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INTRODUCTION 
 
Overweight and obesity has been labeled a worldwide epidemic and this has not been 
limited to adults. Over the past 30 year, the frequency of overweight (defined as a body 
mass index (BMI) greater than the 85th percentile for age and sex) and obese children 
(BMI > 95th percentile) has tripled1. More than 30% of children in the United States, to 
date, are overweight or obese2. Data from the International Obesity Task Force indicate that 
22 million of the world’s children under 5 years of age are overweight or obese3. Obesity 

has replaced malnutrition as the major nutritional problem in some parts of Africa, with 
overweight/obesity being as much as four times more common than malnutrition4. 
 
The increased frequency and severity of childhood obesity is accompanied by the expected 
medical complications. Medial complications in overweight/obesity include type 2 
diabetes, hypertension, respiratory ailments, trouble sleeping, depression, orthopedic 
problems etc. Overweight and obesity in children and adolescents are also regarded as 
health factors with an extremely high risk for the development of atherosclerosis and 
cardiovascular complications in adulthood5. One in four overweight young children has 
impaired glucose tolerance, and 60% of these children have at least one risk factor for heart 
disease6. Childhood obesity threatens to thwart the reduction in cardiovascular mortality 
achieved over the past decades through control of hypertension, hyperlipidemia, and 
smoking.  
 
What is of great concern is that unlike what was once believed, children are found not to 
“out-grow: of their excess fat stores. Adipose tissue distribution has been found to correlate 
throughout the age range of adulthood with correlations similar to those in children7. 
Indicating that if someone is obese or overweight one can be confident that that individual 
will remain obese or overweight and at elevated risk for diseases through his or her life. 
Given that an estimated 80% of overweight children and adolescents continue to be obese 
in adulthood8 the implications of childhood obesity on a nations health and health care 
costs are vast. Economic consequences include the burden of direct medical costs for 
prevention, diagnosis, treatment, hospitalization, care, physician services and medication. 
Indirect costs include the value of lost output through cessation of productivity due to 
morbidity and mortality.  
 
Although the increase in childhood overweight and obesity has been observed globally 
studies have highlighted a different contribution to overweight and obesity in diverse 
national and racial/ethnic groups. In most studies Caucasians tend to have the lowest 
incidence for overweight or obesity, Mexican-American children have the highest 
incidence of overweight or obesity, with an intermediate incidence in non-Hispanic Black 
children9. In the UK significant ethnic differences are found between British-Afro-
Caribbean children and the general population, the latter being at increased risk of 
obesity10.  
 
Trends in weight status in children have mainly focused on African-American, White, 
Black, Hispanic, Mexican or British-Caribbean ethnical groups. Studies on Caribbean 
populations are not as salient as those for other cultures. Although, the literature reveals 
obesity to be a significant problem in the Caribbean as found in St. Lucia, Jamaica and 
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Barbados11 these figures are representative for the adult population and do not give an 
indication of childhood figures and whether these trends have shifted over time.  
 
In general a large portion of studies on racial/ethnic differences are conducted on 
immigrant populations and not those living in their country of origin. This is especially true 
for studies on Caribbean children. Being able to study the trends in children within the 
Caribbean removes possible confounding variables such as acculturation which could, for 
instance, contribute to increases in weight due to changes in cultural habits outside their 
native country.  
 
As it is the significant increase in weight status in young children globally over time which 
is causing grave concern for later health outcomes, it is this area that needs to be addressed 
and investigated within the Caribbean. In an era which is observing epidemics of obesity, 
with the rise of prevalence in young children, it seems pertinent that trends be described 
within different populations and regions. If these trends are marked this will lead to hefty 
burdens on society and the economy in the future as children progress into adulthood 
carrying with them risk factors for a variety of potentially life threatening diseases. These 
burdens will be particularly heavy within smaller populations and communities within the 
Caribbean. Thus, monitoring trends within childhood populations therefore gives an 
indication of adult health status in years to come. Failing to address trends towards 
overweight children could lead to an epidemic of related adult disease in the coming 
decades. 
 
The aim of this report is to compare earliest recorded BMI data (1987) in children entering 
the school system (3 – 5 years of age) in the Cayman Islands over time to the most recent 
recorded health measurement (2007). This will allow the study of longitudinal trends over 
time in children in the Cayman Islands. This is conducted over two of the three islands in 
the Cayman Islands, the main island of Grand Cayman and its second largest sister island 
Cayman Brac. It needs to be noted here that these islands do vary considerably as to level 
of western exposure with Grand Cayman having a considerably higher exposure than 
Cayman Brac which could potentially influence weight trends.  
 
