher rates of physi-

  nebraska united states

  BRFSS BRFSS
Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Proportion of adults aged 18 and older who did  
not participate in any leisure-time physical activity  
in past month. (Data are not age-adjusted). 15% 22% 23% 20%

Figure 105
Prevalence	of	Physical	
Inactivity	by	Race/
Ethnicity	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 106
No	Leisure-Time	Physical	Activity	in	Past	Month,	Adults	Aged	18	and	Older		
(2004–2006)	(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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cal inactivity. Rates in Colorado (18 percent) and 
Wyoming (21 percent) were lower.

Moderate and Vigorous Physical Activity 
Levels

definitions

Respondents were read an introduction to the 
physical activity questions that explains the dif-
ference between “vigorous” and “moderate” ac-
tivities. It states that, “Vigorous activities cause 
large increases in breathing or heart rate while 
moderate activities cause small increases in 
breathing or heart rate.” Examples of vigorous 
and moderate activities are given in the ques-
tions, with vigorous activities including “run-
ning, aerobics, heavy yard work, or anything else 
that causes large increases in breathing or heart 
rate.” Examples of moderate exercise given are 
“brisk walking, bicycling, vacuuming, garden-
ing, or anything else that causes some increase 
in breathing or heart rate.” 

Meets Vigorous Physical Activity Guidelines: 20 
or more minutes per day of vigorous physical 
activity on three or more days per week.

Meets Recommended (Moderate and/or Vigor-
ous) Physical Activity Guidelines: 30 or more 
minutes per day of moderate physical activ-

ity for five or more days per week and/or 20 
or more minutes per day of vigorous physical 
activity on three or more days per week.

Vigorous Physical Activity

Current Prevalence
In 2005, one-fourth of Nebraska BRFSS respon-
dents aged 18 and older (25 percent) participated 
in activities meeting the definition for vigorous 
physical activity stated above (Table 28).

Trend over Time
Due to changes in definitions, prevalence esti-
mates are only available for three years. Preva-
lence of vigorous physical activity rose from 16 
percent in 2001 to 22 percent in 2003, then con-
tinued to increase to 25 percent in 2005.

Who Meets Vigorous Physical Activity 
Guidelines?
Men (28 percent) were significantly more likely 
than women (22 percent) to meet the recom-
mended guidelines for vigorous physical activity.
 Nearly one-third of adults aged 18 to 44 (31 
percent) reported engaging in vigorous physical 
activity in a usual week. For adults aged 45 to 64, 
the participation rate was significantly lower (21 
percent). Adults aged 65 and older reported by far 
the lowest rate of participation in vigorous physi-
cal activity (11 percent). This rate was significant-
ly lower than rates for younger respondents.
 College graduates (31 percent) were the group 
most likely to meet the guidelines for vigorous 
physical activity (Figure 107). They were signifi-
cantly more likely than high school graduates (23 
percent) and persons with less than a high school 
education (11 percent) to report vigorous physical 
activity in a usual week. Persons with some col-
lege or technical training (25 percent) were also 
significantly more likely than respondents who 
had not completed high school to have partici-
pated in this level of physical activity.

  nebraska united states

Nebraska 2010 Objectives 2010 Target BRFSS 2005 BRFSS 2005 2010 Target

Proportion of adults aged 18 and older who  
engaged in vigorous physical activity for at least  
20 minutes per day 3 or more days per week.  
(Data are not age-adjusted). 30% 25% 28% 30%

Figure 107
Prevalence	of	Vigorous	
Physical	Activity	
by	Educational	Level	
(2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 More than one-third of respondents with 
incomes of $75,000 or higher (36 percent) indi-
cated that, in a usual week, they engage in the 
recommended level of vigorous physical activ-
ity (Table 28). This proportion is significantly 
higher than the rates reported for persons 
with annual incomes below $50,000. Respon-
dents earning $25,000 to $49,999 (25 percent) 
or $50,000 to $74,999 (29 percent) were signifi-
cantly more likely to be vigorously physically 
active than persons earning less than $25,000 
per year (15 to 18 percent).
 Although some differences were evident in 
vigorous physical activity participation rates by 
race/ethnic origin and by place of residence, these 
differences were not statistically significant.

Nebraska and the Nation
On average, 28 percent of American adults 
participating in the 2005 BRFSS said they par-

ticipate in vigorous physical activity in a usual 
week (Figure 108). Nebraska (25 percent) ranked 
below the national median, as did respondents 
in Iowa (23 percent), South Dakota (24 percent), 
Kansas (25 percent), and Missouri (25 percent). 
Of the six surrounding states, only Colorado 
and Wyoming reported rates exceeding the na-
tional median (33 percent each). 

Recommended Moderate and/or Vigorous 
Physical Activity

Current Prevalence
In 2005, 47 percent of adults in Nebraska par-
ticipated in activities meeting the requirements 
for moderate and/or vigorous physical activity, 
as defined above (Table 28).

Trend over Time
As with vigorous physical activity, prevalence 
estimates are only available for three years due 
to changes in definitions. Prevalence of moder-
ate/vigorous physical activity rose from 34 per-
cent in 2001 to 45 percent in 2003, then increased 
further to 47 percent in 2005.

Who Meets Recommended Guidelines for 
Moderate/Vigorous Physical Activity?
The proportion of respondents aged 65 and 
older (36 percent) who said they participated in 
moderate and/or vigorous physical activity in 
a usual week was significantly lower than rates 
for each of the younger age groups. Respondents 
aged 30 to 44 (52 percent) were also significantly 
more likely than those aged 45 to 64 (44 percent) 
to report engaging in this recommended level of 
physical activity.
 Slightly more than one-fourth (27 percent) of 
respondents with less than a high school educa-
tion reported moderate/vigorous physical activ-
ity in a usual week. Significantly greater propor-
tions of persons with higher levels of education 
participated in this level of physical activity. 
Nearly one-half of all high school graduates and 
persons with some college (48 percent each) and 
52 percent of college graduates said they engaged 
in moderate/vigorous activity in a usual week.
 Respondents with incomes of $50,000 to 
$74,999 (53 percent) or $75,000 and above (55 per-
cent) were significantly more likely to have par-
ticipated in this level of activity than respondents 
with incomes under $25,000 (37 to 40 percent).

Figure 108
Participation	in	Vigorous	
Physical	Activity	in	a	
Usual	Week,	Adults	Aged	
18	and	Older	(2005)
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 109
Prevalence	of	Recommended	(Moderate	and/or	Vigorous)	Physical	Activity	by		
Race/Ethnicity	(2005)
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 The proportion of white Nebraskans indicat-
ing participation in moderate/vigorous physical 
activity (49 percent) was significantly higher 
than proportions of Native Americans (31 per-
cent), African Americans (27 percent) and His-
panic Americans (26 percent) (Figure 109).
 No significant differences in prevalence of this 
recommended level of physical activity was found 
by gender or place of residence of respondents.

Nebraska and the Nation
The proportion of adult Nebraskans who re-
ported participating in the recommended levels 
of moderate and/or vigorous physical activity 
in a usual week (47 percent) was lower than the 
national median of 49 percent (Figure 110). Of 
the six surrounding states, Iowa (46 percent), 
Missouri, (46 percent) and South Dakota (48 
percent) also ranked below the national median. 
Kansas matched the national rate, while rates in 
Colorado (54 percent) and Wyoming (56 per-
cent) exceeded it. 

Physical Activity at Work

In 2005, respondents who were employed or 
self-employed were asked, “When you are at 
work, which of the following best describes 
what you do: Mostly sitting or standing? Mostly 
walking? Mostly heavy labor or physically de-
manding work?”
 Sixty percent of these respondents said that 
they mostly sit or stand while at work. Nearly 
one-fourth (24 percent) do mostly walking while 
at their job, while 16 percent do heavy labor or 
physically demanding work. To some degree, 
these respondents who walk or do heavy labor 
on the job may be meeting the physical activity 
guidelines recommended for good health, but it 
is not possible to determine to what extent from 
the data collected here.
 When activity at work was matched with 
responses to the questions about physical ac-
tivity levels outside of work, respondents who 
performed heavy labor (33 percent) were a little 
more likely than those who did mostly walking 
or primarily sitting/standing (27 percent each) to 
say they engaged in vigorous physical activity in 
their leisure time (Table 29).
 Looking at prevalence of moderate and/or vig-
orous physical activity, persons who performed 
heavy labor (54 percent) or did a lot of walking 
(51 percent) as part of their  job were a little more 
likely than those with sedentary occupations (45 
percent) to report participating in the recom-
mended moderate/vigorous activity during lei-
sure hours. 

  nebraska united states

Nebraska 2010 Objectives 2010 Target BRFSS 2005 BRFSS 2005 2010 Target

Proportion of adults aged 18 and older who engaged  
in moderate physical activity in the past month for  
at least 30 minutes per day 5 or more days per week  
or vigorous physical activity for at least 20 minutes  
per day 3 or more days per week.  
(Data are not age-adjusted). 50%* 47% 49% 50%

*Revised Nebraska objective for 2010.

Figure 110
Participation	in	
Recommended	Level	
of	Moderate/Vigorous	
Physical	Activity	in	a	
Usual	Week,	Adults	Aged	
18+	(2005)	(Data	not	
age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

National Prevalence = 49%
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 physical activity outside of work

  At Least Moderate
  Physical Activity
 No Leisure-Time (Moderate and/or
 Physical Activity Vigorous) Vigorous Exercise

Mostly Sitting/Standing 10% 45% 27%
Mostly Walking 11% 51% 27%
Mostly Heavy Labor or 
Physically Demanding Work 14% 54% 33%

Table 29:  
Physical Activity 
Levels Outside of 
Work vs. Physical 
Activity at Work
Among	Employed	or	Self-
Employed	Respondents,	
Nebraska	BRFSS	(2005)



100

High blood pressure (also known as hy-
pertension) is a major risk factor for 
coronary heart disease and stroke, two 

of the leading causes of death in Nebraska and 
the nation. It is defined as a condition in which 
blood pressure is consistently elevated (systolic 
pressure of 140 mm Hg or higher and/or diastol-
ic pressure of 90 mm Hg or higher). Pre-hyper-
tension is systolic pressure of 120–139 mm Hg, or 
diastolic pressure of 80-89 mm Hg.
 According to the American Heart Associa-
tion, an estimated 72 million Americans had 
high blood pressure and about 54,200 died from 
it in 2004. An addition 69.7 million are thought 
to have pre-hypertension.

definition

Have High Blood Pressure: Respondents who 
reported they had ever been told by a doctor, 
nurse, or other health professional that they 
have high blood pressure.

Current Prevalence
Using this definition, 24 percent of respondents 
to the 2005 Nebraska BRFSS said they had been 
told by a health professional that their blood 
pressure is high (Table 30). An additional one 
percent said they were told that their blood 
pressure is “borderline high” or that they are 
“pre-hypertensive.” Less than one percent of all 
women surveyed reported having high blood 

pressure only during pregnancy; they were not 
included in the 24 percent of respondents with 
hypertension. 

Trend over Time
Although the proportion of adults in Nebraska 
who have ever been told they have high blood 
pressure has not changed a great deal over time, 
prevalence appears to be gradually moving up-
ward (Figure 111). 

Who’s at Risk in Nebraska?
In 2005, the proportion of men who were ever 
told they have high blood pressure (25 percent) 
was significantly higher than the proportion of 
women (22 percent) (Table 30).
 Prevalence of high blood pressure increased 
significantly with advancing age (Figure 112). 
The proportion of 30- to 44-year-olds with hy-
pertension (13 percent) was twice as high as the 
proportion among 18- to 29-year-olds (6 percent). 
Among respondents aged 45 to 64, 31 percent re-
ported having hypertension. Among adults aged 
65 and older, more than one-half (55 percent) 
had been told by a health professional that their 
blood pressure is high.
 Respondents with a high school education or 
with some college or technical training (26 per-
cent each) were significantly more likely than 
college graduates (21 percent) to have diagnosed 
hypertension (Table 30).
 Adult Nebraskans with household incomes 
below $50,000 per year (25 to 29 percent) were 
significantly more likely to have been told they 
have high blood pressure than those with in-
comes of $75,000 or more (19 percent).
 Prevalence of diagnosed high blood pressure 
was significantly higher among African Ameri-
cans (35 percent) than among whites (24 percent) 
or Native Americans (19 percent) in Nebraska 
(Figure 113). 
 Similar proportions of rural (25 percent) and 
urban (23 percent) Nebraskans stated that they 
had been told by a doctor or other health profes-
sional that their blood pressure was high.

High Blood Pressure

Figure 111
Trend	in	Proportion	of	
Adults	Ever	Told	Their	
Blood	Pressure	Is	High	
(1987–2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Table 30: 
Hypertension 
Screening and 
Awareness
Nebraska	Adults,	2005	
(with	95%	Confidence	
Intervals	—	SUDAAN)

 ever told have high currently taking medication
 blood pressure by for high blood pressure
 health professional (Among those ever told BP is high)

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

Total Adults 8,265 24% 22.8–24.9 2,618 66% 60.9–70.1

Gender

Male 3,253 25% 23.6–26.9 1,043 62% 56.7–66.6
Female 5,012 22% 21.1–23.4 1,575 73% 63.9–80.2

Age

18–29 814 6% 4.3–9.4 43 # #
30–44 1,962 13% 11.1–14.8 260 61% 52.4–68.1
45–64 3,123 31% 29.1–33.2 1,020 82% 79.0–85.3
65+ 2,366 55% 52.5–57.4 1,295 92% 89.4–93.4

Education

<High School 724 24% 20.7–28.0 285 68% 55.0–78.4
High School 2,899 26% 23.9–27.8 1,067 65% 57.4–71.2
Some College 2,355 26% 23.8–28.0 720 64% 58.3–68.6
College Degree 2,277 21% 18.7–22.6 542 72% 64.0–79.6

Income

<$15,000 856 29% 25.2–34.0 379 66% 51.8–77.4
$15,000–$24,999 1,425 25% 22.3–28.5 547 65% 53.3–75.4
$25,000–$49,999 2,488 26% 23.8–27.8 752 66% 60.4–70.9
$50,000–$74,999 1,259 23% 20.1–25.4 295 67% 58.8–74.8
$75,000+ 1,190 19% 16.5–22.2 251 81% 72.4–87.4

Race

White 7,755 24% 22.6–24.7 2,501 64% 60.1–68.3
African American 744 35% 31.2–39.9 349 74% 67.6–79.0
Asian American 53 21% 10.8–36.2 12 # #
Native American 99 19% 12.6–27.9 26 # #
Hispanic American 561 27% 22.0–31.7 114 58% 45.3–68.9

Place	of	Residence

Rural 6,044 25% 23.7–26.2 2,022 67% 61.4–72.8
Urban 2,221 23% 21.2–24.6 596 63% 56.8–67.8

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50.
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Nebraska and the Nation
Prevalence of diagnosed hypertension was 
somewhat lower among Nebraska adults (24 
percent) than the national median rate of 26 
percent (Figure 114). Of the surrounding states, 
Colorado (20 percent) and Wyoming (23 percent) 
reported lower rates of hypertension. Prevalence 
of diagnosed high blood pressure was highest in 
Missouri (27 percent).

