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Rates of admission to hospital for asthma

S JHyndman, D R R Williams, S L. Merrill, ] M Lipscombe, C R Palmer‘ :

Abstract

Objective—To describe trends in hospital admis-
sion rates for asthma in England and Wales
(1976-85), the East Anglian region (from 1976 to
1991-2), and Wales (1980-90).

Design—Descriptive study.

Setting—Hospitals in England and Wales; hos-
pitals in the East Anglian Regional Health Authority;
hospitals in Wales.

Main outcome measures—Hospital admissions for
asthma as principal diagnosis in England and Wales
(Hospital In-patient Enquiry, 1976-85), for the East
Anglian region (Hospital In-patient Enquiry,
1976-7; Hospital Activity Analysis, 1978-86; Regional
Information System, 1987-8 to 1991-2), and for
Wales (Hospital Activity Analysis, 1980-90).

Results—Rates for England and Wales as a whole
showed a steady upward trend throughout the period
examined. Rates in East Anglia, though they were
similar to the national trends in the early years,
showed a peak in 1985 (for males and females) with
some indication of a decline in rates thereafter.
Rates for Wales showed an upward trend until
1988 (for both males and females) after which they
showed a decline.

Conclusions—Interpretation of the East Anglian
trends is made more difficult by the change in
England in 1987 of the system for the collection of
hospital admission data. The fact that the rates for
the East Anglian region seem to decline before this
change and other considerations suggest that the
observed trends, although partly reflecting the dis-
ruption of the coding during the changeover in
systems, may not be entirely artefactual. The
possible roles of diagnostic transfer and changes in
the delivery of care, asthma treatment, admission
and readmission policies, and the severity and preva-

lence of asthma in changing admission rates are
considered. The changing trends in admission rates
for East Anglia and Wales reflect recently published
trends for mortality from asthma in England.

Introduction

There has been considerable interest in hospital
admissions attributed to asthma over the past three
decades. For England and Wales, Mitchell used data
from the Hospital In-patient Enquiry to describe a
sixfold increase in admission rates for 0-14 year olds
from 1957 to 1981.! Similar trends have been described
in the United Kingdom,** New Zealand,” Australia,®
and the United States.” The reasons for these increases
are still debated, although there is some evidence to
suggest that they may be due to the transfer of cases
from other categories of disease (diagnostic transfer)®
or to changes in medical practice.® It has also been
suggested that there has been a change in the severity?®
or prevalence of asthma.’ '

At present, data on hospital admission rates for
England and Wales as a whole are available from
Hospital In-patient Enquiry reports published up till
1985. The regional system on which the Hospital
In-patient Enquiry was based (Hospital Activity
Analysis) continued until the end of 1986, but no
national summary was published for that year. The
Hospital Activity Analysis data have been replaced in
England and Wales after the changes introduced in
NHS information systems by the Kérner committee.
Data (now based on the financial year) are collected
locally by a regional information system and collated
nationally as hospital episode statistics. Data from
these statistics are so far available only for the year
1989-90." For England and Wales as a whole, there-
fore, it is not possible to examine admission rates
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continuously beyond 1985. Analyses at regional level,
however, are possible. Any examination of trends
is problematic when changes in methods of data
collection occur, so data were also obtained from
Wales, where the change from Hospital Activity
Analysis to the new system did not occur until 1991.

Methods

We present hospital admission rates for asthma for
England and Wales for the years 1976 to 1985 by
using data from the Hospital In-patient Enquiry (for
example, reference 12); for Wales from 1980 to 1990 by
using data from Hospital Activity Analysis; and for the
years 1976 to 1991-2 for the East Anglian Regional
Health Authority (population 2 million). The latter are
calculated from the inquiry data for 1976 to 1977
(local data are not available for these years), from
analysis data from 1978 to 1986, and from data
from the regional information system from 1987-8
t0 1991-2.