SUBJECTS AND METHODS 
 
Subjects 
All children entering the school system in the Cayman Islands, being entry level age or 
those entering the school system for the first time from abroad undergo a routine health 
check by an experienced nurse. These routine health checks first started in 1987 and 
continue to date.  
 
All children accompanied by their parents or guardians frequent their respective schools 
during the enrolment months of May till August where the health screens takes place. 
Children entering the school system at other times of the year are testing accordingly.    
 
Measures 
All data for each individual is logged into a record book by name, this system was used 
until 2000, after which this information was directly entered into Excel data sheets. Data 
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collected included: Date of Birth, Date of Exam, Height, Weight, Blood pressure, 
immunization, history and any pre-existing problems.   

Height was measured to the nearest inch and weight to the nearest pound. These measures 
were then converted to meters and kilograms in order to calculate each individuals Body 
Mass Index (BMI: weight (kg) / height (m²)).  

Further measures, such as blood pressure, Hb, urine, stool were collected and  
immunization and history were collected by interview with the parent or guardian 
accompanying the child. Detected problems were those observed by the assessing nurse or 
verbalized by the child or accompanying adult.  

Statistical Analysis 
 
Weight (kg) and height (m) were used to calculate all BMI scores. Height was converted to 
z-scores to adjust for gender and age. A measurement called percentile of BMI is used to 
identify overweight and obesity in children and adolescents. The Centers for Disease 
Control (CDC), the supplier of US national growth charts and prevalence data, avoids using 
the word "obesity" for children and adolescents. Instead, they suggest two levels of 
overweight: 1) the 85th percentile, an "at risk" level, and 2) the 95th percentile, the more 
severe level. It is generally accepted that the 85th percentile corresponds with the 
“overweight” criteria, BMI >25, in adults as does the 95th percentile with BMI >30 
corresponding with the “obese” criteria in adults. 
 
A total of 10,075 children were tested over the span of 20 years in Grand Cayman. The net 
total without missing data (445) is 9,630. The sample size from Cayman Brac is 
significantly less (due to the inherent size of the population) and the data ranges are less 
broad than that of Grand Cayman ranging from 1994 to 2006 (n = 240).  
 
Age groups were split as per the National Health and Nutrition Examination Survey 
(NHANES)12. Ages were grouped from 2 to 5, 6 to 11 and 12 to 19 years of age. As the 
largest group and the group of interest was the youngest children enrolling into school this 
age group (2-5 years of age) was isolated for analysis. The sample size for Cayman Brac 
between the ages 2-5 was lower (n= 240) than in Grand Cayman (n = 7,118).  
 
Each island is analyzed separately. Descriptive data are given in weight z-scores for each 
examination year. However, the data is split into quartiles for inferential analysis (1987-
1991 / 1992-1996 / 1997-2001 / 2002 – 2007). This is done in order to get a better 
understanding of trend over time. Using comparisons between each year rather than time 
period could lead to interpreting data that could hold outliers or anomalies for specific 
years due to external influences such as for instance devastating hurricanes etc. What we 
are interested in is the overall trend over time.  
 
Descriptive data is analysed over year of health exam for both Grand Cayman and Cayman 
Brac separately. Quarterly analyses are done separately for both islands. All data is 
reflected in both tables and graphs. Inferential analysis is conducted only for quarterly z-
score data by use of Analysis of Variance and post-hoc analysis as necessary.  
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Results 
 
Grand Cayman 
Figure 1 (data reflected in table 1) indicates the year 2001 to be an outlier. 2001 shows a 
significant drop in weight which only holds true for that year. This is not explained by the 
data, as such environmental factors need to be considered. This data point is not included in 
the quarterly analysis as it would bias outcomes.  
 
Figure 1 – Scatter plot of average z-scores and Standard Error (SE) for each year of health screening 
for children on Grand Cayman between the ages of 2 and 5 years.  
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Table 1 – Mean Z-scores and Standard Error (SE) for each year of health screening for children on 
Grand Cayman between the ages of 2 and 5 years.  
  