Medication for High Blood Pressure

definition

Currently Taking Medication for High Blood 
Pressure: “Yes” to the question, “Are you cur-
rently taking medicine for your high blood 
pressure?” among respondents ever told their 
blood pressure is high.

Current Prevalence
Among respondents who had ever been told by 
a doctor or other health professional that their 
blood pressure is high, 66 percent said they were 
currently taking medication for this condition 
(Table 30).

Who’s Taking Medication for High Blood 
Pressure?
The proportion of respondents who were tak-
ing medication for high blood pressure rose 
significantly with increasing age of respondents 
(Figure 115). Among persons aged 30 to 44, 61 
percent were taking drugs for this condition, 
compared to eight out of ten 45- to 64-year-olds. 
Nine out of ten (92 percent) respondents aged 65 
and older who had hypertension reported tak-
ing medication for it.
 No significant differences in proportion of 
respondents taking medication for their high 
blood pressure were found by gender, education, 
income, place of residence, or race/ethnicity of 
respondents.

Figure 112
Adults	Ever	Told	Their	
Blood	Pressure	Is	High	
by	Age	(2005)

  nebraska united states

Nebraska 2010 Objectives 2010 Target BRFSS 2005 BRFSS 2005 2010 Target

Proportion of adults aged 18 and older with high  
blood pressure among those who ever had it  
checked. (Data are not age-adjusted). 16% 24% 26% 16%

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 113
Adults	Ever	Told	Their	Blood	Pressure	Is	High	by	Race/Ethnic	Origin	(2005)
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Figure 114
Adults	Who	Were	Ever	Told	Their	Blood	Pressure	Was	High	(2005)		
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

National Prevalence = 26%
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Figure 115
Adults	Currently	Taking	Medication	for	High	Blood	Pressure*	by	Age	(2005)

*Among	adults	ever	told	they	have	high	blood	pressure.
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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High blood cholesterol is a major risk fac-
tor for coronary heart disease. Persons 
with elevated blood cholesterol levels 

(total cholesterol of 200 mg/dL or higher) are 
at increased risk of developing coronary artery 
disease. However, studies have shown that even 
a small reduction in cholesterol level can be ef-
fective in lowering risk.
 In 2004, an estimated 105 million Americans 
had blood cholesterol levels of 200 mg/dL or 
higher, according to the American Heart As-
sociation. The National Cholesterol Education 
Program recommends that blood cholesterol 
levels be checked at least once every five years 
in healthy adults aged 20 and older. For those 

with elevated readings, recommended lifestyle 
changes include a diet low in saturated fat and 
cholesterol, increasing physical activity, and los-
ing excess weight. For many people with high 
cholesterol, diet and exercise alone are enough 
to bring it down to a satisfactory level. For the 
remainder, cholesterol-lowering drugs are avail-
able that may be effective in reducing cholesterol 
levels.

Ever Checked /  
Checked Within Last Five years

definitions

Ever Checked: “Yes” to the question, “Blood cho-
lesterol is a fatty substance found in the blood. 
Have you ever had your blood cholesterol 
checked?”

Checked Within the Last Five Years: Respondents 
whose replies to the question, “About how long 
has it been since you last had your blood cho-
lesterol checked?” indicate testing within the 
last five years.

Current Prevalence
Three-fourths of respondents in the 2005 BRFSS 
(75 percent) stated they had at some time had 
their blood cholesterol level checked. Thus, one-
fourth of adult Nebraskans (25 percent) were at 
risk since they had never had their cholesterol 
level checked (Table 31).
 Most of the survey respondents (70 percent) 
said they had their blood cholesterol level tested 
within the past five years.

Trend over Time
The proportion of Nebraska adults who had a 
blood cholesterol test done in the past five years 
has increased substantially since 1987 when 
fewer than one-half (45 percent) reported hav-
ing this screening done in the five years prior to 
the study (Figure 116). Prevalence of cholesterol 
testing rose steadily between 1987 and 1991, then 
leveled off at 60 to 62 percent through 1995. Since 

Cholesterol Screening

Figure 116
Trend	in	Proportion	of	
Respondents	Who	Had	
Cholesterol	Screening	in	
Past	Five	years		
(1987–2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 117
Proportion	of	Respondents	Who	Had	Cholesterol	Screening	in	Past	Five	years	by	Age	
(2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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  had cholesterol ever told
 never had checked in past 5 years by health professional
 cholesterol checked (as % of total respondents) that cholesterol is high

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

Total Adults  8,113  25% 23.7–26.4  7,984  70% 68.8–71.6 6,557 31% 29.5–32.7

Gender
Male  3,196  28% 25.7–29.8  3,162  67% 64.8–69.2 2,507 33% 30.8–35.5
Female  4,917  22% 20.6–24.0  4,822  73% 71.5–75.1 4,050 29% 27.0–31.3

Age
18–29  770  47% 42.5–52.0  762  49% 44.4–53.9 352 12% 8.0–16.5
30–44  1,929  28% 25.9–31.0  1,911  65% 61.9–67.3 1,357 22% 19.8–25.3
45–64  3,098  11% 9.4–12.1  3,067  84% 82.4–85.6 2,722 43% 40.3–45.0
65+  2,316  6% 5.1–7.4  2,244  91% 89.3–92.2 2,126 51% 48.3–53.5

Education
<High School  700  45% 39.5–50.7  680  53% 47.0–58.1 490 33% 27.2–40.1
High School  2,844  32% 28.6–34.7  2,787  63% 60.8–66.0 2,221 34% 31.0–37.0
Some College  2,308  23% 20.6–25.3  2,281  72% 69.7–74.6 1,883 32% 28.8–34.4
College Degree  2,251  17% 14.0–19.6  2,227  78% 75.2–81.0 1,956 30% 26.4–34.5

Income
<$15,000  835  31% 26.4–36.8  808  62% 56.6–67.4 658 40% 34.0–47.3
$15,000–$24,999  1,389  35% 31.4–39.6  1,362  60% 55.3–63.7 1,055 30% 26.6–34.7
$25,000–$49,999  2,450  28% 25.2–30.2  2,423  68% 65.4–70.6 1,945 33% 30.0–35.6
$50,000–$74,999  1,251  23% 20.3–26.1  1,246  71% 67.4–73.9 1,040 33% 27.9–38.4
$75,000+  1,180  13% 9.8–17.0  1,172  83% 78.8–86.4 1,058 28% 23.1–34.0

Race
White  7,909  24% 22.6–25.3  7,733  70% 68.9–71.8 6,452 31% 29.1–32.6
African American  1,826  19% 16.6–22.6  1,682  62% 58.5–65.5 1,489 27% 23.5–30.5
Asian American  112  31% 21.0–42.2  97  50% 37.9–63.0 67 22% 11.6–36.9
Native American  473  30% 24.8–36.4  352  84% 78.0–88.9 320 28% 22.2–34.0
Hispanic American  1,905  29% 25.8–31.5  1,609  44% 40.4–46.8 1,172 22% 18.3–25.1

Place	of	Residence
Rural  5,934  28% 26.8–30.1  5,827  66% 34.5–67.8 4,733 32% 29.5–33.5
Urban  2,179  22% 19.6–23.8  2,157  74% 71.9–76.3 1,824 31% 28.2–33.2

note: “Number” and “percent” exclude missing, don’t know, and refused responses.

Table 31: Cholesterol Screening and Awareness
Nebraska	Adults,	2005	(with	95%	Confidence	Intervals	—	SUDAAN)
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then, prevalence has increased to the 2005 rate of 
70 percent.

Who’s Received Screening in the Past Five 
Years in Nebraska?
Nebraska women (73 percent) were significantly 
more likely than men in the state (67 percent) to 
indicate they had their cholesterol level checked 
within the past five years (Table 31).
 Differences were found in prevalence of 
screening among all age groups, with older re-
spondents significantly more likely than young-
er ones to say that they had this testing done in 
the past five years (Figure 117). About one-half 
of respondents aged 18 to 29 (49 percent) and 65 
percent of those aged 30 to 44 years reported this 
testing. The proportion was significantly higher 
among respondents aged 45 to 64 (84 percent) 
and those aged 65 and older (91 percent).
 Prevalence of cholesterol screening increased 
significantly with increasing education from 
a low of 53 percent for persons with less than a 
high school education to 78 percent for those 
with a college degree (Table 31).
 The proportion of respondents who had their 
cholesterol levels checked in the past five years 
was significantly higher for those with incomes 
of $75,000 or more per year (83 percent) than for 
persons in all lower income brackets.

 A significantly greater proportion of Native 
Americans (84 percent) reported having a cho-
lesterol check in the past five years, compared 
to all other racial ethnic groups in the state in 
2005 (Figure 118). White Nebraskans (70 per-
cent) were significantly more likely than Afri-
can Americans (62 percent), Asian Americans 
(50 percent), and Hispanic Americans (44 per-
cent) to have had their cholesterol tested during 
the last five years. African Americans were also 
significantly more likely than Hispanic Nebras-
kans to indicate they had this screening within 
the stated time period.
 Three-fourths of urban adults (74 percent) had 
their cholesterol level checked in the past five 
years, compared to two-thirds of rural residents 
(66 percent) — a significant difference (Table 
31).

Ever Told Cholesterol Is High

definition

Ever Told Cholesterol Is High: Respondents who 
have ever had their blood cholesterol checked 
and were told it was high by a doctor, nurse, or 
other health professional.

Current Prevalence
Among respondents who reported ever having 
their blood cholesterol level checked, 31 percent 
said their doctor or other health professional 
told them it was high. 

Trend over Time
The proportion of respondents who had ever 
been told their cholesterol level is high has in-
creased somewhat since the 1989–1990 BRFSS 
(Figure 119), when 24 percent of those who had 
the screening done were told it was high. The 
proportion with high blood cholesterol levels 
has been the highest in the 2003 and 2005 stud-
ies (31 percent each).

  nebraska united states

Nebraska 2010 Objectives 2010 Target BRFSS 2005 BRFSS 2005 2010 Target

Proportion of adults aged 18 and older who had  
blood cholesterol level checked in past 5 years.  
(Data are not age-adjusted). 80% 70% 73% 80%

Figure 118
Proportion	of	
Respondents	Who	Had	
Cholesterol	Screening	
in	Past	Five	years	by	
Race/Ethnicity	(2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Who’s at Risk in Nebraska?
The proportion of men who had ever been told 
their cholesterol level was high (33 percent) was 
somewhat greater than the proportion of wom-
en (29 percent), but the difference was not sig-
nificant.
 The proportion of respondents who were told 
they have elevated blood cholesterol levels in-
creased significantly with advancing age for the 
age brackets shown (Figure 120). Only 12 percent 
of young adults aged 18 to 29 reported high cho-
lesterol, compared to 22 percent of adults aged 30 
to 44. More than four of every ten respondents in 
the 45-to-64 age group (43 percent) and one-half 
of all respondents aged 65 and older (51 percent) 
had been told by a health professional that their 
blood cholesterol was elevated.
 White Nebraskans (31 percent) were signifi-
cantly more likely than Hispanic Nebraskans 
(22 percent) to ever have been told they had high 
cholesterol (Table 31). Other differences by race 
were not significant.
 No significant differences in prevalence of 
high blood cholesterol level were evident by edu-
cational level, household income, or place of resi-
dence of respondents.

Figure 120
Respondents	Ever	Told	Their	Cholesterol	Is	High	by	Age	(2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 119
Trend	in	Proportion	of	Respondents	Who	Have	Been	Told	Their	Cholesterol	Is	High	
(1989–2005)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Colorectal cancer is the second leading 
cause of cancer deaths in Nebraska, ac-
counting for 357 deaths in 2004. Risk fac-

tors for colorectal cancer include: increasing age, 
personal or family history of colorectal cancer or 
polyps, personal or family history of inflammato-
ry bowel disease, physical inactivity, obesity, high 
alcohol consumption, and cigarette smoking.
 Since about three-fourths of all colorectal can-
cer occurs in people with no known risk factors, 
regular screening is important. Screening guide-
lines published by the American Cancer Society 
state that screening for asymptomatic persons 

with no personal or family history of colorectal 
cancer or related conditions should begin at age 
50. Recommended screening methods include: 
either fecal occult blood testing annually, flex-
ible sigmoidoscopy every five years, colonoscopy 
every ten years, double contrast barium enema 
every five years, or some combination of these 
approaches. In addition, guidelines advise that 
high-risk individuals begin screening before age 
50, increase the frequency of screening, or both.
 Only respondents who were 50 years of age 
or older were asked questions about blood stool 
testing and sigmoidoscopy/colonoscopy.