Age and sex specific admission rates (calculated by
using age groups 0-4, 5-14, 15-44, 45-64, and 65 and
over (East Anglian region); 65-74 and 75 and over
(England and Wales as a whole and Wales)) attributed
to asthma (International Classification of Diseases,
Ninth revision, rubric 493; ICD A list rubric A93b) as
principal diagnosis were calculated. This was done
using population figures taken from census estimates
for the East Anglian region from the Hospital
Inpatient Enquiry (1976-9) and from data provided by
the East Anglian Regional Health Authority Statistics
and Information Division (for 1980 to 1991-2); for
Wales from the Hospital In-patient Enquiry (1980-4)
and from the Welsh Office, Cardiff (1985-90); and for
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FIG 1—Age standardised admission rates for asthma as main diagnosis
for England and Wales from 1976 to 1985 and the East Anglian region
Sfrom 1976 to 1991-2

England and Wales as a whole from Hospital In-patient
Enquiry estimates. Standardised sex specific rates were
calculated (by using the direct method) with the 1981
census data for the United Kingdom as the standard
population.

To investigate the possibility that the increasing
asthma admission rates seen in the 1970s and early
1980s have declined in recent years we calculated the
95% confidence intervals for observed admissions for
the year 1991-2."” These were then compared with
asthma admission rates predicted for 1991-2 on the
basis of linear trends observed from 1976 to 1985.
Predicted rates were calculated by extrapolating the
line of best fit for these years to 1991-2.

Rates were extrapolated by using two starting
points; the first, from 1979, coincided with an
apparently steeper increase in admission rates which
continued until 1985. The second point taken was
1976, which produced a more conservative predicted
increase for 1991-2 and was based on trends more
representative of the years before 1976."

Results

Figure 1 shows age standardised admission rates for
males and females for England and Wales (1976-85)
and for the East Anglian region (from 1976 to 1991-2).
For both sexes admission rates for England and Wales
clearly rise from 1976 to 1985. For the East Anglian
region rates for males and females show an overall
upward trend until 1985. After this year admission
rates fall for both sexes, rise at the introduction of the
regional information system, fall again after 1988-9,
and then rise again in 1991-2, reaching a similar
admission rate to that shown before the introduction of
the new system in 1985. -

Based on the trends extrapolated from 1976 the
asthma admission rate for 1991-2 was predicted as 187
per 10000 for males and 16-8 for females. The
observed rates for this year were 144 (95% confidence
interval 136 to 15-1) for males and 13-3 (12-6 to 14-0)
for females. The upper confidence limits for asthma
admissions for both sexes, therefore, fall well below the
predicted rates based on trends from 1976 to 1985.
This indicates that the increasing trends of asthma
admissions observed before 1985 have not been con-
tinued in recent years. Figure 2 shows that for Wales
there was an upward trend for both sexes until 1988
and then a decline.

Table I shows the asthma admission rates specific for
sex and age for the East Anglian region, table II shows
the same data for Wales, and table III for England and
Wales as a whole (until 1985). These indicate that the
most dramatic increase in admission rates during the
first part of the 1980s occurred in the 0-4 year age group
for both sexes.

The decline in admission rates occurred for most age
groups and both sexes in the East Anglian region after
the mid-1980s, after which the pattern of admissions

TABLE I—Age spectfic rates (per 10 000) for admission to hospital for asthma for East Anglian region from 1976 to 1991-2

Age(years) 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1986 1987-8 1988-9 1989-90 1990-1 1991-2
0-4: :

Males 12444 1623 21-81 1347 34-83 43-83 5712 5627 7055 8094 7046 7690 9001 6632 6637 87-66

Females 332 690 887 1421 2604 2651 3276 3073 4274 3690 3349 42:06 47-12 3886 3649 4103
5-14:

Males 823 748 1159 1098 10-16 1403 1569 1826 19-98 2064 1855 2195 22:60 1659 12:11 20-06

Females 58 575 861 1158 698 1072 1186 1411 1416 13:03 1245 1403 1332 1154 738 1384
15-44:

Males 434 328 297 340 270 364 326 400 368 535 423 442 537 452 425 594

Females 481 528 543 372 397 574 603 639 805 900 710 756 828 775 661 1138
45-64:

Males 560 611 662 659 526 517 584 642 716 797 635 585 591 434 446 712

Females 542 741 692 538 595 637 676 755 891 1097 871 861 10117 717 816 11-13
=65

Males 281 826 541 983 738 717 601 880 912 1171 677 485 881 594 537 10-62

Females 643 444 705 434 857 850 1003 1015 11-56 1166 1116 696 940 781 838 10-80
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TABLE II—Age specific rates (per 10000) for admission to hospital for asthma for England and Wales from

197610 1985
Age (years) 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985
0-4:
Males 21-14 2571 3093 32-00 4136 5713 6645 7163 8876 9581
Females 14-54 1596 20-87 2073 2610 2897 3385 4034 4578 4675
5-14:
Males 1192 1552 1699 1757 19-85 24-87 2606 2901 3159 3265
Females 7:99 892 964 1053 13-02 1497 1576 17-66 1890 1951
15-44:
Males 355 412 416 409 4-63 5:32 491 540 537 6-48
Females 544 616 649 648 6-37 7-66 7-54 793 868 971
45-64:
Males 6-00 6:29 6-07 623 667 7-40 7-85 7-82 859 9-67
Females 732 759 7-81 767 807 889 8:60 949 977 1167
65-74:
Males 596 7-13 758 7-52 6:32 8:07 774 9-42 9-75 868
Females 749 691 8:00 801 872 9-39 9-63 890 11-00 1073
=75:
Males 4-50 376 5-53 4-00 719 621 5-80 561 7-62 8:62
Females 430 494 472 505 598 7-08 7-57 696 878 9-17

TABLE 1II—Age spectfic rates (per 10 000) for admission to hospital for asthma for Wales from 1980 to 1990

Age (years) 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990
0-4:

Males 31-07 5073 5814 6465 86-53 8355 9144 105-83 121-37 100-97 88-34

Females 20-86 27-51 27-81 3055 4596 3938 4562 50-80 6394 5244 55-82
5-14:

Males 21-60 29-17 2859 3320 2891 3670 3774 4028 4082 3162 2782

Females 13:00 1737 1474 16:06 1947 1973 2319 2556 2220 1823 19:09
15-44:

Males 4-85 6:02 509 527 4-94 638 7-58 735 6-84 632 6-00

Females 9-05 8:57 874 894 878 9-82 1164 1121 1327 1265 11:33
45-64:

Males 889 10-82 7-06 853 10-78 1298 12:33 1290 13-32 1092 9-89

Females 12:58 1317 1114 1286 1419 17-02 1637 1636 1808 1873 1539
65-74:

Males 881 1312 9-51 955 13-85 12:88 1363 1461 1340 1481 1216

Females 16:18 13-37 1197 1634 16-58 15-29 21-04 16:86 1953 1939 20-00
=75

Males 895 10-05 551 1007 11-13 14-89 1333 11-14 1461 1348 9-50

Females 1071  10-29 9-82 1269 12:12 1530 16:08 1638 1774 1636 12:36

TABLE tv— Uncoded admissions
to hospital for East Anglian
region from 1987-8 to 1991-2

Uncoded

admissions
Year (%)
1987-8 12-3
1988-9 143
1989-90 13-2
1990-1 21-2
1991-2 2:6
1598

follows that of the standardised rates described above.
For Wales the rates declined after 1988, again in most

age groups.

Discussion

Admissions to hospital are distressing events for
patients and their families and account for considerable
proportions of the direct and indirect costs of most
diseases. For asthma Clark has estimated that hospital
admissions cost £57-6m in the United Kingdom in
1988." The need for admission also makes a substantial
though currently undetermined contribution to the
indirect costs of asthma through days spent away from
work and school.