Year of  

Examination  

 

N Mean SE

1987 315 -0.089 0.082

1988 352 0.128 0.068

1989 302 0.054 0.075

1990 332 -0.077 0.081

1991 294 0.026 0.081

1992 187 0.136 0.095

1993 299 0.027 0.073

1994 323 0.410 0.075

1995 390 0.299 0.066

1996 318 0.099 0.086

1997 396 0.285 0.066

1998 364 0.437 0.067

1999 421 0.396 0.063

2000 370 0.364 0.078

2001 411 -0.423 0.086

2002 427 0.198 0.074

2003 350 0.302 0.060

2005 390 0.303 0.060

2006 504 0.516 0.066

2007 373 0.705 0.080
 
 
Analysis of variance indicates a significant variation of weight (z-score) for period of 
health screen (see table and figure 2).  Post-hoc bonferonni analysis indicates a 
significantly higher weight status in the period 2002-2007 in comparison to 1987-1991, 
1992-1996 and in comparison to 1997-2001. All other years were significantly variant from 
each other except for 1992-1996 vs. 1997-2001. This data highlights the significant 
increase of weight over time in young children between 3 and 5 years of age.   
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Figure  2 – Mean Z-scores and Standard Error (SE) for each period of health screening for children on 
Grand Cayman between the ages of 2 and 5 years.  
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Table 2 – Mean Z-scores and Standard Error (SE) for each period of health screening for children on 
Grand Cayman between the ages of 2 and 5 years.  
 

Year of  
Examination N 

Mean z-
score SE

1987-1991 1601 0.010 0.035
1992-1996 1519 0.207 0.035
1997-2001 1555 0.204 0.033
2002-2007 2044 0.424 0.031

 
Brac 
Figure 3 (data reflected in table 3) highlights average z-scores and standard error scores for 
each year of health screen testing on the Island of Cayman Brac. Data indicate an 
exponential increase from a z-score of 0.065 in 1994 up to a z-score of 0.836 in 2006.  
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Figure 3 – Mean Z-scores, Standard Error (SE) for each year of health screening for children on 
Grand Cayman between the ages of 2 and 5 years.  
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Table 3 – Mean Z-scores and Standard Error (SE) for each year of health screening for children on 
Cayman Brac between the ages of 2 and 5 years.  

Year of 
Examination 

 
N Mean SE

1994 19 0.065 0.336
1995 20 -0.196 0.255
1996 21 0.123 0.227
1997 14 -0.287 0.223
1998 20 -0.073 0.276
1999 20 0.640 0.316
2000 14 0.126 0.363
2001 20 0.308 0.278
2002 17 1.294 0.376
2003 20 0.571 0.350
2004 21 0.687 0.466
2005 14 0.311 0.219
2006 19 0.836 0.371

 
 
 
Figure 4 (data reflected in table 4) indicates an increase of weight z-scores from -0.002 to 
0.747 over the period 1994-1996 till 2002-2007. Analysis of variance indicates a 
significant variation of weight (z-score) for period of health.  Post-hoc bonferonni analysis 
indicates a significantly higher weight status in the period between 2002 and 2007 in 
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comparison to 1992-1996 and in comparison to 1997-2001. As table 4 indicates weight in 
the period 1992-1996 was significantly lower than in the later two time periods. Again this 
data indicates the significant increase in weight over time in children between ages 3 and 5 
years old. 
 
Figure  4 – Mean Z-scores and Standard Error (SE) for each period of health screening for children on 
Cayman Brac between the ages of 2 and 5 years.  
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Table 4 – Mean Z-scores and Standard Error (SE) for each period of health screening for children on 
Cayman Brac between the ages of 2 and 5 years.  

year N Mean Z-score SE
1992-1996 60 -0.002 0.156
1997-2001 88 0.173 0.135
2002-2007 92 0.747 0.171

 
 
Table 5 highlights weight z-scores of each time period grouped by gender. Table 5 also 
outlines the percentage of “at risk” and overweight children per time period. The 
percentage (above the 95 percentile for age and gender) increase from the latest to the most 
recent time period is reflected for both overweight and “at risk” (85th to 95th percentile for 
age and gender) categories separately. These data are also grouped by island of residence 
and are reflected in figures 5a to 5e.  
 
The largest increases in weight over time are seen in the 95th percentile (see figure 5d), 
larger increases over time are found for boys. Surprisingly Cayman Brac, who has not 
surcome to the westernized food culture as has Grand Cayman is seeing the largest rise in 
weight z-score of their young children with particular emphasis in boys.  
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Analysis of variance for gender by screening time period indicates no significant difference 
for weight by gender or weight z-score by gender by screening time period.  
 