Blood Stool Testing

definition

Ever Had a Blood Stool Test: “Yes” to the ques-
tion, “A blood stool test is a test that may use a 
special kit at home to determine whether the 
stool contains blood. Have you ever had this 
test using a home kit?”

Current Prevalence
Of all respondents aged 50 and older in the 2004 
and 2006 BRFSS, 46 percent reported ever hav-
ing a blood stool test, using a home kit.
 Of adults in this age group, 29 percent stated 
that they had this test done within the past two 
years (Figure 121). Sixteen percent had a blood 
stool test done more than two years ago. The re-
maining 55 percent had never had this screening 
done.

Trend over Time
The proportion of adults aged 50 and older who 
reported having a blood stool test in the two 
years prior to the survey has decreased some-
what from 35 percent in 2001 to 28 percent in 
2006 (Figure 122).

Colorectal Cancer Screening

Figure 121
When	Respondent	Had	
Last	Blood	Stool	Test	
Respondents	Aged	50	or	
Older	(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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More Than 2 Years Ago
Never

Figure 122
Trend	in	Proportion	of	Adults	Aged	50+	Who	Had	Blood	Stool	Test	in	Past	Two	years	
(2001–2006)
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 had a home blood stool ever had a sigmoidoscopy
 test in past two years or colonoscopy

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

Adults Aged 50+ 9,005 29% 26.7–29.1 9,079 48% 46.4–49.1

Gender

Male 3,400 27% 24.8–28.5 3,408 46% 43.5–47.7

Female 5,605 29% 27.8–30.9 5,671 50% 48.2–51.6

Age

50–64 4,606 24% 22.6–25.8 4,608 43% 41.0–44.7

65+ 4,399 34% 32.7–36.3 4,471 56% 54.6–58.2

Education

<High School 809 18% 14.5–23.0 817 36% 31.0–42.2

High School 3,624 26% 24.2–28.0 3,649 44% 41.4–45.7

Some College 2,414 30% 27.4–32.0 2,438 49% 46.9–51.9

College Degree 2,143 32% 29.4–34.5 2,159 55% 52.5–57.8

Income

<$15,000 1,104 21% 17.2–24.2 1,114 41% 36.5–45.3

$15,000–$24,999 1,768 25% 22.6–28.3 1,775 41% 37.7–44.3

$25,000–$49,999 2,662 27% 25.0–29.1 2,673 45% 43.0–47.8

$50,000–$74,999 1,074 33% 29.8–37.0 1,077 51% 47.4–54.7

$75,000+ 1,083 33% 29.2–37.0 1,087 56% 52.0–60.0

Race

White 8,772 28% 26.7–29.2 8,848 48% 46.5–49.2

African American 669 28% 23.5–32.6 380 49% 43.4–54.4

Asian American 17 # # 18 # #

Native American 157 20% 12.9–29.9 157 36% 26.0–46.3

Hispanic American 336 14% 10.7–19.3 338 33% 26.6–39.3

Place	of	Residence

Rural 7,024 25% 24.1–26.7 7,081 43% 41.6–44.5

Urban 1,981 32% 29.4–33.9 1,998 54% 51.8–56.7

NOTE: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50.

Table 32: Colorectal 
Cancer Screening
Nebraska	Adults	Aged	50	
and	Older,	2004	+	2006	
(with	95%	Confidence	
Intervals	—	SUDAAN)
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Who Has Received This Screening in the Past 
Two Years?
Men (27 percent) and women (29 percent) were 
about equally likely to say they had a blood stool 
test in the preceding two years (Table 32).
 A significantly greater proportion of adults 
aged 65 and older (34 percent) stated they had 
used a home kit to test for blood in the stools in 
the last two years, compared to adults aged 50 to 
64 (24 percent).
 Prevalence of blood stool testing increased 
with increasing levels of education. The propor-
tion of respondents with less than a high school 
education who had a blood stool test in the last 
two years (18 percent) was significantly smaller 
than the proportions for persons with all addi-
tional levels of education. College graduates (32 
percent) were also significantly more likely than 
high school graduates (26 percent) to have had 
this test in the specified time period.
 Adults aged 50 and older with annual incomes 
of $50,000 or more (33 percent) were significant-
ly more likely than those with incomes below 
$50,000 per year to report having a blood stool 
test in the past two years. 
 White (28 percent) and African American (28 
percent) respondents in the 50-and-older age 
group were significantly more likely than His-
panic Americans (14 percent) to say they had 
this screening within the previous two years.

 The proportion of urban residents who indi-
cated they had a blood stool test in the last two 
years (32 percent) was significantly greater than 
the proportion reported by rural Nebraskans (25 
percent).

Nebraska and the Nation
Nationwide, 25 percent of adults aged 50 and 
older participating in the 2004 and 2006 stud-
ies (combined) reported having a blood stool test 
in the past two years (Figure 123). Prevalence of 
this screening was higher than the national me-
dian in Nebraska (29 percent), Iowa (28 percent), 
Kansas (29 percent) and Colorado (30 percent). 
Rates were lower in Wyoming (19 percent) and 
Missouri (23 percent).

Sigmoidoscopy or Colonoscopy Exams

definition

Ever Had a Sigmoidoscopy or Colonoscopy: “Yes” 
to the question, “Sigmoidoscopy and colonos-
copy are exams in which a tube is inserted into 
the rectum to view the colon for signs of can-
cer or other health problems. Have you ever 
had either of these exams?”

Current Prevalence
Nearly one-half of persons aged 50 and older re-
sponding to the 2004 and 2006 Nebraska BRFSS 
(48 percent) reported ever having a sigmoidos-
copy or colonoscopy (Table 32).
 One-fourth of all adults aged 50 and older (26 
percent) had their last sigmoidoscopy or colo-
noscopy within the last two years (Figure 124). 
Fourteen percent reported last having this exam 
between two and five years ago, while nine per-
cent said it had been five years or more since they 
had a sigmoidoscopy or colonoscopy. About one-
half of all respondents (51 percent) had never had 
either of these examinations. 

  nebraska united states

  BRFSS BRFSS
 Nebraska 2010 Objectives 2010 Target 2004+2006 2004+2006 2010 Target

Proportion of adults aged 50+ who had blood  
stool test in past 2 years (as % of total).  
(Data not age-adjusted). 50% 29% 25% 50%

Figure 123
Had	Blood	Stool	Test	
in	Past	Two	years	
Adults	Aged	50	or	Older	
(2004	+	2006)
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Trend over Time
The proportion of respondents who ever had one 
of these tests increased from 38 percent in the 
2001 study to 51 percent in 2006 (Figure 125).

Who Has Received Screening?
Women (50 percent) were significantly more 
likely than men (46 percent) to report ever hav-
ing a sigmoidoscopy or colonoscopy (Table 32).
 A significantly greater proportion of respon-
dents aged 65 and older (56 percent) indicated 

they ever had either of these tests, compared to 
those aged 50 to 64 (43 percent).
 Respondents with a college degree (55 percent) 
or some college/technical school (49 percent) 
were significantly more likely than high school 
graduates (44 percent) or respondents who had 
not completed high school (36 percent) to say 
they ever had these tests. 
 A significantly greater proportion of persons 
with annual household incomes of $50,000 or 
more (51 to 56 percent) stated they ever had ei-
ther of these tests, compared to those with in-
comes below $25,000 (41 percent).
 White Nebraskans aged 50 and older (48 per-
cent) were significantly more likely than Native 
Americans (36 percent) or Hispanic Americans 
(33 percent) in this age group to report having a 
colonoscopy or sigmoidoscopy (Figure 126). Af-
rican Americans (49 percent) were also signifi-
cantly more likely than Hispanic Nebraskans to 
have had these exams.
 Prevalence of this testing was significantly high-
er among urban Nebraskans (54 percent) than 
among residents of rural counties (43 percent).

Nebraska and the Nation
In 2004–2006, Nebraska (49 percent) ranked 
well below the national median (55 percent) 
in proportion of adults aged 50 and older who 
ever had a sigmoidoscopy or colonoscopy exam 
(Figure 127). The Nebraska rate was also lower 
than rates for each of the surrounding states, 
where prevalence ranged from 51 percent for 
Wyoming to 55 percent for Missouri.

  nebraska united states

  BRFSS BRFSS
 Nebraska 2010 Objectives 2010 Target 2004+2006 2004+2006 2010 Target

Proportion of adults aged 50+ who ever had  
sigmoidoscopy or colonoscopy.  
(Data not age-adjusted). 50% 49% 55% 50%

Figure 124
Time	Since	Last	
Sigmoidoscopy	
or	Colonoscopy,	
Respondents	Aged	50+	
(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 125
Trend	in	Proportion	of	Adults	Aged	50+	Who	Ever	Had	Sigmoidoscopy	or	
Colonoscopy	(2001–2006)
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Figure 126
Proportion	of	Adults	Aged	50+	Who	Ever	Had	Sigmoidoscopy	or	Colonoscopy	by	
Race/Ethnicity	(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 127
Ever	Had	a	Sigmoidoscopy	or	Colonoscopy,	Adults	Aged	50	or	Older	(2004	+	2006)
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Prostate cancer is the most commonly 
diagnosed form of cancer (other than 
skin cancer) among males in the United 

States. It is estimated that more than 218,890 new 
cases of prostate cancer will be diagnosed in the 
U.S. in 2007. Although deaths due to prostate 
cancer have been declining in recent years, this 
disease is expected to result in 27,050 deaths na-
tionwide in 2007. 
 The American Cancer Society estimates that 
there will be 1,260 new cases of prostate cancer 
diagnosed and 170 deaths due to this form of 
cancer in Nebraska in 2007.
 There has been a lack of consensus about the 
usefulness of prostate cancer screening. Two 
methods are commonly used. The digital rectal 
exam (DRE) has been used for years as a screen-
ing test, but its ability to detect prostate cancer is 
limited. The prostate-specific antigen (PSA) test 
measures the level of PSA in the blood. The level 
of PSA can rise naturally as men age or if pros-
tate abnormalities are present.
 Currently, the American Cancer Society rec-
ommends that the PSA test and the digital rectal 
exam be offered annually, beginning at age 50, 
to men who have a life expectancy of at least 10 
years. Men at high risk (African American men 
and men with a strong family history of pros-
tate cancer at an early age) should begin testing 
at age 45. Information should be provided about 
the benefits and limitations of early detection 

and treatment of prostate cancer so that men can 
make an informed decision about testing.

Prostate-Specific Antigen (PSA) Testing

definition

Ever Had a PSA Test: “Yes” to the question, “A 
Prostate-Specific Antigen test, also called a PSA 
test, is a blood test used to check men for pros-
tate cancer. Have you ever had a PSA test?”

In 2004 and 2006, men aged 40 and older were 
asked questions about prostate cancer screening. 
However, since screening guidelines refer pri-
marily to men aged 50 and older, data for this 
age group will generally be presented here.

Current Prevalence
Overall, 75 percent of men aged 50 and older in 
the combined 2004 and 2006 Nebraska BRFSS 
reported ever having a PSA test (Table 33).

Trend over Time
The proportion of men in this age group who re-
ported ever having a PSA test increased from 69 
percent in 2001 to 77 percent in 2006 (Figure 128).

Who Has Ever Had the PSA Test?
A significantly greater proportion of men aged 
65 and older (86 percent) ever had this screening 
for prostate cancer, compared to men aged 50 to 
64 years (69 percent) (Table 33).
 Men with college degrees (83 percent) or some 
college or technical training (77 percent) were 
significantly more likely to have ever had a PSA 
test than men with less education. High school 
graduates (69 percent) were also significantly 
more likely than respondents who had not com-
pleted high school (53 percent) to indicate they 
ever had this screening.
 The PSA screening rate for Nebraska men 
aged 50 and older with annual household in-
comes of $75,000 or more (86 percent) was sig-
nificantly higher than rates for those with lower 

Prostate Cancer Screening

Figure 128
Trend	in	Proportion	of	
Men	Aged	50+	Who	
Ever	Had	Prostate-
Specific	Antigen	Test	
(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Table 33: M
en’s H

ealth: Prostate C
ancer Screening

Nebraska	M
en	50	and	Older,	2004	+	2006	(with	95%

	Confidence	Intervals	—	SUDAAN)
  had a psa blood ever had a had a digital rectal
 ever had a psa blood test test in past year digital rectal exam exam in past year

 Total  Confidence Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval Number Percent Interval

Males Aged 50+ 3,345 75% 72.9–76.7  3,299   54% 51.6–55.9 3,417 82% 80.1–83.4 3,371 46% 44.0–48.2

Age
50–64  1,835 69% 65.9–71.3  1,821   47% 43.9–49.7 1,881 79% 77.0–81.6 1,861 41% 38.6–44.3
65+ 1,510 86% 83.4–87.8  1,478   66% 63.0–68.9 1,536 86% 84.0–88.1 1,510 54% 51.2–57.3

Education
<High School 325 53% 44.4–60.9  315   36% 29.0–44.0 331 63% 53.5–70.8 324 36% 28.0–44.2
High School 1,292 69% 65.6–72.4  1,271   51% 47.3–54.5 1,326 78% 74.6–80.7 1,305 41% 38.0–44.8
Some College 800 77% 73.4–80.6  791   54% 50.0–58.2 818 82% 78.5–85.1 808 45% 40.8–49.2
College Degree 922 83% 80.2–85.9  916   62% 57.9–65.6 936 89% 86.3–91.3 929 55% 51.4–59.3

Income
<$15,000 286 54% 46.2–62.2  286   32% 26.0–39.3 299 69% 61.4–76.5 294 28% 21.6–34.5
$15,000–$24,999 584 62% 56.0–67.3  572   43% 37.3–48.6 596 67% 61.4–72.8 584 33% 28.1–38.1
$25,000–$49,999 1,102 73% 69.3–76.2  1,090   53% 48.8–56.2 1,128 82% 79.0–85.0 1,118 49% 45.0–52.3
$50,000–$74,999 504 78% 73.2–81.3  501   56% 51.1–61.2 515 84% 80.4–87.7 512 50% 44.7–54.7
$75,000+ 573 86% 81.9–88.7  567   66% 61.0–70.2 579 89% 85.6–92.1 574 55% 49.3–59.8

Race
White 3,241 75% 73.5–77.3  3,241   75% 73.5–77.3 3,312 83% 81.0–84.2 3,268 46% 44.0–48.3
African American 212 65% 55.7–74.1  208   40% 31.3–49.9 219 74% 64.7–82.1 216 37% 28.2–46.2
Asian American 10 # #  10   #  # 10 # # 10 # #
Native American 62* 54% 38.0–69.6  62*   54% 38.0–69.6 52 72% 53.6–85.6 52 41% 26.5–58.1
Hispanic American 134 52% 40.2–63.4  132   36% 26.2–47.2 139 60% 49.6–70.4 137 28% 19.8–38.6

Place	of	Residence
Rural 2,592 74% 71.6–75.8  2,551   53% 50.5–55.2 2,649 80% 78.0–81.8 2,613 44% 41.6–46.3
Urban 753 76% 72.8–79.7  748   55% 51.1–59.0 768 84% 81.3–87.2 758 49% 45.4–53.3

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50.
* Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in “minority” sample.
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incomes. Rates for men with incomes of $25,000 
to $74,999 (73 to 78 percent) were significantly 
higher than rates for men with incomes below 
$25,000 per year (54 to 62 percent).
 White men in Nebraska reported a signifi-
cantly higher PSA screening rate (75 percent) 
than Native Americans (54 percent) and His-
panic Americans (52 percent) in 2004–2006. 
Among African Americans, 65 percent said they 
ever had a prostate-specific antigen test.
 Urban (76 percent) and rural (74 percent) 
male residents of Nebraska were about equally 
likely to state they ever had a PSA test to check 
for prostate cancer.

