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Figure 1

Kansas Changes to Year-2000 Standard for
Calculation of Age-Adjusted Death Rates

Death rates in reports from the Kansas Department of Health
and Environment’s Center for Health and Environmental Statis-
tics have traditionally been calculated as crude rates, i.e. number
of occurrences per 100,000 population, or as age-adjusted death
rates (ADR).  Age adjusting of rates allows comparison of rates
between populations with varying age distributions.

For example, a comparison of crude death rates between
two states with equal populations, one with a higher proportion of
older individuals, would probably show a much higher rate for
that state simply because of the greater risk of death as people
age.  To equalize the effects of variations in population, a series
of weights is given to the different age groups, applied as a
multiplying factor to each age-specific death rate.  The sum of
these weighted age-specific rates, the age-adjusted rate, is
defined as the death rate that would occur if the observed age
specific death rates were present in a population with an age
distribution equal to that of a standard population.

Since 1943, the Centers for Disease Control and Prevention,
National Center for Health Statistics (NCHS), and many states
have used the 1940 United States population as the standard
population for age-adjusting death rate calculations. In 1991 and
1997 NCHS sponsored workshops to consider implementing a
more up-to-date standard, reflecting the aging of the population
since 1940.  The result was a recommendation, approved by the
Secretary of the Department of Health and Human Services, to
use the projected year 2000 population proportions as the stan-
dard for calculating age-adjusted death rates, effective Septem-
ber 1998.

It is to be expected that the change to the year 2000 stan-
dard will result in an increase in the magnitude of age-adjusted
death rates, since more weight is given to older age groups.  In
comparing the deaths which occurred in Kansas from 1990 to
1998, using both standards, the average age-adjusted death rate
for total deaths using the 2000 standard (851.3 per 100,000
population) was almost twice as high as the rate using the 1940
standard (456.0).  The age-adjusted rate using the year 2000
standard approximates the crude death rate more closely than
does that using the older standard.

The effect of switching to the new standard will vary greatly
when calculating rates for different causes of death.  Those
causes of death, such as heart disease and cancer, which occur
at higher rates among older population groups will show the
greatest increase because of the increased weight given to those
age groups.  Meanwhile, rates for other causes, such as suicide
and homicide, will be virtually unchanged.

Although the change in standard results in a change in
magnitude of the age-adjusted death rate, generally the trend
upward or downward over time is preserved (Figure 1).  For
example, from 1990-1998, the age-adjusted death rate (1940) for
heart disease declined 15.8 percent, while the ADR (2000) for
heart disease declined 15.4 percent. 

One potential disadvantage of using age-adjusted death
rates is that they may mask important information if the age-
specific rates in the populations being compared do not have a
consistent relationship.  For example, if age-specific death rates

increase in younger populations while declining in older popula-
tions (or vice versa) the age-adjusted death rate may remain
relatively unchanged, thereby not indicating the underlying trends
in mortality.  In cases where age standardization may mask
important age-specific trends, age-specific rates should also be
considered.

The disadvantage of using age-adjusted death rates calcu-
lated by the year-2000 standard will be the need to recalculate
rates for past years, which used the 1940 standard, in order for

them to be comparable to rates calculated in the future. The
advantage will be that Kansas’ rates will be comparable to those
of the United States and other states, which will be implementing
the new standard.

Researchers and pro-gram managers should be mindful of
these changes as they evaluate ADR.

Joy Crevoiserat
Vital Statistics Data Analysis

1997 BRFSS Study
The KDHE Bureau of Health Promotion has issued Health

Risk Behaviors of Kansans 1997, summarizing results from the
bureau’s Behavioral Risk Factor Surveillance System (BRFSS).
During the calendar year
BRFSS staff surveyed 2,004
individuals.

The findings include:
! one-ninth of

Kansans
(11%) reported
their general
health as fair
or poor;

! nine percent
reported they
lacked health
insurance,
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! one-fifth (21%) reported having hypertension;
! among those who have had blood cholesterol

screening, 28 percent reported they had high blood
cholesterol;

! nearly one-fourth (23%) reported they were current
cigarette smokers;

! three percent had been told by a doctor they have
diabetes;

! nearly half (46%) failed to always use a safety belt
when they drove or rode in an automobile; and

! four percent of Kansans reported they felt sad, blue,
or depressed for 14 or more days during the past
30 days.

The report provides public health policy makers with reliable
data to formulate intervention strategies, justify resources to
support these strategies, evaluate the impact of interventions and
programs, and propose new policies or legislation.  It’s been
estimated that 80 percent of the factors leading to premature
death can be modified.

To obtain a copy of the report, contact the Bureau of Health
Promotion at 785-296-1207.