Island of residence by time period of health testing is significant with the latest time period 
(2002-2007) being significantly higher on Cayman Brac than Grand Cayman in comparison 
to 1992-1996 (see figure 5e).  
 

Table 5 – Prevalence of overweight and obesity among children over each time period.§ 
________________________________________________________________________________________________________ 

Percent Increase per weight category 
Examination Year Z-Scores  (and % >85th percentile)   From 1987-1991 to 2002-2007  

________________________________________________________________ __________________________________ 
       
1987-1991 1992-1996 1997-2001 2002-2007 At risk Overweight 

________________________________________________________________________________________________________ 
  

 All 0.0067  (20.9%)† 0.1973  (25.1%) 0.3579  (29.5%) 0.4375  (31.3%)      +4  +6.5   (total +10.5%) 
 Boys -0.0254 (20.6%) 0.2095  (24.2%) 0.3685  (28.6%) 0.4453  (31.3%)      +3.7 +6.9   (total +10.6%) 

Girls 0.0407 (21.2%) 0.1850  (25.9%) 0.3466  (30.5%) 0.4296 (31.3%)      +4.1 +6      (total +10.1%) 
 

GC* 
 All 0.0067 (20.9%) 0.2052 (25.3%) 0.3677 (29.3%) 0.4236 (31%)       +4 +6.1   (total +10.1%) 
 Boys -0.0254 (20.6%) 0.2184 (24.6%) 0.3761 (28.6%) 0.4288 (31%)       +3.8 +6.5   (total +10.3%) 
 Girls 0.0407 (21.2%) 0.1918 (26.1%) 0.3588 (31%) 0.4181 (31%)       +4.1 +5.7   (total +9.8%) 
 
Brac** 
 All   -0.0015 (18%) 0.1337 (23.5%) 0.7472 (39.1%)        +1.5 +19.5  (total +21%) 
 Boys   -0.0234 (13.8%) 0.2089 (28.9%) 0.8722 (40%)        -0.3 +26.6  (total +26.3%) 
 Girls   0.0190 (21.9%) 0.0383 (16.7%) 0.6510 (38.5%)         +2.5 +13.7  (total +16.2%) 
 
_______________________________________________________________________________________________________ 
† Values are percentages of “at risk” and “overweight” 
* GC = Grand Cayman  
** Brac = Cayman Brac 
§ Values split out for  85th-95th percentile and above 95th percentile can be found in appendix I 
 

Figure 5a – Percent of children  in the” at risk” and/or overweight category split over gender per 
period of examination for both Grand Cayman and Cayman Brac.   
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Figure 5b – Grand Cayman Data: Percent of children  in the” at risk” and/or overweight category split 
over gender per period of examination.  
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Figure 5c – Cayman Brac Data: Percent of children  in the” at risk” and/or overweight category split 
over gender per period of examination. 
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Figure 5d – Percent of children grouped by “at risk” (85th-95th percentile) and overweight (≥95th 
percentile) separately by gender and period of examination.   
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Figure 5e– Percent of children grouped by “at risk” (85th-95th percentile) and overweight (≥95th 
percentile) by Island over period of examination.   
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Independent t-tests for period of screening by island of residence (see table 6 & figure 6) 
indicate a far higher weight in screening period 2002-2007 for those children in Cayman 
Brac versus those residing on Grand Cayman. Screening period 1992-1996 and 1997-2001 
were both not significantly different. 
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Figure 6– Average z-score grouped by Island of residence over screening period. 
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Table  6– Average z-score grouped by Island of residence over screening period.  

 
1987-
1991 

1992-
1996 

1997-
2001 

2002-
2007 

Grand Cayman 0.0095 0.207 0.3699 0.4236
Cayman Brac  -0.0015 0.1733 0.7484

 
 
CONCLUSION 
 
The prevalence of obesity in childhood continues to increase throughout the world and the 
Cayman Islands are following suit. The results for weight outcomes in children between 3-
5 years of age for the years 1987 till 2007 in the Cayman Islands highlight the following: 
 
1 Percent of children in the 95th percentile on both Grand Cayman and Cayman Brac 

has increased from 11% in 1987-1991 to 17.2% in 2002-2007.  Percent overweight 
is higher than in, for instance, the USA; however, the rate increase is equal from 
7.2% in 1988-1994 to 13.9% in 2003-2004.  