Last PSA Test

Current Prevalence
More than one-half of all male respondents aged 
50 and older (54 percent) reported having a PSA 
test in the last 12 months (Figure 129). Twelve 

percent had this test one to two years ago, while 
it had been more than two years ago for nine 
percent. One-fourth of the men in this age group 
(25 percent) stated they had never had a PSA test 
to screen for possible prostate cancer.
 Trends by age, education, income, race/eth-
nicity, and place of residence for men having 
their last PSA test in the past year were similar to 
those reported for men ever having a PSA test. 

Digital Rectal Examination (DRE)

definition

Ever Had a Digital Rectal Exam: “Yes” to the ques-
tion, “A digital rectal exam is an exam in which 
a doctor, nurse, or other health professional 
places a gloved finger into the rectum to feel the 
size, shape, and hardness of the prostate gland. 
Have you ever had a digital rectal exam?”

Current Prevalence
Eight out of ten men aged 50 and older (82 percent) 
in the 2004 and 2006 BRFSS (combined) reported 
ever having a digital rectal exam (Table 33).

Trend over Time
The proportion of men in this age group who ever 
had a DRE increased from 70 percent in 2001 and 
2002 to 83 percent in 2006 (Figure 130). 

Who Has Ever Had a DRE?
A significantly greater proportion of men aged 
65 and over (86 percent) indicated they ever had 
a DRE, compared to men aged 50 to 64 (79 per-
cent) (Table 33).
 College graduates (89 percent) were signifi-
cantly more likely than men with less education 
to report ever having a DRE. Men with less than 
a high school education (63 percent) were signifi-
cantly less likely than high school graduates (78 
percent), men with some college (82 percent) or 
college degrees to have ever had this exam.
 Men with higher household incomes were also 
significantly more likely than those with lower 
annual incomes to indicate they ever had a DRE. 
Among respondents with incomes of $75,000 or 
more, 89 percent ever had this exam. In contrast, 
only 67 to 69 percent of men with incomes be-
low $25,000 said they ever had this screening for 
prostate cancer.

Figure 129
Last	Prostate-Specific	
Antigen	Test	
Men	Aged	50+	
(2004	+	2006)
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Figure 130
Trend	in	Proportion	of	Men	Aged	50+	Who	Ever	Had	Digital	Rectal	Exam		
(2001–2006)
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 The proportion of white men aged 50 and 
older who ever had a DRE (83 percent) was sig-
nificantly greater than the corresponding pro-
portion of Hispanic men in this age group (60 
percent) in Nebraska.
 The proportions of men aged 50 and older 
who ever had this exam were not significantly 
different in rural (80 percent) and urban (84 per-
cent) counties in Nebraska.

Last DRE

Current Prevalence
Less than one-half of all male respondents aged 
50 and older (46 percent) said they had a DRE 
within the past year (Figure 131). One-fourth (27 
percent) stated they had this exam between 1 and 
5 years ago, while 9 percent said it had been 5 or 
more years ago. Eighteen percent indicated they 
never had a digital rectal examination.
 Trends by age, education, income, race/ethnic-
ity, and place of residence of respondents were 
similar to those noted for men aged 50 or older 
ever having a DRE.

Ever Told Have Prostate Cancer

In 2004 and 2006, men aged 40 and older were 
asked, “Have you ever been told by a doctor, 
nurse, or other health professional that you had 
prostate cancer?” Four percent of respondents 
stated they did have prostate cancer.

Prevalence of diagnosed prostate cancer was 
significantly higher among men aged 65 and 
older (13 percent) than among men aged 50 to 
64 (1 percent). Less than one percent of men 
aged 40 to 44 reported ever being told they have 
prostate cancer.

Figure 131
Last	Digital	Rectal	Exam	
(DRE)	Men	Aged	50+	
(2004	+	2006)
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Within Past Year
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2-5 Years Ago
5+ Years Ago
Never Had DRE
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Breast Cancer

Breast cancer is the most frequently diagnosed 
cancer among women in the United States and 
in Nebraska. Breast cancer ranks second only to 
lung cancer as a cause of cancer deaths among 
women. In Nebraska, this disease caused the 
deaths of 248 women in 2004.
 According to the American Cancer Society, 
mammography is very valuable as an early detec-
tion tool because it can identify breast cancer at 
an early stage, usually before physical symptoms 
develop. Studies have shown that early detection 
saves lives and increases treatment options.

 The American Cancer Society recommends 
yearly mammograms starting at age 40. Clini-
cal breast examinations should also be done an-
nually for women aged 40 and older and every 
three years for women in their twenties and thir-
ties. All women should perform monthly breast 
self-examinations.

Ever Had a Mammogram

definition

Ever Had a Mammogram: Women in the survey 
were read a statement describing a mammo-
gram as “an x-ray of each breast to look for 
breast cancer.” They were then asked if they 
“ever had a mammogram.”

Current Prevalence
The majority of women aged 40 and older (89 
percent) in 2004 and 2006 (combined) reported 
ever having a mammogram. However, 11 percent 
were at risk because they never had this recom-
mended screening.

Trend over Time
The proportion of Nebraska women aged 40 and 
older who ever had a mammogram has more 
than doubled since 1987–1988 when only 40 per-
cent said they ever had this screening performed 
(Figure 132).

Had Mammogram in the Past year

Current Prevalence
In 2004–2006, 61 percent of all female respon-
dents aged 40 and over had a mammogram at 
some time within the past year (Figure 133). An 
additional 14 percent had this exam between one 
and two years ago. Thus, 75 percent of women 
in the target age group had received a mammo-
gram within the past two years. Eight percent 
reported having this screening between two and 
five years ago, while it had been five years or lon-
ger for 6 percent of respondents. Eleven percent 
had never had a mammogram.

Women’s Health

Figure 132
Trend	in	Proportion	of	
Women	Aged	40+	Who	
Ever	Had	a	Mammogram	
(1987–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 133
Time	Since	Last	Mammogram,	Women	Aged	40+	(2004	+	2006)
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 had a mammogram in past had clinical breast exam in
 year (women aged 40+) past year (women aged 18+)

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

Females Aged 40+ 7,536 61% 58.9–62.9 9,916 66% 64.8–67.5

Age

18–29 -- -- -- 979 67% 63.0–71.0

30–44 -- -- -- 2,379 69% 66.6–71.1

40–44 900 45% 41.3–49.3 -- -- --

45–64 3,717 66% 63.9–67.6 3,699 70% 68.6–72.2

65+ 2,919 61% 58.9–63.3 2,859 58% 55.3–59.8

Education

<High School 584 54% 46.3–62.5 756 55% 49.4–59.9

High School 2,898 57% 53.8–61.0 3,447 59% 56.7–61.9

Some College 2,198 60% 56.5–63.5 2,961 65% 62.9–67.6

College Degree 1,845 68% 64.9–71.7 2,739 75% 72.3–77.7

Income

<$15,000 947 47% 41.7–52.5 1,142 53% 48.0–57.5

$15,000–$24,999 1,424 54% 48.2–58.8 1,817 58% 54.6–61.6

$25,000–$49,999 2,135 58% 54.5–61.5 2,948 65% 62.9–67.9

$50,000–$74,999 934 67% 61.7–71.6 1,398 75% 71.2–78.7

$75,000+ 896 71% 66.3–75.7 1,250 74% 69.6–77.4

Race

White 7,322 61% 58.8–63.0 9,498 67% 65.5–68.3

African American 618 61% 54.2–68.0 833 69% 64.0–73.0

Asian American 14 # # 79* 50% 33.2–66.0

Native American 154 46% 32.6–60.3 272 53% 44.5–60.6

Hispanic American 352 55% 47.3–62.4 854 54% 48.3–58.4

Place	of	Residence

Rural 5,792 57% 54.6–59.2 7,445 63% 61.7–64.9

Urban 1,744 66% 62.9–70.0 2,471 70% 67.4–72.0

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
* Includes respondents from “minority” and “regular” BRFSS due to < 50 respondents to question in  
“minority” sample.

# – Data not reported due to N < 50.

Table 34: Women’s 
Health: Breast 
Cancer Screening
Nebraska	Women,	
2004	+	2006	(with	
95%	Confidence	
Intervals	—	SUDAAN)
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Trend over Time
The proportion of women in this age group who 
have had a mammogram in the last 12 months 
increased considerably between 1993 and 1999, 
moving from 44 percent in 1993 to 60 percent in 
1999 (Figure 134). Since then, the proportion has 
remained at 60 to 62 percent each year.

Who Has Received Screening?
Two-thirds of women aged 45 to 64 (66 percent) 
reported having a mammogram in the past 12 
months — a significantly greater screening rate 
than that recorded for older or younger women 
(Table 34). Among women aged 65 and older, 
61 percent had a mammogram in the last year. 
This rate is significantly greater than the rate for 
women aged 40 to 44 (45 percent). 
 Women with college degrees (68 percent) were 
significantly more likely than women with less 
education to have had this screening in the past 
year. Screening rates for women with lower lev-
els of education ranged from 54 percent for those 
with less than a high school education to 60 per-
cent for women with some college or technical 
training.
 Women aged 40 and older with household 
incomes of $50,000 or more (67 to 71 percent) 
were significantly more likely than those with 
incomes under $15,000 per year (47 percent) and 
incomes of $15,000 to $49,999 (54 to 58 percent) 
to indicate they had a mammogram in the past 
12 months (Figure 135).
 Women living in urban counties in Nebraska 
(66 percent) were significantly more likely than 
those living in rural counties in the state (57 per-
cent) to report having a mammogram in the last 
year (Table 34).
 Although some differences were found in pro-
portion of women aged 40 and older receiving 
mammograms in the past year by race and ethnic 
origin, none of these differences were significant.

Nebraska and the Nation
The proportion of women aged 40 and older 
who had a mammogram in the past two years 
was one percentage point lower in Nebraska (75 
percent), compared to the national median of 76 
percent (Figure 136). Of the surrounding states, 
only Iowa (76 percent) matched the national 
median, followed by Kansas, South Dakota, and 
Nebraska (all with 75 percent). Screening preva-
lence was quite a bit lower in Colorado (72 per-

Figure 134
Trend	in	Proportion	of	Women	Aged	40+	Who	Had	Mammogram	in	Past	year	
(1993–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 135
Women	Aged	40+	Who	Had	Mammogram	in	Past	year	by	Household	Income	
(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 136
Had	Mammogram	in	Past	Two	years,	Women	Aged	40	and	Older	(2004+2006)
(Data	not	age-adjusted)
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cent), Missouri (70 percent), and Wyoming (68 
percent).

Clinical Breast Exams
 
definition

Women in this survey were read the following 
description of a clinical breast exam: “A clinical 
breast exam is when a doctor, nurse, or other 
health professional feels the breast for lumps.” 
They were then asked if they ever had a clinical 
breast exam.

Current Prevalence
Ninety percent of women aged 18 or older in the 
2004 and 2006 Nebraska BRFSS (90 percent) 
said they had at some time had a clinical breast 
examination (CBE).
 Two-thirds of female respondents aged 18 and 
older (66 percent) reported having a CBE in the 
last 12 months (Figure 137). An additional 12 per-
cent had this exam one to two years ago, while 7 
percent indicated it had been two to five years 
since their last CBE. Five percent said it had been 
five years or more since they had this exam.

Trend over Time
The proportion of women aged 18 and over who 
stated they had a CBE in the past year decreased 
to 64 percent in 2006 from 68 percent each in 
2002 and 2004.