Admission rates attributed to asthma in children
have risen in England and Wales over at least three
decades.' From the data presented here, this is the case
for all ages and both sexes from 1976 until 1985. Data
for East Anglia also indicate a continued rise until the
mid-1980s but some indication of a decline or a slowing
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FIG 2—Age standardised admission rates for asthma as main diagnosis
for Wales from 1980 to 1990

down of rates after this. A similar decline is observed in
the Welsh data after 1988. The reasons for decline may
be artefactual, real, or a combination of the two.

CODING ARTEFACTS

A major change in data collection took place when
Hospital Activity Analysis gave way to regional infor-
mation systems, and it is clearly important to consider
the possible impact this might have had on admission
rates in the East Anglian region. The regional informa-
tion system counts “finished consultant episodes”
rather than “deaths and discharges,” as did Hospital
Activity Analysis. Thus, if a transfer to another
specialty had occurred during a stay in hospital under
the old system and a diagnosis of asthma had been
recorded at the time of transfer but not at the end of the
complete stay, that discharge or death would not have
been attributed to asthma. In the same circumstance
under the regional information system, however, the
period of the admission to which a diagnosis of asthma
had been attributed would count as one “finished
consultant episode” for asthma.

Such a change would have the effect of artificially
increasing admission rates from 1987-8. Rates do rise
at the discontinuity between the two systems but show
some indication of a decline thereafter. It is perhaps
important that the trends shown indicate a decline
before the changeover in systems. The data from
Wales, where no such change in information systems
occurred during the study period, also show some
indication of a decline in admission rates for asthma.

Despite this it is important to examine other ways in
which the changeover in information systems may have
influenced the observed trends. One possible effect
may be the general disruption of coding during the
changeover period. This has been considered by
examining data for the completeness of coding for the
years after the changeover. It is not possible to obtain
data on coding completeness before the changeover.
Table IV shows the percentage of uncoded episodes for
the years 1987-8 to 1991-2 in the East Anglian region.
This indicates that completeness of coding may be
contributing to the observed trends in admissions. If
this were solely responsible for the apparent decline,
however, one might expect the years 1987-8 to 1989-90
to be comparable in admission rates, given the per-
centage of uncoded admissions for these years. This is
not the case. The drop in admission rates in 1990-1 and
the apparent rise in admissions in 1991-2 could well be
due to coding completeness for these years. It is
difficult to explain the apparent decline in admissions
before the changeover in systems without data on
coding completeness. One suggestion might be that as
the changeover in systems was imminent there was a
tendency to relax the quality of coding.

The changeover in information systems in Wales
occurred in 1991, and it could therefore be argued that
this problem of poor coding completeness before a
change in information systems may explain the trends
seen in Wales from 1988. The observed decrease in
asthma admissions between 1988 and 1989, however,
actually occurred when the percentage of uncoded
admissions remained the same (9%). During 1990,
however, there were 16% uncoded admissions, which
might have contributed to the further decline seen in
the Welsh data between 1989 and 1990.

One important point with reference to the East
Anglian data is that, despite 97-4% completeness of
coding for 1991-2, asthma admission rates are com-
parable with the 1985 rates. If the trend observed from
1976 to 1985 is extrapolated to 1991-2 the predicted
admission rate is well above the upper confidence
intervals of the observed 1991-2 rates for both males
and females. If a change in the rate of admissions is
being observed it is worth considering why this may be.
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TABLE V—Percentages of
admissions for asthma
readmitted with asthma between
three and 92 days after first
admission for East Anglian
Regional Health Authority from
1987-8 10 1990-1

Readmission

Year rate (%)
1987-8 147
1988-9 17-3
1989-90 16-1
1990-1 156
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DIAGNOSTIC TRANSFER

With the exception of one study® most papers
discussing diagnostic transfer do not attribute rising
admission rates for asthma to a concomitant decline in
other respiratory diseases.'*'* For our data the argu-
ment for diagnostic transfer would be that until the
mid-1980s clinicians and coders were progressively
more likely to code other wheezy conditions as asthma
and that since this period they have either established
their coding protocols or started to do the reverse. The
latter seems rather unlikely.