2 On Grand Cayman weight in children has increased significantly in 2002-2007 
compared to earlier years, with the highest increase when compared to weight in 
children 20 years ago.  

3 On Cayman Brac weight in children has significantly increased in the latest time 
period, 2002-2007 in comparison to the earliest recorded data (1994-1996).  

4 The largest increase of weight is not in the “at risk” percentile but in the highest and 
most damaging percentile (95th percentile), which is increasing at a much more 
alarming rate than actual the “at risk” category.  

5 The largest weight increase is found for boys.  
6 There is a significant larger increase in weight over the last 10 years on Cayman 

Brac in comparison to Grand Cayman. 
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7 The data indicates a dramatically higher average weight in the last 4 years in 
Cayman Brac in comparison to Grand Cayman. 

 
Currently, obesity is the second-leading cause of preventable death, after cigarette smoking. 
The rising rate of obesity presents one of the most significant public health challenges we 
face. If our children continue to gain weight at the current rates, obesity will soon become 
the leading cause of death.  
 
Observing the causes of this increase of childhood obesity world wide it cannot be blamed 
on either environment or genetics alone. The past few decades have brought marked 
lifestyle changes throughout the world, which have resulted in a decrease in physical 
activity and an increase in caloric intake. Children today use automobiles and other 
automated means of transportation. The amount of time that children spend playing outside 
has diminished and they spend more time in front of the TV, computers or other electronic 
devices.  
 
Changes in diet have also contributed to the growing childhood obesity problem. Portion 
sizes in food outlets have doubled over the past two decades13. Fast-food restaurants are on 
the rise and market to children using toys, music and social icons. Commercials and TV 
commercials directly target children in a similar manner. In the USA one third of children 
aged 4-19 years eat fast-food daily, increasing their weight by an estimated 6lbs per year14.  
 
Other factors have found to contribute to the development of childhood obesity, one such a 
proposition is the thrifty genotype which states that humans survived by genetic selection 
and those with metabolic storage capacities were able to survive during famine. However, 
now with the abundance of food this leads to fat storage without the concomitant fasting 
period to maintain a normal body weight. Other theories state that metabolic programming 
occur in utero and that maternal malnutrition and early introduction to high-carbohydrate 
formula result in metabolic programming which leads to obesity as well as diabetes and 
cardiovascular disease.  
 
It is clear that the literature can not pinpoint one factor as a leading cause and theories are 
abundant. One point that is clear is that this pattern is not localized to only first world 
countries and is not localized to specific regions of the world. It is clear from this report 
that the Cayman Islands as part of the Caribbean is seeing a marked and steady increase in 
the level of overweight and obesity in its very young children. The Cayman Islands have 
not been spared the influences of life-style and diet changes. Grand Cayman has been 
exposed to the vast ranging fast-food market which is continuing to grow and spread over 
the island. It is also a highly auto-mobilized community with little room for walking. TV 
commercials are directly taken from the USA as such the Cayman Islands are exposed to 
the same marketing which is highly catered towards the youth.   
 
Other factors such as the thrifty genotype theories can be considered here especially as 
these have been related to those of African decent. However, as the population in this 
report was not split for nationality or cultural background it would be mere speculation. 
One point to be considered is that of the maternal intrauterine environment and the early 
feeding habits of their infants. Studies should be done to examine the influence of maternal 
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eating in the Caribbean population as well as early feeding habits in order to advance 
theories as to the maternal influence on metabolism development in their newborns in the 
Cayman population. 
 
What is clear from this data is that the problem of an increasing trend of obesity in young 
children is not only prevalent on Grand Cayman which is exposed to the on going 
influences of westernization, it is prevalent to a greater extent on Cayman Brac which has a 
substantially lower level of exposure. What is notable is that the level rise of obesity is 
double that of Grand Cayman. Clearly something other than or in addition to the fast-food 
industry (which has no foothold in Cayman Brac) is in part driving the obesity problem in 
the Cayman Islands.  
 