Who Has Received Screening?
The proportion of women aged 65 and older who 
had their last CBE within the past 12 months (58 
percent) was significantly lower than the pro-
portion of younger women (67 to 70 percent) 
(Table 34).
 Women with some college or technical train-
ing (65 percent) or college degrees (75 percent) 
were significantly more likely than women with 
high school diplomas (59 percent) or less than a 
high school education (55 percent) to have a CBE 
in the past year. College graduates were also sig-
nificantly more likely than women with some 
college to have had this exam in the specified 
time period.
 The proportion of women who had a CBE in 
the past year increased significantly with increas-
ing household income. Three-fourths of respon-
dents with incomes of $50,000 or more said they 
had this screening in the past year, compared to 
65 percent of those with incomes in the middle 
range ($25,000 to $49,999) and 53 to 58 percent of 
women with incomes below $25,000.

  nebraska united states

  BRFSS BRFSS
 Nebraska 2010 Objectives 2010 Target 2004+2006 2004+2006 2010 Target

Proportion of women aged 40+ who had a  
mammogram in the past 2 years.  
(Data not age-adjusted). 75% 75% 76% 70%

Figure 137
Time	Since	Last	Clinical	
Breast	Exam	
Women	Aged	18+	
(2004	+	2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 138
Women	Aged	18+	Who	Had	CBE*	in	Past	year	by	Race/Ethnic	Origin	(2004+2006)

*CBE	=	Clinical	Breast	Examination
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 African American (69 percent) and white (67 
percent) women were significantly more likely 
than Hispanic (54 percent) and Native American 
(53 percent) women to report they had a CBE in 
the last 12 months (Figure 138).
 Urban women (70 percent) were significantly 
more likely than rural women (63 percent) to 
indicate they had a CBE during the 12 months 
preceding the survey (Table 34).

Cervical Cancer

Pap tests are used to detect cervical cancer in 
women. Early cervical pre-cancers or cancers 
often have no signs or symptoms, so it is impor-
tant for women to have regular Pap tests. The 
American Cancer Society recommends that 
women who are, or have been, sexually active or 
who have reached 21 years of age should have a 
Pap test performed annually, along with a pelvic 
exam. At or after age 30 and after three or more 
consecutive annual exams with normal results, 

the Pap test may be performed less frequently at 
the discretion of the physician.

Ever Had a Pap Test

definition

Female respondents were read this description 
of a Pap test: “A Pap test is a test for cancer of the 
cervix.” They were then asked if they “ever had 
a Pap test.” 

Current Prevalence
Among women aged 18 and older, 94 percent in 
the 2004 and 2006 BRFSS reported having a Pap 
test at some time in their lives (Table 35).

Trend over Time
The proportion of women who ever had a Pap 
test has varied little since 1993 (Figure 139), rang-
ing from 92 to 95 percent.

Had a Pap Test in the Past Three years

Current Prevalence
The majority of women participating in the 
2004–2006 BRFSS (85 percent) reported that 
they had this test performed within the past 
three years (Table 35).

Trend over Time 
The proportion of women aged 18 and older who 
had a Pap test in the last three years has sur-
passed 80 percent since 1999 (Figure 140).

Who Has Received Screening in the Past 
Three Years?
The proportion of women aged 18 and older 
who reported having a Pap test in the past three 
years decreased significantly with advancing age 
bracket of respondent (Figure 141). The screen-
ing rate was significantly higher for women aged 
18 to 29 (97 percent) than for older women. More 
than nine out of ten women aged 30 to 44 (92 
percent) had this exam, compared to 83 percent 
of those in the 45-to-64 age group and 60 percent 
of women aged 65 and older.
 The screening rate for college graduates (88 per-
cent) was significantly higher than rates for wom-
en at each of the lower educational levels, where 
rates ranged from 81 percent for high school grad-
uates to 85 percent for women who had technical 
training or some college (Table 35).

Figure 139
Trend	in	Proportion	of	
Women	Aged	18+	
Who	Ever	Had	Pap	Test	
(1993–2006)
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Figure 140
Trend	in	Proportion	of	Women	Aged	18+	Who	Had	Pap	Test	in	Past	3	years		
(1993–2006)
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 ever had a pap test had a pap test in past 3 years

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

Adult Females 10,039 94% 93.5–95.1 9,468 85% 84.1–85.7

Age

18–29 981 91% 88.3–92.9 883 97% 95.0–98.2

30–44 2,382 99% 98.1–99.1 2,334 92% 90.4–93.1

45–64 3,728 99% 98.2–99.1 3,644 83% 81.0–84.0

65+ 2,948 92% 90.2–92.8 2,607 60% 57.9–62.5

Education

<High School 771 88% 84.1–90.7 654 82% 78.8–85.4

High School 3,508 94% 92.2–95.3 3,292 81% 79.5–82.8

Some College 2,986 95% 93.7–96.2 2,839 85% 83.2–86.2

College Degree 2,760 97% 95.6–98.1 2,674 88% 86.9–89.9

Income

<$15,000 1,162 93% 90.1–94.6 1,051 75% 70.8–78.2

$15,000–$24,999 1,837 95% 93.6–96.3 1,711 82% 79.9–83.9

$25,000–$49,999 2,966 95% 93.0–96.2 2,840 85% 83.8–86.6

$50,000–$74,999 1,407 98% 95.0–99.5 1,393 88% 84.4–90.3

$75,000+ 1,255 95% 91.4–96.7 1,231 88% 84.9–90.4

Race

White 9,619 95% 93.6–95.4 9,088 85% 83.9–85.5

African American 844 94% 91.8–96.3 791 91% 88.2–92.5

Asian American 79* 89% 79.2–94.3 66 93% 83.2–97.1

Native American 276 92% 84.5–95.7 256 87% 80.6–92.0

Hispanic American 866 91% 88.4–93.5 794 90% 86.0–92.6

Place	of	Residence

Rural 7,543 94% 93.2–95.1 7,082 83% 81.8–83.8

Urban 2,496 95% 93.0–95.8 2,386 88% 86.2–88.8

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50.
* Includes respondents from “minority” and “regular” BRFSS due to <50 respondents to question in  
“minority” sample.

Table 35: Women’s 
Health: Pap Test
Nebraska	Women	
Aged	18	and	Older,	
2004	+	2006	(with	
95%	Confidence	
Intervals	—	SUDAAN)
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The proportion of women in the upper income 
brackets ($50,000 and above) who had a Pap 
test in the past three years (88 percent) was sig-
nificantly higher than the proportion reported 
for women with household incomes of less than 
$25,000 per year.
 Significantly greater proportions of African 
American (91 percent) and Hispanic American 
(90 percent) women had Pap tests in the past 
three years, compared to white women (85 per-
cent) in Nebraska.
 Women living in urban counties in Nebraska 
(88 percent) were significantly more likely than 
those living in rural areas (83 percent) to have had 
a Pap test in the last three years.

Nebraska and the Nation
The proportion of women aged 18 and older who 
had a Pap test in the past three years was slightly 
lower in Nebraska (84 percent) than the 2004–2006 
national median of 85 percent (Figure 142). Of the 
six surrounding states, only Wyoming (84 percent), 
Missouri (82 percent), and Nebraska reported rates 
below the national median. The screening rate was 
highest in Colorado (87 percent).

  nebraska united states

  BRFSS BRFSS
 Nebraska 2010 Objectives 2010 Target 2004+2006 2004+2006 2010 Target

Proportion of women aged 18+ who had a Pap test  
in the past 3 years. (Data not age-adjusted). 90% 84% 85% 90%

Figure 141
Proportion	of	Women	Who	Had	Pap	Test	in	Past	3	years	by	Age	of	Respondent		
(2004–2006)
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Figure 142
Had	Pap	Test	in	Past	3	years,	Women	Aged	18+	(2004	+	2006)		
(Data	not	age-adjusted)
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Unplanned pregnancy rates in the United 
States have declined in recent years. Still, 
about one-half of all pregnancies nation-

wide are unintended. (Unintended pregnancies 
are those not wanted at the time of conception 
or not wanted at all).
 Consequences of an unplanned pregnancy 
can be serious and costly. Socially, the costs can 
be measured in unintended births, reduced edu-
cational attainment and employment opportu-
nity, greater welfare dependency, and increased 
potential for child abuse and neglect. Medically, 
an unintended pregnancy is serious in terms of 
a lost opportunity to prepare for a healthy preg-
nancy, an increased chance of infant and mater-
nal illness, and the possibility of abortion.
 With an unintended pregnancy, a mother is 
less likely to seek prenatal care in the first three 
months of pregnancy and is more likely not to 
obtain prenatal care at all. She is also less likely 
to breastfeed and more likely to expose the un-
born child to harmful substances by smoking or 
consuming alcohol.

Birth Control Use and Methods

In the 2004 Nebraska BRFSS, women aged 18 to 
44 who were not currently pregnant and men 
aged 18 to 59 were asked whether or not they or 
their partner were using birth control.

definitions

Using Birth Control: “Yes” to the question, “Are 
you or your [spouse]/partner doing anything 
now to keep you (or her) from getting preg-
nant? Some things people do to keep from get-
ting pregnant include not having sex at certain 
times, using birth control methods such as the 
pill, Norplant, shots or Depo-provera, con-
doms, diaphragm, foam, IUD, having their 
tubes tied, or having a vasectomy.”

Birth Control Method Used: Responses to the 
question, “What are you or your [spouse]/
partner doing now to keep you (or her) from 
getting pregnant?”

Reason for Not Using Birth Control: Responses to 
the question, “What is your main reason for 
not doing anything to keep you/your partner 
from getting pregnant?”

Use of Birth Control
Altogether, 65 percent of respondents who were 
asked questions about birth control in 2004 (i.e., 
women aged 18 to 44 who were not pregnant and 
men aged 18 to 59) said they were currently using 
a form of birth control (Table 36).
 Nearly one-fourth (23 percent) were not at risk 
for unintended pregnancy for various reasons. 
Nine percent were not using birth control and 
were at risk for unintended pregnancy. The re-
maining three percent did not know how to re-
spond to these questions or refused to answer.
 Among respondents who were not at risk for 
unintended pregnancy, the majority were not at 
risk because they stated they currently do not 
have a “partner” or are not sexually active (15 
percent of all respondents). Four percent of all 
respondents to birth control questions said they 

Family Planning

 Weighted Percent

Using Birth Control  65%

Not at Risk for Unintended Pregnancy  23%
 Not Sexually Active/No Partner  15%
 Want a Pregnancy  4%
 Had Hysterectomy  1%
 Partner Is Pregnant Now  1%
 Same-Sex Partner  <1%

	
Do Not Use Birth Control and At Risk for  
Unintended Pregnancy  9%

	
Don’t Know/Refused to Answer 3%

TOTAL 100%

Table 36: Use of 
Birth Control by 
Respondents or 
Partners
Non-Pregnant	Women	
Aged	18–44	and	Men	
Aged	18–59,	2004
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wanted to achieve pregnancy. Others stated their 
partner was already pregnant now, said they or 
their partner had had a hysterectomy, or report-
ed that they had a same-sex partner. 

Birth Control Method Used
Among respondents who indicated they or their 
partner were currently using birth control, 37 
percent reported using a permanent method 
(Table 37). One-fifth (21 percent) of male part-
ners had a vasectomy and 16 percent of female 
partners had their “tubes tied.” “The pill” (an 
oral contraceptive) was the method of choice for 
28 percent of couples, while 16 percent relied on 
condoms to prevent pregnancy.

Who Is Using These Birth Control Methods?

The “Pill”
Nearly one-third of female respondents (32 per-
cent) said they use the pill, compared to only 
24 percent of male respondents who said their 

partner uses this means of birth control (a statis-
tically significant difference) (Table 38).
 Young adults aged 18 to 29 were significantly 
more likely to say they use the pill (46 percent) 
than were respondents aged 30 to 44 (23 percent). 
Only 8 percent of males aged 45 to 59 said their 
partner relies on the pill for contraception.
 Respondents with college degrees (30 percent) 
were significantly more likely than those with 
less education to report the pill as the method 
they use to prevent pregnancy.

Sterilization
As might be expected, use of sterilization (tubes 
tied for females and vasectomy for males) was 
significantly more common among older re-
spondents. Among respondents aged 18 to 29, 
only 7 percent mentioned female sterilization 
and 4 percent mentioned male sterilization as 
the method of birth control they or their partner 
use. In comparison, 25 percent of men aged 45 
to 59 reported that their spouse or partner had 
her tubes tied and 37 percent of men in this age 
group stated they had had a vasectomy.
 Hispanic Americans (29 percent) and African 
Americans (27 percent) were significantly more 
likely than white Nebraskans (17 percent) to re-
port female sterilization (tubes tied) as the meth-
od they use to prevent pregnancy. In contrast, 
white respondents (25 percent) were significantly 
more likely than African American (7 percent) 
or Hispanic American (6 percent) respondents 
to say they or their partner had a vasectomy to 
prevent pregnancy.

Condoms
Young adults aged 18 to 29 (25 percent) were sig-
nificantly more likely than respondents 30 to 44 
(12 percent) or males aged 45 to 59 (8 percent) to 
use condoms as their means of birth control. 
 African Americans (30 percent) were sig-
nificantly more likely than white (14 percent) or 
Hispanic (13 percent) respondents in Nebraska 
to say condoms are the method they use to pre-
vent pregnancy.

