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ABSTRACT

Introduction: Leaving against medical advice is a worrying situation which is a problem not only for patients
also for physicians. For many different reasons, people may choose to leave the hospital on their own requests. If
we know the reasons for leaving, we can find the solution.

Method: This prospective study was conducted at an emergency department of a university hospital that is
visited by more than 30.000 patients annually. Demographic characteristics such as sex and age, triage level,
insurance status of the patients, length of stay in the emergency department and why they were leaving against
medical advice were recorded.

Results: A total of 321 patients which constituted 1.1% of all admissions to the emergency department during the
study period left against medical advice. The main reason was refusing the observation or hospitalization
(34.6%; n=111) and the second reason was inadequate health insurance (19.6%; n=63) in all study population
(Table 1). Although inadequate health insurance was the second reason in males (36 of 153 patients; 24.0%), the
second reason was refusing the intervention or medication in females (52 of 168 patients; 31.1%). The patients
who left due to dissatisfaction with health care were predominantly male (72.7%; n=24; p=0.002) whereas who
left due to refusing the intervention or medication were predominantly female (88.9%; n=48; p<0.001).
Conclusion: Hospitals should endeavor to identify the reasons why patients leave the ED, to document the events
in detail and also to solve the problem.
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INTRODUCTION

Leaving against medical advice (AMA), or known
as self-discharge, is a worrying and undesirable
situation, which is a problem not only for patients
but also for physicians who treat these patients [1].
It means that a patient chooses to leave the hospital
before the treating physician recommends
discharge. Although discharge should be after the
physician's advice, patients admitted to hospital are
free to leave whenever they want. This problem has
been studied in different hospitals and various
patient groups including emergency departments

and the prevalence differs according to the patient
groups [1, 2]. Leaving AMA is not uncommon
which is estimated at 2% of all discharges from
emergency departments going up to 6% in different
populations [2-4]. These patients are at significant
risks. Patients leaving AMA have higher
readmission rates and higher adjusted relative risk
of 30-day mortality than patients discharged
conventionally [5, 6]. Therefore, treating physicians
report distress when patients choose to refuse the
treatment and leave AMA [5].

For many different reasons, people may choose to
leave the hospital on their own requests. It may be
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due to factors related to patients, medical staffs or
medical environment. Sometimes, patients may
choose to leave AMA when they feel well enough
to leave the hospital. However, a conflict between
the medical staff and the patient is a more serious
cause of self-discharge [2]. If we know the reasons
for leaving AMA, we can find solutions.

We aimed to investigate why patients leave the
Emergency Department (ED), AMA, factors
affecting their decisions, the triage scale of these
patients and to discuss what we can do about this
population in the ED.

METHOD
Study sample and data collection

This study was conducted at an ED of a university
hospital in Istanbul that is visited by more than
30,000 patients annually. Patients admitted to our
ED and who left AMA before the treatment was
completed from June 1, 2007 to May 31, 2008,
were enrolled prospectively. A self-constructed
questionnaire was used to gather data. Demographic
characteristics such as sex and age, triage level
according to The Canadian Emergency Department
Triage and Acuity Scale (CTAS) [7], insurance
status of the patients, length of stay in the ED and
why they were leaving the ED AMA were recorded.
Patients under 18 years of age, unable to decide by
themselves and taken away by their relatives, and
patients who did not want to participate in the study
were excluded. The Institutional Ethics Committee
approved the study protocol.

There were 366 patients who left AMA during the
study period, representing 1.1% of all ED
admissions at the same period. 45 patients were
excluded: six patients were unable to decide and
they were taken away by legal relatives and 39
patients refused to participate in the study.

Definitions

The CTAS was used as the triage method and triage
scale was divided into five groups. The number of
patients was insufficient for statistical analysis in
Level I and II. Therefore, five groups of triage were
redesigned to three groups as follows; "emergency”
group (EG, Level I-III), "less emergent" group
(LEG, level IV) and "non-emergent" group (NEG,
level V).

Patients were asked about the primary reasons for
leaving AMA and the answers were classified into

five groups including “inadequate  health
insurance”, ‘“dissatisfaction with health care”,
“longer length of stay”, “refusing the observation or
hospitalization” and “refusing the intervention or
medication”.