While measures need to be taken to study the causes of this rise in obesity specifically in 
the Cayman Islands measures need to be implemented simultaneously to prevent the 
increasing trend. Although treatment strategies using pharmacologic agents and surgery are 
being investigated, earlier intervention and prevention strategies are more cost-effective 
and have the best long-term outcomes. Prevention should be the first line treatment. The 
American Academy of Pediatrics (AAP, 2003) issued a policy statement on prevention of 
childhood overweight and obesity. This statement recommends that pediatricians become 
adept at recognizing children at risk for obesity, plot BMI at all visits, use change in BMI 
to identify excessive weight gain and monitor for co-morbidities, encourage healthy eating 
and exercise. Decreasing portion sizes, decreasing high calorie food and drinks, decreasing 
snacking and increasing activity are part of the prevention plan as well as treatment for 
overweight and obesity. The Center for Disease Control and Prevention15 recommends at 
least 30 minutes a day of moderate-intense exercise 7 days a week. For those needing to 
lose weight this recommendation goes up to 60minutes 7 days a week. Alternative options 
such as pharmaceutical therapy and surgery should be the last alternative. These are among 
a myriad of potentially preventative interventions and measures.  
 
Responsibilities should be ensued upon educational authorities allowing them to set adept 
curriculums to impart adequate amount of exercise and level of exercise within the school 
curriculum. Concurrently schools should encourage healthy eating by setting changes in the 
standard of their lunches by offering highly nutritious foods and banning those high in 
calories and fats. Moneys should be made available to allow schools to implement this 
important preventative measure. Additionally nutritional education should start at the 
youngest age possible.  
 
It is clear from this report that action must be implemented in order to halt and possibly 
reverse this deadly trend in young children. It is further clear that any intervention needs to 
be implemented at the youngest age possible as the increase in weight is taking place in 
these very young children. Further a greater understanding needs to be acquired through 
research as to the leading causes, as it is clear from the data in Cayman Brac that fast-food 
is not the sole culprit. Research also needs to finetune the more specific details 
understanding the influences of culture. Finally, it is clear if this is not halted it could have 
devastating outcomes to the health of the children as the grow into adulthood, to the society 
and to the economy.  
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findings they report are not the responsibility of the Cayman Islands Health Services 
Authority. Further, all information and procedures contained herein should be very 
carefully reviewed and should serve only as a guide for use in specific situations. 
 
The resources available are distributed with the understanding that the Cayman Islands 
Health Services Authority by way of this report are not thereby rendering business, medical 
or other professional advice, and is subject to change. This report is intended as an 
educational and informative resource and guide for the public and policy makers regarding 
health.   
 
The Cayman Islands Health Services Authority hereby disclaims any and all responsibility 
or liability which may be asserted or claimed arising from or claimed to have arisen from 
reliance upon the procedures and information or utilization of the information set forth in 
this report, or for any data inaccuracies contained in this report. We do not accept 
responsibility for any loss, damage or expense resulting from the use of this information 
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APPENDIX I 
 
Table 5 – Prevalence in percentages of overweight and obesity among children over each time period.  
________________________________________________________________________________________________________ 

Percent Increase per weight category 
Examination Year grouped percentage for between the 85th and  From 1987-1991 to 2002-2007  
95th percentile and above the 95th percentile 

________________________________________________________________ __________________________________ 
       

1987-1991 1992-1996 1997-2001 2002-2007 85 -95th >95th Total increase >85th 
85 -95th  >95th  85 -95th >95th 85 -95th >95th 85 -95th >95th 

________________________________________________________________________________________________________ 
All  9.9 11.0    11.7 13.4 12.8 16.8 13.9 17.5  +4  +6.5    +10.5 
Boys 9.5 11.2 11.3 12.9 12.1 16.5 13.2 18.1 +3.7 +6.9    +10.6 
Girls 10.4 10.8 11.9 14.0 13.5 17.0 14.5 16.8        +4.1 +6       +10.1 

 
GC* 
All 9.9 11.0 11.6 13.4 12.8 16.8 13.9 17.5       +4 +6.1     +10.1 
Boys 9.7 11.4 10.3 13.6 10.8 16.1 12.4 17.6   +3.8 +6.5    +10.3 
Girls 10.1 11.1 11.7 13.2 12.7 15.5 14.9 16.9   +4.1 +5.7    + 9.8 
 
Brac** 
All   11.5 6.6 10.3 13.2 13.0 26.1    +1.5 +19.5   +21 
Boys   10.3 3.4 13.3 13.3 10.5 29        -0.3 +26.6  +26.3 
Girls   12.9 9.7 2.6 13.2 16.3 24.5         +2.5 +13.7   +16.2 
  
_______________________________________________________________________________________________________ 
* GC = Grand Cayman  
** Brac = Cayman Brac 
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