Desire to Have Children Now or in the Future

definition

Want to Have a Child Now or in the Future: 
Responses to the question, “How do you feel 
about having a child now or sometime in the 

 Weighted Percent

Pill 28%
Vasectomy 21%
Condoms 16%
Tubes tied 16%
Shots (Depo-Provera, Lunelle) 4%
Hysterectomy 4%
Rhythm 3%
Other (including foam, diaphragm, implant, IUD,  
withdrawal, patch, emergency contraception, and all other) 8%

	
TOTAL 100%

Table 37: Type 
of Birth Control 
Currently Used
Non-Pregnant	Women	
Aged	18–44	and	Men	
Aged	18–59,	2004

Figure 143
Respondents’*	Feelings	
about	Having	a	Child	Now	
or	in	the	Future	(2004)

*Non-pregnant	women	aged	18	to	44	and	men	aged	18	to	59.
Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Table 38: Fam
ily Planning

Type	of	Birth	Control	Used	(First	M
entioned),	Nebraska	Adults,	2004	(with	95%

	Confidence	Intervals	—	SUDAAN)
 type of birth control used: type of birth control used: type of birth control used: type of birth control used:
 pill tubes tied vasectomy condoms

 Total  Confidence Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval Number Percent Interval

Total Adults 2,481 24% 21.6–25.8 2,481 18% 15.9–19.7 2,481 25% 22.5–26.8 2,481 15% 13.0–16.7

Gender
Male 1,308 24% 21.1–27.2 1,308 16% 13.5–17.8 1,308 24% 21.9–27.0 1,308 17% 14.7–20.2
Female 1,173 32% 28.4–35.6 1,173 17% 14.6–19.3 1,173 18% 15.4–20.1 1,173 15% 12.1–17.8

Age
18–29 549 46% 40.7–51.6 549 7% 4.8–9.9 549 4% 2.6–6.6 549 25% 20.6–29.7
30–44 1,368 23% 20.3–25.7 1,368 20% 17.3–22.2 1,368 27% 24.7–30.5 1,368 12% 9.9–14.1
45–59 (Males Only) 564 8% 5.8–11.6 564 25% 21.0–29.7 564 37% 32.6–42.5 564 8% 6.0–11.4

Education
<High School 155 17% 12.0–23.8 155 35% 23.8–48.2 155 5% 2.2–10.1 155 16% 9.6–25.8
High School 699 22% 18.1–25.4 699 22% 18.5–26.2 699 23% 19.2–26.7 699 15% 11.8–18.5
Some College 758 21% 17.6–24.5 758 20% 16.3–23.4 758 26% 21.9–30.0 758 14% 11.0–16.9
College Degree 869 30% 26.4–34.3 869 12% 9.3–14.7 869 27% 23.3–30.5 869 14% 11.3–18.1

Income
<$15,000 132 30% 19.3–44.3 132 16% 10.4–24.3 132 17% 8.2–33.2 132 17% 10.2–26.2
$15,000–$24,999 332 21% 16.2–26.0 332 22% 15.5–29.6 332 14% 8.6–20.8 332 17% 12.1–22.4
$25,000–$49,999 860 24% 20.4–27.8 860 23% 19.4–26.9 860 17% 14.2–21.1 860 17% 14.4–21.1
$50,000–$74,999 515 28% 23.6–33.5 515 15% 11.6–19.1 515 27% 23.3–32.0 515 11% 7.4–14.6
$75,000+ 501 25% 19.9–31.3 501 11% 8.6–14.5 501 36% 31.4–40.4 501 10% 6.6–13.8

Race
White 2,313 24% 22.2–26.7 2,313 17% 15.2–18.9 2,313 25% 23.7–28.1 2,313 14% 12.4–16.3
African American 149 19% 11.6–28.6 149 27% 19.8–35.4 149 7% 2.2–19.1 149 30% 18.4–44.6
Asian American 10 # # 10 # # 10 # # 10 # #
Native American 16 # # 16 # # 16 # # 16 # #
Hispanic American 367 17% 12.0–22.5 367 29% 20.6–39.7 367 6% 2.5–15.0 367 13% 10.2–16.7

Place	of	Residence
Rural 1,749 22% 19.3–23.9 1,749 20% 18.1–22.7 1,749 25% 22.2–27.1 1,749 13% 10.9–15.0
Urban 732 26% 22.5–29.7 732 15% 12.2–18.6 732 25% 21.1–28.4 732 17% 14.0–20.2

NOTE: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50.
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future? Would you say: You don’t want to have 
one? You do want to have one? You’re not sure 
if you do or don’t?”

Among women aged 18 to 44 who were not cur-
rently pregnant and men aged 18 to 59 in the 
2004 Nebraska BRFSS, 43 percent stated they 
want to have a child now or sometime in the 
future (Figure 143). More than one-third (36 
percent) indicated that they don’t want to have a 
child, while 21 percent were unsure.
 Of those who said they want to have a child, 
one-fourth (25 percent) said they would like to 
have a child within the next 12 months (Figure 
144). Nearly one-third (31 percent) would like to 
have a child one to two years from now, while 
another 31 percent stated they would prefer to 
have a child two to five years from now. Only 13 
percent wanted to wait five years or more before 
having a child.

Figure 144
How	Soon	Respondents	Want	to	Have	a	Child	Among	Those	Who	Want	One	(2004)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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AIDS (acquired immunodeficiency syn-
drome) is a chronic, life-threatening 
condition cause by the human immuno-

deficiency virus (HIV). By damaging or destroy-
ing the cells of a person’s immune system, HIV 
interferes with the body’s ability to effectively 
fight off bacteria, viruses, and fungi that cause 
disease. This makes the person more susceptible 
to opportunistic infections that the body would 
normally be able to resist.
 Since 1981, approximately 1.5 million people in 
the United States have been infected with HIV, 
including more than 550,000 who have died 
from HIV/AIDS as of 2005. Although the num-
ber of new cases is down from its high of more 
than 150,000 per year in the 1980s, approximate-
ly 40,000 new HIV infections still occur each 
year in this country. 
 In Nebraska, a cumulative total of 2,007 cases 
of HIV or AIDS has been reported as of Decem-
ber 31, 2005. More than one-third of all persons 
in the state who were diagnosed with HIV or 
AIDS since 1983 have died (36 percent).
 The number of persons living with HIV/AIDS 
has increased as powerful new combination 
drug therapies were developed and deaths from 
the disease declined. These new treatments are 
not a cure, however, and do not benefit all peo-
ple with HIV. In addition, about one-fourth of 
all persons with HIV are undiagnosed and un-
aware that they are infected. Thus, controlling 
the HIV/AIDS epidemic will continue to require 

sustained testing and prevention efforts, partic-
ularly among population groups at highest risk 
for infection.

HIV TESTING

Ever Tested for HIV

definition

Ever Tested for HIV: “Yes” to the question, “Have 
you ever been tested for HIV? Do not count 
tests you may have had as part of a blood dona-
tion. Include testing fluid from your mouth.”

Current Prevalence
In the 2004–2006 Nebraska BRFSS, only 29 per-
cent of all respondents aged 18 to 64 years said 
they had ever been tested for HIV (Table 39).

Trend over Time
The proportion of respondents who stated that 
they ever had a test for HIV infection changed 
little between 1995–1996 and 2003, ranging 
from 32 percent to 36 percent (Figure 145). 
However, the prevalence of HIV testing has de-
clined somewhat in the past three years, reach-
ing a low of 23 percent in 2006.

Who Has Been Tested?
A significantly smaller proportion of men (26 
percent) reported ever being tested, compared to 
women (32 percent) (Table 39).
 Only 16 percent of respondents aged 45 to 64 
stated that they had ever been tested for HIV in-
fection. This proportion was significantly lower 
than that reported for 18- to 29-year-olds (38 per-
cent) or 30- to 44-year-olds (39 percent).
 Persons with annual household incomes 
below $25,000 (33 to 35 percent) were signifi-
cantly more likely than those earning $25,000 
to $74,999 per year (27 percent) to report ever 
being tested for HIV.
 The proportion of African Americans who 
were ever tested for HIV (53 percent) was sig-

HIV/AIDS

Figure 145
Trend	in	Proportion	of	
Respondents	Aged		
18–64	Who	Were	Ever	
Tested	for	HIV		
(1995–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 ever tested for hiv (except blood donation)

 Total  Confidence
 Number Percent Interval

Adults Aged 18–64 17,300 29% 27.9–29.8

Gender

Male 7,060 26% 24.7–27.4

Female 10,240 32% 30.6–33.1

Age

18–29 2,361 38% 34.9–40.3

30–44 5,792 39% 37.3–40.5

45–64 9,147 16% 15.3–17.2

Education

<High School 1,002 25% 22.0–28.8

High School 5,379 26% 24.2–27.6

Some College 5,229 30% 28.8–32.2

College Degree 5,681 30% 28.5–32.1

Income

<$15,000 1,260 35% 31.2–38.7

$15,000–$24,999 2,365 33% 29.9–35.3

$25,000–$49,999 5,606 27% 25.8–29.2

$50,000–$74,999 3,319 27% 24.4–28.9

$75,000+ 3,315 29% 27.3–31.5

Race

White 16,126 28% 26.8–28.8

African American 1,037 53% 48.2–56.9

Asian American 77 41% 27.6–55.2

Native American 376 40% 33.4–46.6

Hispanic American 1,475 32% 29.2–35.9

Place	of	Residence

Rural 12,368 25% 24.2–26.3

Urban 4,932 32% 30.8–33.9

* ”Number” and “percent” exclude missing, don’t know, and refused responses.

Table 39: HIV/AIDS
Nebraska	Adults	Aged	
18–64,	2004–2006	
(with	95%	Confidence	
Intervals	—	SUDAAN)
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nificantly higher than the proportions reported 
for Native Americans (40 percent), Hispanic 
Americans (32 percent), and whites (28 percent) 
(Figure 146). Native Americans and Hispanic 
Americans were also significantly more likely 
than white Nebraskans to say they were ever 
tested for this disease.
 Residents of urban Nebraska counties (32 per-
cent) were significantly more likely than resi-
dents of rural counties (25 percent) to report ever 
being tested for this infection.

Last HIV Test
Fifteen percent of 2006 BRFSS respondents who 
ever had an HIV test reported having their last 
HIV test within the past year (Figure 147). More 
than one-half (51 percent) said they last had this 
test between one and five years ago, while 22 
percent last had this test done six to ten years 
ago. The remaining 12 percent stated it had been 
more than ten years since they were lasted tested 
for HIV infection.
 In 2006, respondents who ever had an HIV 
test were asked, “Was it a rapid test where you 
could get your results within a couple of hours?” 
Sixteen percent said that it was.

Site of Most Recent HIV Test
When asked where they had their last HIV test, 
more than one-third (36 percent) said a private 
doctor or HMO (Table 40) did the testing. More 
than one-fifth (22 percent) reported being tested 
for HIV at a clinic, while 20 percent cited a hos-
pital as the testing site. Nine percent stated they 
were tested at a drug treatment facility and four 
percent at a counseling and testing site.

Figure 146
Ever	Tested	for	HIV,	Respondents	Aged	18–64	by	Race/Origin	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 147
Last	HIV	Test	—	Respondents	Aged	18–64	(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

 Percent

Private doctor or HMO 36%
Clinic 22%
Hospital 20%
Drug treatment facility 9%
Counseling and testing site 4%
Prison 1%
Somewhere else 8%

TOTAL 100%

Table 40: Site of Most Recent HIV Blood Test
Adults	Aged	18–64	(2006)
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According to the National Center for 
Health Statistics, immunizations against 
influenza and pneumococcal disease can 

prevent serious illness and death. Pneumonia 
and influenza deaths combined together consti-
tute the sixth leading cause of death in the Unit-
ed States, with 1,100 influenza deaths and 58,664 
pneumonia deaths in 2004. In Nebraska, there 
were 5 deaths due to influenza and 342 deaths 
due to pneumonia in 2004.
 Influenza vaccine (i.e., a “flu shot” or the nasal 
spray vaccine) can be very effective in prevent-
ing illness from the flu. According to the Cen-
ters for Disease Control and Prevention, in years 
when the vaccine strains and the virus strains 
are well-matched, the vaccine can reduce the 
chances of getting the flu by 70 to 90 percent in 
healthy adults. Among elderly persons not living 
in nursing homes and in persons with long-term 
medical conditions, the flu shot is 30 to 70 per-
cent effective in preventing hospitalization for 
pneumonia or influenza. Among nursing home 
residents, this shot can be 50 to 60 percent effec-
tive in preventing hospitalization or pneumonia 
and 80 percent effective in preventing deaths 
from flu.
 The Centers for Disease Control and Preven-
tion currently recommend flu shots for people 
aged 50 and older, nursing home residents, chil-
dren aged 6 to 59 months, pregnant women, 
people with chronic health problems and cer-
tain health care and daycare workers. The nasal 

spray flu vaccine is recommended for healthy 
people aged 5 to 49 years. It is not recommended 
for pregnant women.
 Pneumonia vaccine can prevent more than 
one-half of all pneumococcal infections, al-
though it will not protect against other types of 
pneumonia. It is recommended that adults aged 
65 and older receive a one-time immunization 
against pneumococcal disease.

Influenza Vaccinations

definitions

Had a Flu Shot in the Past 12 Months: “Yes” to 
the question, “A flu shot is an influenza vac-
cine injected into your arm. During the past 
12 months, have you had a flu shot?”

Had Nasal Spray Flu Vaccine in the Past 12 
Months: “Yes” to the question, “During the 
past 12 months, have you had a flu vaccine 
that was sprayed in your nose? The flu vaccine 
sprayed in the nose is also called FluMist.”

Current Prevalence
In 2004–2006, 74 percent of Nebraska BRFSS 
respondents aged 65 and older reported having 
a flu shot within the past 12 months (Table 41). 
Persons aged 50 to 64 (40 percent) were much 
less likely than respondents 65 and older to re-
port being vaccinated for influenza during the 
specified period.
 Only about one percent of respondents to the 
2004–2006 BRFSS said they had the FluMist 
vaccine in the past 12 months. Among respon-
dents aged 50 and older (for whom this form 
of influenza vaccine is not recommended), the 
proportion receiving the nasal spray vaccine was 
less than one percent.