CHANGES IN DELIVERY OF MEDICAL CARE

Several studies, again seeking to explain increased
asthma admissions in children, considered changes in
medical care leading to a shift of asthma patients from
the community to the hospital setting.®* To explain
any slowing down or downward trend in asthma
admissions a change in this phenomenon would have to
be postulated. This is possible. Guidelines for the
management of asthma have been published' " which
outline when patients should be referred to hospital.
The more assiduous recognition of asthma in general
practice has been encouraged, and there are an in-
creasing number of asthma clinics in general practice.’

CHANGES IN TREATMENT

It has been suggested that the increase in asthma
admission rates resulting in a greater use of hospital
services might be a reflection of changing treatment.
For example, Storr er al attributed the rise in self
referrals to hospital around 1976 to the provision of
nebulised salbutamol there.* Anderson considered that
changes in drug treatment generally over the years
should have produced a reduction rather than an
increase in admissions," although there is still a debate
in the literature regarding the possible adverse effects
of some asthma drugs.””® To use these as explanations
for possible changing rates would perhaps mean that
advances in treatment were finally having an effect or
that there was an increasing awareness of the risks of
certain drugs.

CHANGING CRITERIA FOR ADMISSION AND READMISSION
RATES

Another explanation put forward for increasing
asthma admissions has been that the criteria for
admitting patients to hospital or readmission rates have
changed. These have been considered, but the general
conclusions are that they are not important.’+' 2 2
Table V shows the readmission rates for the East
Anglian region (between three and 92 days after their
first admission) for 1987-8 to 1990-1. Although the
percentage of readmissions varies in the same way as
observed trends in admission, the actual proportion
remains fairly constant over the period while more
dramatic changes occur in the overall trends. It
therefore seems unlikely that readmissions are playing
a major role in the trends we observed.

CHANGES IN SEVERITY OR PREVALENCE OF ASTHMA

The general conclusions of studies seeking to explain
upward trends in admissions for asthma have been
that the severity’ or the prevalence’ of asthma is
increasing. Given that a change in trend is now
observable, at least in the East Anglian region and in
Wales, is it possible that the severity or prevalence of
asthma are changing. If this is so, why?

Changes in prevalence or severity may be due to a
number of factors including environmental pollutants
or aeroallergens. For East Anglia smoke and sulphur
dioxide levels have on the whole been declining during
the 1980s (data supplied by Warren Spring Laboratory,
Department of the Environment, 1992). There has
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Clinical implications

® Hospital admissions attributed to asthma
have been increasing for the past three decades

® No truly satisfactory explanation for these
trends has been put forward, although several
potential reasons have been discussed

® This study indicates that in the East Anglian
region and Wales at least there may now be a
change, even a decline, in asthma admission
rates

® This possible decline is given some support
by a recent decline in mortality for asthma
® If asthma admission rates are changing, it is

important to consider why this may be. Several
factors, both real and artefactual, are discussed

been no accurate monitoring of aeroallergens during
this period.

CHANGES IN MORTALITY

The possibility of a true change in asthma morbidity
is given some support by recent data on asthma
mortality for England (data from the Office of Popula-
tion Censuses and Surveys, collated by the central
health monitoring unit of the Department of Health).
These trends are shown in figure 3. It is clear that as
there is some evidence of a change in hospital admis-
sion rates in the East Anglian region and in Wales in the
mid to late 1980s so there is decreasing mortality for
England for the same period. Mortality has not under-
gone any radical change in recording over this time,
and yet there is still a clear reversal of the upward
trend seen in earlier years.
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FIG 3—Age standardised death rates for asthma for England from
1969 to 1991 (Rates calculated using the European standard
population. There is discontinuity between years 1978 and 1979
due to change in classification and between 1983 and 1984 due

to change in coding procedures. This may affect the comparability
of the data)

CONCLUSIONS

We have presented evidence suggesting a possible
change in the recent trends for hospital admissions
attributed to asthma in East Anglia and in Wales.
Given the problems with coding completeness result-
ing from the change in information systems it is
difficult to conclude that admission rates are changing
for the better. On the basis of the analysis comparing
predicted and observed admission rates for 1991-2
in the East Anglian region, however, one could con-
clude that admission rates for 1991-2 are lower than
expected and may represent a change in current trends.

