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Anecdotal evidence suggests that the incidence of
acute anaphylaxis is increasing.1 Reasons for this
supposed increase are poorly understood although a
number of factors associated with the “Western
lifestyle” have been implicated, such as changes in diet
and the increasing use of therapeutic drugs. We investigated trends in hospital admissions for acute
anaphylaxis using routinely collected national hospital
discharge statistics from 1991-2 to 1994-5.

Methods and results
The hospital episode statistics database captures information on every admission to NHS hospitals in
England. One primary diagnosis code and up to six
secondary codes are recorded, the latter providing
information on aetiology. We looked at hospital
discharges occurring between 1 April 1991 and 31
March 1995 in which the primary ICD-9 (international
classification of diseases, ninth revision) code was anaphylaxis (either anaphylactic shock (ICD-9 code 995.0)
or anaphylactic shock due to serum (999.4)) together
with a recorded aetiology. Data were analysed with the
÷2 test for linear trends over time.
Over the four years there were 32.4 million
discharge episodes. In 2424 of these the primary diagnosis was anaphylaxis. There was an increase from 5.6
instances of anaphylaxis per 100 000 discharges in
1991-2 to 10.2 in 1994-5 (÷2 = 141, P < 0.001) (figure).
Aetiology was recorded for 1248 of 2424 (51%)
discharges; the most common causes of anaphylaxis
were therapeutic drugs (772/1248; 62%), food
(193/1248; 15%), and insect venom (138/1248; 11%).
These percentages remained fairly constant throughout the four years. For some subcategories increases
were apparent above the overall increase in anaphylaxis. These included the largest subcategory of food
induced anaphylaxis (unspecified and other foods
(E865.8, E865.9, P = 0.03) and bacterial, biological, and
other vaccines (E948, E949, P = 0.003).

Comment
This study identified an almost twofold increase
between 1991 and 1995 in discharges from NHS hospitals in England with a primary diagnosis of anaphylaxis. Although many cases of anaphylaxis are likely to
have been managed in accident and emergency
departments without resulting in admission, studying
discharges from hospitals is likely to provide useful
information on the changing incidence, although it
may be a substantial underestimate.
Possible confounding factors that may explain this
rapid increase include changes in the quality of data
from hospital episode statistics and a lowering of the
threshold for admission. Hospital episode statistics
have been used since 1987 but because it is widely recognised that the quality of data before 1990 was poor
we decided to begin the study in 19912; we confined
our study to the period in which the ICD-9 was in use
(use of ICD-10 began in 1995-6), reducing the
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possibility that systematic coding changes contributed
to the observed increase.3 A lowering of the threshold
for admission for anaphylaxis is an unlikely explanation for the findings since no national changes in anaphylaxis management were recommended during the
study. Moreover, the increase in admissions for
anaphylaxis was seen across all age groups, in both
sexes, and within all four regions of England.
The proportion of anaphylaxis admissions associated with food allergy varied little; there was, however,
evidence of a disproportionate increase in the subcategory of unspecified and other foods. This may reflect
the increasing problem of peanut and nut allergy,4 5
although this cannot be concluded with confidence
since the coding categories do not allow this food
group to be studied individually. In view of the rapidly
increasing incidence of anaphylaxis observed we
recommend the development of mechanisms to
increase the recording of substances triggering
anaphylaxis together with more specific aetiological
groupings of which nuts, latex, and individually named
vaccines would be important examples.
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