Trend over Time
The proportion of respondents aged 65 and older 
who had flu shots in the past 12 months rose sub-
stantially between 1993 and 1995, then remained 
steady at nearly 70 percent between 1999 and 
2002 (Figure 148). In the last four years (2003 

Immunizations

Figure 148
Trend	in	Proportion	of	
Adults	Aged	65+	
Who	Had	Flu	Shot	in	Past	
12	Months	(1993–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 flu shot in past yr. flu shot in past yr.  ever had pneumonia
 (aged 65+) (aged 50–64) vaccination (aged 65+)

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 6911 74% 72.6–75.2 6,945 40% 38.4–41.3 6,774 67% 65.9–68.7

Gender

Male 2368 74% 72.1–76.3 2,870 37% 34.3–38.8 2,290 66% 63.3–68.1

Female 4543 74% 72.1–75.2 4,075 43% 41.3–45.1 4,484 68% 66.7–70.0

Education

<High School 1,004 72% 68.9–75.6 336 33% 27.2–39.9 980 66% 62.6–69.8

High School 3,149 72% 70.5–74.3 2,406 39% 36.3–41.1 3,094 66% 64.4–68.5

Some College 1,656 74% 71.2–76.4 2,051 37% 34.5–39.8 1,624 69% 66.4–72.0

College Degree 1,081 79% 75.6–81.6 2,148 44% 41.8–47.1 1,058 68% 64.0–71.1

Income

<$15,000 1,179 70% 67.0–73.4 557 38% 32.8–43.7 1,161 69% 65.2–71.9

$15,000–$24,999 1,818 74% 71.0–75.9 922 37% 33.2–41.1 1,794 70% 67.1–72.4

$25,000–$49,999 1,809 77% 74.4–79.0 2,169 39% 36.2–41.4 1,771 67% 64.3–69.6

$50,000–$74,999 350 73% 67.5–78.6 1,287 40% 36.3–42.8 341 67% 60.3–72.2

$75,000+ 265 71% 64.3–77.6 1,346 43% 39.4–45.8 263 60% 52.8–66.8

Race

White 6,780 74% 72.9–75.4 6,674 40% 38.7–41.6 6,647 68% 66.3–69.1

African American 536 56% 50.6–61.9 552 36% 30.4–42.3 527 51% 45.3–56.6

Asian American 21 # # 13 # # 21 # #

Native American 72 72% 54.7–85.0 131 42% 30.1–54.5 72 59% 42.6–74.4

Hispanic American 168 62% 52.9–71.1 311 43% 35.1–50.5 165 49% 39.1–57.9

Place	of	Residence

Rural 5,594 73% 71.2–74.0 5,140 39% 37.7–41.0 5,482 65% 63.3–66.4

Urban 1,317 76% 73.7–78.8 1,805 41% 38.1–43.1 1,292 72% 68.9–74.3

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
# – Data not reported due to N < 50. 

Table 41: Influenza and Pneumonia Vaccinations
Nebraska	Adults	Aged	50–64	and	65+,	2004–2006	(with	95%	Confidence	Intervals	—	SUDAAN)
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through 2006), prevalence has been somewhat 
higher (at 73 to 76 percent).
 Among persons aged 50 to 64, the proportion 
who had had a flu shot in the past year nearly 
doubled between 1993 (22 percent) and 1997 
(43 percent). Since then, rates have ranged in 
the mid-forties except for 2005, when the rate 
dipped to 30 percent due to a vaccine shortage 
(Figure 149).

Who Has Been Vaccinated in Nebraska?
Overall, men (74 percent) and women (74 per-
cent) aged 65 and over were about equally likely 
to say they had received a flu shot in the past 12 

months (Table 41). Among respondents aged 
50 to 64, women (43 percent) were significantly 
more likely than men (37 percent) to report they 
had been vaccinated against influenza in the 
past year.
 Among persons aged 65 and older, the influ-
enza vaccination rate was significantly higher 
for college graduates (79 percent) than for high 
school graduates (72 percent). For respondents 
aged 50 to 64, college graduates (44 percent) 
were significantly more likely to have had a flu 
shot in the last year than respondents at each of 
the lower levels of education (33 to 39 percent).
 White Nebraskans in the 65-and-older age 
group (74 percent) were significantly more likely 
than African Americans (56 percent) and His-
panic Americans (62 percent) in this age bracket 
to state that they had had a flu shot in the past 12 
months.

Nebraska and the Nation
The proportion of people aged 65 and over who 
had received an influenza vaccination in the past 
12 months was higher in Nebraska (74 percent) 
than the national median of 68 percent (Figure 
150). Vaccination rates were also higher than the 
national median in five of the six surrounding 
states, ranging from 69 percent in Kansas to 76 
percent in Colorado and South Dakota. 

Pneumonia Vaccinations

definition

Ever Had a Pneumonia Shot: “Yes” to the ques-
tion, “A pneumonia shot or pneumococcal 
vaccine is usually given only once or twice in 
a person’s lifetime and is different from the flu 
shot. Have you ever had a pneumonia shot?”

Current Prevalence
In the 2004–2006 Nebraska BRFSS, two-thirds of 
all respondents aged 65 and older (67 percent) re-
ported ever having a vaccination for pneumonia.

  nebraska united states

  BRFSS BRFSS
 Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Proportion of adults aged 65+ who had a flu shot in  
the past 12 months. (Data not age-adjusted). 90% 74% 68% 90%

Figure 149
Trend	in	Proportion	of	
Adults	Aged	50–64	
Who	Had	Flu	Shot	in	Past	
12	Months	(1993–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 150
Influenza	Vaccination	in	Last	12	Months,	Adults	Aged	65+	(2004–2006)	
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Trend over Time
The proportion of respondents aged 65 and over 
who ever had a pneumonia vaccination has in-
creased considerably since 1993 when data were 
first collected in the Nebraska BRFSS (Figure 
151). Prevalence nearly doubled from 28 percent in 
1993 to 55 percent in 1999, then has continued to 
increase gradually to the 2006 rate of 68 percent.

Who Has Been Vaccinated in Nebraska?
White Nebraskans aged 65 and over (68 per-
cent) were significantly more likely than African 
Americans (51 percent) or Hispanic Americans 
(49 percent) in this age group to state that they 
ever had had a pneumonia shot (Figure 152).
 Urban residents in this age bracket (72 per-
cent) were significantly more likely than rural 
residents (65 percent) to report ever having a 
pneumonia vaccination.
 No significant trends were apparent by gen-
der, educational level, or household income of 
respondents.

Nebraska and the Nation
Nebraska (67 percent) ranked just above the 
national median (66 percent) in proportion of 
adults aged 65 and older who ever received a 
pneumonia vaccination (Figure 153). Of the six 
surrounding states, Kansas and South Dakota 
(66 percent) reported slightly lower rates, match-
ing the national median. Colorado and Wyo-
ming (71 percent) achieved the highest rates. 

Hepatitis B

Hepatitis B is a serious disease caused by a vi-
rus that attacks the liver. This hepatitis B virus 
(HBV) can cause lifelong infection, cirrhosis 
(scarring) of the liver, liver cancer, liver failure, 
and death. Transmission of HBV occurs when 
blood from an infected person enters the body 
of an uninfected person. The virus is spread 
through sexual contact, by sharing drugs or 
needles when injecting drugs, through needle-
sticks on the job, or from an infected mother to 
her baby during birth. 
 According to CDC, about 60,000 new cases 
of hepatitis B infection occurred in 2004 in the 
United States. Approximately 1.25 million Amer-
icans are chronically infected with hepatitis B. 

Figure 151
Trend	in	Proportion	of	Adults	Aged	65+	Who	Ever	Had	a	Pneumonia	Vaccination	
(1993–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 152
Ever	Had	Pneumonia	Vaccination	(Aged	65+)	by	Race/Ethnicity	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 153
Ever	Had	Pneumonia	Vaccination,	Adults	Aged	65+	(2004–2006)	
(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 Routine vaccination of all children aged birth 
through 18 years and vaccination of persons of 
all ages in high risk groups are recommended. 

At Risk for Hepatitis B

definition

At Risk for Hepatitis B Infection: Respondents 
were asked to indicate if any of the following 
statements were true for them. (They were 
asked NOT to tell the interviewer WHICH 
statement or statements were true for them, 
just if ANY of them are). 

• “You have hemophilia and have received clot-
ting factor concentrate.

• You are a man who has had sex with other 
men, even just one time.

• You have taken street drugs by needle, even 
just one time.

• You traded sex for money or drugs, even just 
one time.

• You have tested positive for HIV.
• You have had sex (even just one time) with 

someone who would answer ‘yes’ to any of 
these statements.

• You had more than two sex partners in the 
past year.”

Overall, only 4 percent of Nebraska adults aged 
18 and older stated that any of the above state-
ments describing risk behaviors for hepatitis B 
infection were true for them (Table 41). 

Who’s at Risk for Hepatitis B Infection?
Younger persons aged 18 to 29 (7 percent) and 
those aged 30 to 44 (4 percent) were significantly 
more likely than persons aged 45 to 64 (2 per-
cent) and aged 65 and older (1 percent) to report 
having a hepatitis B risk factor.
 Persons with incomes below $15,000 per year 
were significantly more likely than persons earn-
ing $25,000 to $74,999 to indicate they had one or 
more of the stated risk factors for hepatitis B.
 Otherwise, no significant trends were found 
by gender, education, race, or place or residence 
of respondents.

Hepatitis B Vaccination

Ever Received Hepatitis B Vaccine: “Yes” to the 
question, “Have you EVER received the hepa-
titis B vaccine? The hepatitis B vaccine is com-
pleted after the third shot is given.”

Current Prevalence
In 2006, 37 percent of Nebraska BRFSS respon-
dents reported that they ever received hepatitis B 
vaccine (Table 42). 

Who’s Has Been Vaccinated for Hepatitis B?
Forty percent of women aged 18 and older indi-
cated that they had been vaccinated for hepatitis 
B, compared to 34 percent of men. This differ-
ence is statistically significant.
 More than one-half of BRFSS respondents 
aged 18 to 29 (51 percent) had received hepatitis B 
vaccine, as had 43 percent of 30- to 44-year-olds 
(Figure 154). Respondents in these younger age 
groups were significantly more likely than older 
persons to have received this vaccination. Per-
sons in the 45-to-64 age group (28 percent) were 
also significantly more likely than persons aged 

  nebraska united states

  BRFSS BRFSS
 Nebraska 2010 Objectives 2010 Target 2004–2006 2004–2006 2010 Target

Proportion of adults aged 65+ who ever had  
pneumonia vaccination. (Data not age-adjusted). 90% 67% 66% 90%

Figure 154
Ever	Had	Hepatitis	B	
Vaccination	by	Age	
(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 at risk  ever had vaccination
 for hepatitis b infection for hepatitis b

 Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval

All Adults 7801 4% 3.2–4.9 6,970 37% 35.0–38.5

Gender

Male 3071 4% 3.4–5.7 2,660 34% 31.1–36.5

Female 4730 4% 2.6–4.9 4,310 40% 37.6–42.0

Age

18–29 653 7% 4.3–11.1 540 51% 45.3–56.9

30–44 1,813 4% 3.4–5.8 1,520 43% 40.3–46.7

45–64 3,085 2% 1.4–2.5 2,806 28% 26.0–30.2

65+ 2,250 1% 0.5–1.3 2,104 11% 9.4–12.8

Education

<High School 623 4% 2.6–7.6 557 24% 19.1–30.3

High School 2,750 4% 3.2–6.0 2,477 28% 24.7–30.8

Some College 2,203 4% 3.1–5.9 1,970 42% 39.0–45.0

College Degree 2,217 4% 2.0–7.0 1,957 43% 40.0–46.6

Income

<$15,000 755 8% 5.6–12.6 692 30% 23.3–37.2

$15,000–$24,999 1,290 6% 3.4–9.3 1,185 35% 30.5–39.5

$25,000–$49,999 2,342 3% 2.5–4.9 2,087 36% 33.1–39.4

$50,000–$74,999 1,226 2% 1.0–4.9 1,088 44% 40.6–47.4

$75,000+ 1,290 4% 2.1–7.3 1,121 38% 33.2–42.7

Race

White 7,418 4% 3.3–5.0 6,643 37% 35.6–39.3

African American 697 5% 3.2–7.8 622 43% 37.3–49.8

Asian American 70 7% 2.6–16.5 62 44% 30.0–58.1

Native American 411 9% 5.0–16.8 349 47% 36.3–57.5

Hispanic American 955 5% 3.0–6.8 837 27% 23.1–31.7

Place	of	Residence

Rural 5,850 4% 3.0–4.8 5,249 37% 35.4–39.1

Urban 1,951 4% 2.9–5.7 1,721 36% 33.1–39.1

note: “Number” and “percent” exclude missing, don’t know, and refused responses.

Table 42:  
Hepatitis B: At Risk 
and Ever Vaccinated
Nebraska	Adults	
Aged	18+,	2006	Only	
(with	95%	Confidence	
Intervals	—	SUDAAN)
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65 and older (11 percent) to report being vacci-
nated for this disease.
 The proportion of respondents with a college 
degree (43 percent) or some college (42 percent) 
who had received hepatitis B vaccine was sig-
nificantly greater than the proportion of per-
sons with a high school diploma (28 percent) or 
less than a high school education (24 percent) 
(Figure 155).
 Persons with annual incomes below $50,000 
per year were less likely than persons with in-
comes of $50,000 to $74,999 to report being vac-
cinated for hepatitis B.
 Native Americans (47 percent), African Ameri-
cans (43 percent), and whites (37 percent) were all 
significantly more likely than Hispanic Ameri-
cans (27 percent) in Nebraska to indicate they 
had been vaccinated for hepatitis B (Figure 156).
 Differences in vaccination rates by place of 
residence of respondents were not significant.

Vaccination of Persons at Risk for Hepatitis B 
Infection
In 2006, 45 percent of persons who were classi-
fied as “at risk” for hepatitis B infection (based 
on the above question) reported that they had 
received vaccination for this disease.

Figure 155
Ever	Had	Hepatitis	B	Vaccination	by	Education	(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 156
Ever	Had	Hepatitis	B	Vaccination	by	Race/Ethnicity	(2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Millions of people nationwide experi-
ence dental cavities or periodontal 
disease. Many more have lost all their 

teeth. Early tooth loss caused by dental decay in 
children can result in failure to thrive, impaired 
speech development, absence from and inabil-
ity to concentrate in school and reduced self-
esteem. Children may also develop permanent 
disabilities that affect their ability to learn and 
grow. More than one-fourth of American chil-
dren aged two to five and one-half of those aged 
12 to 15 have tooth decay.
 Untreated dental decay in older persons can 
lead to pain, abscesses, and eventual loss of teeth. 