Once the new information system has been success-
fully running for several years it will be possible to
confirm or refute this finding. The reasons for a
possible change are not entirely clear. Diagnostic
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transfer, changes in the delivery of medical care,
improvements in treatment, or environmental factors
may be playing a part.

One important additional finding of this work is that
during the change in information systems, for asthma
admissions at least, there were up to six years of
disruption which may affect other trend analyses for
different diseases during this period. Rates of hospital
admission attributed to asthma have been increasing
for many years. No entirely satisfactory explanation
has been put forward for the observed increases. The
possibility that they may now be changing presents yet
more interesting questions relating to the aetiology and
epidemiology of this disease. -

We acknowledge Merck Research Laboratories (USA) for
funding this work. The data for the East Anglian region were
provided by the statistics and information division of the East
Anglian Regional Health Authority; data for Wales were
provided by the health intelligence unit of the Welsh Health
Common Services Authority/Welsh Office; the mortality data
(figure 3) are from the Office of Population Censuses and
Surveys, collated by the central health monitoring unit of the
Department of Health.
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Trends in prevalence and severity of childhood asthma

H R Anderson, B K Butland, D P Strachan

Abstract

Objective—To test the null hypothesis that there
has been no change in the prevalence or severity of
childhood asthma over recent years.

Design—Repeated population prevalence survey
with questionnaires completed by parents followed
by home interviews with parents.

Setting—London borough of Croydon, 1978 and
1991.

Subjects—All children in one year of state and
private primary schools aged 7/ to 8/ years at
screening survey.

Main outcome measures—Trends in symptoms,
acute severe attacks, and chronic disability.

Results—For 1978 and 1991 respectively, the
response rates were 4147/4763 and 3070/3786, and
home interviews were obtained from 273/288 and
319/395 parents of currently wheezy children.
Between 1978 and 1991 there were significant relative
increases in prevalence ratios in the 12 month
prevalence of attacks of wheezing or asthma (1-16;
95% confidence interval 1-02 to 1-31), the one month
prevalence of wheezing episodes (1:78; 1-15 to 2-74),
and the one month prevalence of night waking (1-81;
1-01 to 3:23) but not in frequent (= 5) attacks over the
past year (1:05; 0:79 to 1:40). There were substantial
and significant decreases in the 12 month prevalence
of absence from school of more than 10 days due to
wheezing (0-52; 0-30 to 0-90), any days in bed (0-67;
0-44 to 1-01), and restriction of activities at home
(0-51; 0-31 to 0-83) and an equivalent but not
significant fall in speech limiting attacks (0-51;
0-24to 1-11).

Conclusion—The small increase in the prevalence
of wheezy children and relatively greater increase
in persistent wheezing suggests a change in the
environmental determinants of asthma. In contrast
and paradoxically the frequency of wheezing attacks
remains unchanged and there are indications that
severe attacks and chronic disability have fallen by
about half; this may be due to an improvement in
treatment received by wheezy children.

Introduction

Four prevalence studies which have been repeated
over time with similar methods have all reported
that among British school children the prevalence of
symptoms of asthma has increased in recent years.'*
This trend in prevalence has been accompanied by
an increase in children consulting their general
practitioner with asthma’®® and in hospital admissions,’
but opinions vary about the extent that this increase is
due to epidemiological factors rather than to artefacts
or changes in medical care.'® The widespread accep-
tance that asthma is indeed on the increase has created
considerable concern about what kinds of environ-
mental factors might be responsible.

Hitherto, serial prevalence studies have relied
mainly on a simple respiratory questionnaire which is
completed by parents, though in one study there was
corroboration with an exercise test for bronchial
hyperreactivity.' So far, no study has used a detailed
interview of parents to ascertain in a standard manner
trends in clinical details or the impact of the disease in
terms of severity and disability.
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