Health Risk Behaviors of Kansans 1997
KDHE Bureau of Health Promotion

Infant Mortality Drops in Kansas
The Kansas infant mortality rate – a measure of the number

of babies who die before the age of one – was 6.9 deaths per
1,000 births in 1998.  This rate, which is identical to the 1995
rate, is the lowest ever recorded for Kansas residents, according
to data released by the Center for Health and Environmental
Statistics in its 1998 Annual Summary of Vital Statistics (see
companion article).

The decline in the infant mortality rates for all races has
exceeded the target rates set for the year 2000.  However, still
more Kansas black infants die during their first year of life when
compared to white infants.

National research shows the decline in infant mortality is due
to in part to the availability of improved obstetric services,  spe-
cial care for newborns, and expectant mothers beginning care
during the first three months of pregnancy.  The percentage of
Kansas women obtaining prenatal care in the first trimester has
increased from 80.3% to 85.2% between 1992 and 1998.

The Center will monitor infant mortality declines, especially
the black infant mortality rate, to determine whether rates repre-
sent the beginning of a trend.

There were 38,372 live births and 263 infant deaths to Kan-
sas residents in 1998.  The 1998 rate represents a 6.8 percent
decline from the 1997 rate of 7.4 per 1,000 live births and a 64.8
percent decline from the 1968 rate of 19.6.

The 1998 black infant mortality rate of 9.7 for Kansas is the
lowest recorded for black infants.  The 1998 black infant mortality
rate is a 41.2 percent decline from the 1997 rate of 16.5 and a
71.5 percent decline from the 1968 rate of 34.0.

Even though the black infant mortality rate declined, it was
still 1.4 times higher than the rate of 6.8 for white infants.  The
white infant mortality rate increased 3.0 percent in 1998 from the
1997 rate of 6.6.  The 1998 white infant mortality rate represents
a 63.6 percent decline from the 1968 rate of 18.7.

Karen Sommer
Vital Statistics Data Analysis

Annual Summary Identifies Health Issues
The Annual Summary of Vital Statistics, published by the

KDHE Center for Health and Environmental Statistics (CHES), is
a summary of data compiled from vital records for the calendar
year. It includes data on live births, deaths, fetal deaths, abor-
tions, marriages, and marriage dissolutions documented by
certificates and reports filed with CHES.

The annual report found several recent trends continuing into
1998.

Marriages and marriage dissolutions continued a decline that
began in the early 1990's. The 20,403 marriages that occurred in
Kansas in 1998 represented a 0.7 percent decrease from the
previous year. The 10,363 marriage dissolutions (10,010 divorces
and 353 annulments) occurring in Kansas decreased 2.4 percent
from the previous year.

Teen pregnancy rates declined, continuing a five year trend.
The pregnancy rate for females ages 10-19 decreased 8.0 per-
cent from 35.2 pregnancies per 1,000 in 1993 to 32.4 in 1998.
Teen pregnancy rates for females ages 10-17 decreased 13.2
percent during this same time frame.

The out-of-wedlock birth ratio has continued an upward trend
over the years in both Kansas and the U.S. Out-of-wedlock births
comprised 27.8 percent of all live births that occurred to Kansas
residents in 1998, a 54.4 percent increase from the 18.0 percent
of live births in 1988.

Heart disease continued as the number one cause of death
for Kansas residents in 1998, claiming 7,164 lives. Unintentional
injury deaths remained the leading cause of death for individuals
age 1-44.

The number of HIV/AIDS deaths for Kansas residents de-
clined to 27 in 1998, a 43.8 percent decline from 1997. This
figure mirrors a national trend that individuals are living longer
with HIV/AIDS.

Requests for single, printed copies of the Annual Summary
should be made to the Office of Health Care Information at 785-
296-8627. It’s also available at http://www.kdhe.state.ks.us/hci/.

Karen Sommer
Vital Statistics Data Analysis

Proposed Standards for Privacy of Individu-
ally Identifiable Health Information 

The Health Insurance Portability and Accountability Act of
1996 (HIPAA) requires privacy standards be developed to protect 
health information.  The Department of Health and Human Ser-
vices (HHS) has developed a proposed rule, which would:

! allow health information to be used and shared
easily for treatment and for payment of health care;

! allow health information to be disclosed without an
individual's authorization for certain national priority
purposes, but only under defined circumstances;

! require written authorization for use and disclosure
of health information for other purposes, and

! create a set of fair information practices to inform
people of how their information is used and dis-
closed, ensure that they have access to information
about them, and require health plans and providers
to maintain administrative and physical safeguards
to protect the confidentiality of health information
and protect against unauthorized access.