Periodontal disease is a leading cause of bleed-
ing, pain, infection, tooth mobility, and tooth 
loss. Nationwide, one-fourth of adults over age 
60 have lost all their teeth. Even when missing 
teeth are replaced with dentures, there may be 
limitations in speech, ability to chew, and overall 
quality of life.
 Dental disease is one of the most preventable 
of health problems. Proper dental hygiene and 
good eating habits, combined with regular pro-
fessional dental care, decrease the risk of devel-
oping cavities and periodontal disease.

Visits to the Dentist

definition

Visited the Dentist in the Past 12 Months: Re-
sponses to question, “How long has it been 
since you last visited a dentist or a dental clinic 
for any reason? Include visits to dental special-
ists, such as orthodontists.” indicating a visit 
anytime less than 12 months ago.

Current Prevalence
Nearly three-fourths of the adults surveyed in 
the 2004–2006 Nebraska BRFSS (73 percent) 
said they had visited the dentist within the past 
year (Figure 157). For 11 percent, it had been one 
to two years since their last visit. Nine percent of 
respondents stated it had been five or more years 
ago or that they had never visited a dentist.

Trend over Time
The proportion of adults who reported a den-
tal visit within the last 12 months was slightly 
smaller in 2005 (73 percent) and 2006 (72 per-
cent) than in previous years (74 to 75 percent) 
(Figure 158).

Who Has Visited the Dentist in the Past Year?
A significantly greater proportion of women (76 
percent) said they had seen a dentist in the past 12 
months, compared to men (71 percent) (Table 43).

Oral Health

Figure 157
Last	Visit	to	Dentist	
Adults	Aged	18+	years	
(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Figure 158
Trend	—	Last	Visited	the	Dentist	in	Past	12	Months	(2001–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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  6 or more permanent teeth
 visited dentist removed due to decay dental cleaning
 in past 12 months or periodontal disease in past 12 months*

 Total  Confidence Total  Confidence Total  Confidence
 Number Percent Interval Number Percent Interval Number Percent Interval

All Adults 20,491 73% 72.5–74.2  20,492  14% 13.7–14.7  18,630  73% 72.3–74.1

Gender
Male 7,970 71% 69.5–72.2  8,010  14% 13.3–14.9  7,342  70% 68.1–71.0
Female 12,521 76% 74.7–76.9  12,482  14% 13.7–14.9  11,288  77% 75.6–77.7

Age
18–29 2,014 70% 67.3–73.0  2,054  2% 0.9–2.8  2,007  69% 65.7–71.4
30–44 4,980 75% 73.4–76.3  5,024  4% 3.7–5.2  4,923  73% 71.1–74.2
45–64 7,885 76% 75.0–77.4  7,830  17% 15.5–17.6  7,373  76% 74.3–76.8
65+ 5,612 68% 66.7–69.7  5,584  45% 43.4–46.6  4,327  75% 73.8–77.0

Education
<High School 1,630 57% 52.9–60.2  1,689  28% 25.4–30.7  1,193  57% 53.0–60.9
High School 7,186 67% 65.1–68.5  7,173  18% 17.4–19.3  6,285  66% 63.7–67.2
Some College 5,854 74% 72.8–75.8  5,843  13% 12.1–14.0  5,496  74% 72.0–75.1
College Degree 5,799 83% 81.3–84.4  5,763  7% 6.4–7.9  5,643  83% 81.0–84.2

Income
<$15,000 1,966 54% 50.5–57.9  2,002  31% 28.3–33.2  1,501  52% 48.5–56.2
$15,000–$24,999 3,500 61% 58.1–63.1  3,519  21% 19.5–22.4  2,974  61% 58.4–63.5
$25,000–$49,999 6,327 71% 69.8–73.0  6,321  14% 13.2–15.0  5,915  71% 69.2–72.4
$50,000–$74,999 3,144 81% 78.2–82.7  3,131  9% 7.9–10.5  3,055  80% 77.9–82.5
$75,000+ 3,096 86% 84.2–88.0  3,081  6% 4.8–7.3  3,060  84% 81.7–86.5

Race
White 19,530 74% 73.4–75.2  19,506  14% 13.4–14.3  17,745  74% 73.0–74.8
African American 1,953 62% 59.1–65.6  1,944  23% 21.2–25.6  1,696  63% 59.2–65.9
Asian American 118 63% 50.7–74.5  121  13% 6.9–22.1  108  59% 45.3–71.8
Native American 501 58% 50.6–65.9  503  27% 22.2–31.7  448  56% 48.1–63.9
Hispanic American 1,865 63% 59.2–65.7  2,031  17% 14.7–19.5  1,780  61% 57.3–64.4

Place	of	Residence:
Rural 15,182 70% 69.0–71.0  15,186  16% 15.0–16.2  13,602  69% 67.9–70.1
Urban 5,309 77% 75.9–78.7  5,306  12% 11.4–13.1  5,028  78% 76.3–79.2

note: “Number” and “percent” exclude missing, don’t know, and refused responses.
* Among respondents who had ever been to dentist and who had not had all their teeth extracted.

Table 43: Oral Health
	Nebraska	Adults,	2004–2006	(with	95%	Confidence	Intervals	—	SUDAAN)
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 The proportion of respondents who had vis-
ited the dentist in the past year was significantly 
larger for the two middle age groups. Three-
fourths of persons aged 30 to 44 (75 percent) and 
aged 45 to 64 (76 percent) indicated a dental visit 
during this time period. Prevalence was lower 
for 18- to 29-year-olds (70 percent) and those 
aged 65 and older (68 percent).
 The proportion of respondents who had vis-
ited the dentist in the past 12 months increased 
significantly with each increasing educational 
level (Figure 159). Among persons who had 
not completed high school, only 57 percent had 
seen the dentist this recently. Two-thirds of high 
school graduates (67 percent) and three-fourths 
of persons with some college or technical train-
ing (74 percent) reported a dental visit within the 
past year. For college graduates, the proportion 
was even higher (83 percent).
 A similar trend is evident by household income 
of respondents. The likelihood of a dental visit 
within the last 12 months increased significantly 
with each increasing income bracket shown in 
Table 43. For respondents with annual incomes 
below $15,000, 54 percent reported a dental visit 
in the past year. Prevalence rose in each income 
bracket, reaching a high of 86 percent for per-
sons with incomes of $75,000 or more per year.
 White adults (74 percent) were significantly 
more likely to have seen the dentist in the past 12 
months than Hispanic Americans (63 percent), 
African Americans (62 percent) and Native 
Americans (58 percent) (Figure 160).
 The proportion of urban Nebraskans who had 
seen the dentist this recently (77 percent) was 
significantly greater than the proportion of rural 
residents (70 percent) (Table 43).

Nebraska and the Nation
In 2004–2006, an average of 71 percent of adults 
nationwide stated their last visit to the dentist 
occurred during the past 12 months (Figure 161), 
compared to 74 percent for Nebraska. Nebraska 
and Iowa (74 percent) reported the highest rates 
of the seven neighboring states, with Kansas (72 
percent), Colorado (71 percent) and South Dako-
ta (71 percent) near the national median. Lower 
rates were reported for Wyoming (68 percent) 
and Missouri (63 percent).

Figure 159
Last	Visited	Dentist	in	Past	12	Months	By	Educational	Level	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 160
Last	Visited	Dentist	in	Past	12	Months	by	Race/Ethnicity	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 161
Proportion	of	Adults	Aged	18+	Who	Visited	Dentist	in	Past	12	Months	(2004	+	2006)
(Data	not	age-adjusted)	

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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Loss of Permanent Teeth

definition

Number of Permanent Teeth Lost: Responses to the 
question, “How many of your permanent teeth 
have been removed because of tooth decay or 
gum disease? Do not include teeth lost for other 
reasons, such as injury or orthodontics.”

Current Prevalence
Sixty percent of adults in the 2004–2006 BRFSS 
reported that they had lost no teeth due to these 
dental problems (Figure 162). One-fourth (26 
percent) said they had one to five teeth removed 
due to decay or gum disease. Nine percent had 
lost six or more teeth (but not all), while 5 percent 
had at some time had all their teeth removed.

Trend over Time
Since 2001, the proportion of adults who had six 
or more permanent teeth removed has declined 
slightly from 17 percent to 14 percent in 2006 
(Figure 163).

Who Has Lost Permanent Teeth?
The proportion of persons who had lost six or 
more of their permanent teeth to tooth decay or 
gum disease increased significantly with age of 
respondent, ranging from only 2 percent of 18- to 
29-year-olds to 45 percent of persons aged 65 and 
older (Figure 164).
 Significant differences were also noted by 
educational level of respondent (Table 43). More 
than one-fourth of those with less than a high 
school education (28 percent) reported loss of six 
or more teeth, while 18 percent of high school 
graduates reported losing this many teeth. The 
proportion of respondents who lost six or more 
teeth decreased further among those who had 
some college (13 percent) and among college 
graduates (7 percent).
 Similarly, lower-income respondents were 
significantly more likely than respondents with 
higher incomes to have lost six or more of their 
permanent teeth. Nearly one-third of those with 
household incomes below $15,000 per year (31 
percent) stated that this many teeth had been ex-
tracted. Prevalence of tooth loss decreased with 
increasing income level to a low of only 6 percent 
among adults with incomes of $75,000 or more.

Figure 162
Number	of	Permanent	Teeth	Removed	Due	to	Tooth	Decay	or	Gum	Disease	
(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 163
Trend	—	Proportion	of	Adults	with	6+	Permanent	Teeth	Extracted	Due	to	Decay	or	
Periodontal	Disease	(2001–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 164
Proportion	of	Adults	with	6+	Permanent	Teeth	Extracted	by	Age	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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 Native Americans (27 percent) were signifi-
cantly more likely than Asian Americans (13 
percent), Hispanic Americans (17 percent), or 
whites (14 percent) in Nebraska to have lost six 
or more permanent teeth to decay or gum dis-
ease (Figure 165). African Americans (23 per-
cent) were also significantly more likely than 
Hispanic and white Nebraskans to report this 
extent of tooth loss.
 Sixteen percent of adult Nebraskans living in 
rural counties stated that they had six or more 
teeth removed, compared to 12 percent of urban 
residents (a statistically significant difference) 
(Table 43).

Nebraska and the Nation
In 2004–2006, the median proportion of adults 
aged 65 and older who had all their teeth extract-
ed due to decay or gum disease was 20 percent 
for the nation (Figure 166), compared to 21 per-
cent in Nebraska. Of the six surrounding states, 
only Colorado reported a lower rate of tooth loss 
(16 percent). The proportion of adults in this age 
group who had lost all their teeth was highest in 
Missouri (25 percent).

Teeth Cleaning

definition

Responses to the question indicating anytime 
less than 12 months ago, “How long has it been 
since you had your teeth cleaned by a dentist or 
dental hygienist?” This question was asked only 
of respondents who had ever been to the dentist 
and who had not had all their teeth extracted.

Current Prevalence
Nearly three-fourths of the respondents to the 
2004–2006 Nebraska BRFSS (73 percent) said 
they had their teeth cleaned within the past year 
(Figure 167). For 11 percent, it had been one to 
two years since their last cleaning. Seven per-
cent said it had been two to five years ago, while 
8 percent stated it had been five years or more 
since they last had a dentist or dental hygienist 
clean their teeth.

Trend over Time
The proportion of adult Nebraskans who had 
their teeth cleaned in the past 12 months has de-
clined gradually over the past six years, moving 

Figure 165
Proportion	of	Adults	with	6+	Permanent	Teeth	Extracted	by	Race/Ethnicity		
(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 166
Proportion	of	Adults	Aged	65+	Who	Had	All	Their	Teeth	Extracted	due	to	Decay	or	
Gum	Disease	(2004–2006)	(Data	not	age-adjusted)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 167
Last	Time	Respondents	Had	Their	Teeth	Cleaned	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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from 77 percent in 2001 to 72 percent in 2006 
(Figure 168).

Who Has Had Teeth Cleaned?
A significantly greater proportion of women (77 
percent) had their teeth cleaned in the past year, 
compared to men (70 percent) (Table 43).
 Persons aged 45 to 64 (76 percent) were sig-
nificantly more likely than younger adults to 
say they had their teeth cleaned in the last 12 
months. Persons aged 65 and older (75 percent) 
were significantly more likely than persons 18 to 
29 years of age (69 percent) to have this done.
 The proportion of adults who had a dental 
visit for teeth cleaning in the past year increased 
significantly with increasing educational level 
(Figure 169). Only 57 percent of persons who 
had not completed high school had their teeth 
cleaned within the year. In contrast, 83 percent 
of college graduates reported having a dental 
cleaning within this time period.
 A similar trend is apparent by household in-
come of respondents (Table 43). Only 52 percent 
of those in the lowest income bracket (<$15,000 
per year) said they had their teeth cleaned dur-
ing the past 12 months, as did 61 percent of those 
earning $15,000 to $24,999 per year. Persons 
in the next higher income bracket ($25,000 to 
$49,999) were significantly more likely to report 
a dental cleaning (71 percent). Persons in the 
two highest income categories (80 to 84 percent) 
were also significantly more likely than those 
with lower incomes to report having their teeth 
cleaned in the last year.
 The proportion of white respondents indicat-
ing they had teeth cleaned in the past year (74 
percent) was significantly higher than the pro-
portions reported by all other racial and ethnic 
groups: African Americans (63 percent), Hispan-
ic Americans (61 percent), Asian Americans (59 
percent), and Native Americans (56 percent).
 In comparison to rural Nebraskans (69 per-
cent), urban residents (78 percent) were signifi-
cantly more likely to have had a dental cleaning 
in the past 12 months.

Figure 168
Trend	—	Last	Dental	Cleaning	in	Past	12	Months	(2001–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS

Figure 169
Had	Teeth	Cleaned	in	Past	12	Months	by	Education	(2004–2006)

Nebraska	Department	of	Health	and	Human	Services:	BRFSS
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