Statistical analysis

Statistical Package for Social Sciences software
(SPSS 17.0, Chicago, IL, USA) was used for the
statistical analysis. Continuous variables were
expressed as the mean + standard deviation,
whereas categorical variables were presented as
percentages. Chi-square (x?) test was employed for
the comparison of categorical variables. The
differences between normally distributed numeric
variables were evaluated by Student’s t-test or one-
way analysis of variance, while non-normally
distributed variables were analyzed using Mann-
Whitney U test or Kruskal-Wallis variance analysis
as appropriate. Statistical significance was assumed
for p<0.05.

RESULTS

The final study population included 321 patients
representing 1.1% of all patients admitted to the ED
during the same period. The mean age was 48.7 +
18.6 year and 47.7% (n=153) of the patients were
male. The mean length of stay in the ED was 150.5
+ 149.8 minutes. The main reason of leaving AMA
was refusing the observation or hospitalization
(34.6%; n=111) and the second reason was
inadequate health insurance (19.6%; n=63) in all
study population (Table I).

Table I: Reasons for leaving AMA

Reasons for leaving AMA n (%)
Refusing the observation or hospitalization 111 (34.6)
Inadequate health insurance 63 (19.6)
Longer length of stay 60 (18.7)
Refusing the intervention or medication 54 (16.8)
Dissatisfaction with health care 33 (10.3)

Although inadequate health insurance was the
second reason in males (36 of 153 patients; 24.0%),
the second reason was refusing the intervention or
medication in females (52 of 168 patients; 31.1%).
Patients who left due to dissatisfaction with health
care were predominantly male (72.7%; n=24;
p=0.002), whereas those who left due to refusing
the intervention or medication were predominantly
female (88.9%; n=48; p<0.001) and the difference
was statistically significant (Table II).
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Table I1: Reasons for leaving against medical advice (AMA) according to the gender

Reasons for leaving AMA Gender P

Male; n (%) Female; n (%)
Inadequate health insurance 36 (24.0) 27 (16.2) 0.121
Dissatisfaction with health care 24 (15.6) 9(5.4) 0.002
Longer length of stay 28 (17.5) 32 (18.6) 0.886
Refusing the observation or hospitalization 59 (39.0) 52 (31.1) 0.160
Refusing the intervention or medication 6(3.9) 48 (28.7) <0.001
Total 153 (100) 168 (100)

The triage acuity scales of the patients are showed
in table III.

Table III: The triage scale of the patients who left
against medical advice

Triage scale (n; %)
Level 1 0; 0%
Level 11 3,0.9%
Level 111 171; 53.3%
Level IV 96; 29.9%
Level V 51;15.9%

“Emergent” group (EG, level I-III), “less-emergent”
group (LEG, level IV) and “non-emergent” group (NOG,
level V)

The mean ages of patients in EG, LEG and NEG
were as follows respectively; 54.0 = 18.8, 46.7 +
17.1 and 36.1 £ 12.5 years and the post-hoc test
showed that the difference between each group was
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statistically significant (p <0.05). The difference
was found to be significant when reasons for
leaving were compared with acuity. Of the patients
who left due to inadequate health insurance, 57.3%
(n=36) were in EG, 38.0% (n=24) in LEG and 4.7%
(n=3) in NEG. Of the patients who left due to
dissatisfaction with health care, 54.5% (n=18) were
in EG, none in LEG and 45.5% (n=15) in NEG. Of
the patients who left due to longer length of stay,
36.6% (n=22) were in EG, 46.7% (n=28) in LEG
and 16.7% (n=10) in NEG. Of the patients who left
due to refusing the observation or hospitalization,
73.2% (n=82) were in EG and only 5.4% (n=6)
were in NEG. Of the patients who left due to
refusing the intervention or medication, 27.8%
(n=15) were in EG, 38.9% (n=21) in LEG and
33.3% (n=18) in NEG (Figure 1).
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Figure 1: Reasons for leaving against medical advice and triage acuity
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The difference between reasons for leaving and age
was insignificant (p>0.05). The mean waiting time
of patients who left due to inadequate health
insurance was 97 = 75 min., due to dissatisfaction
with health care was 133 £ 151 min., due to longer
length of stay was 171 £ 127 min., due to refusing
the observation or hospitalization was 216 + 189
min., due to refusing the intervention or medication
was 64 + 44 min. post-hoc test showed that the
difference between each group according to waiting
time was statistically significant. When acuity scale
was compared with waiting time, the difference was
statistically significant (p<0.05). The mean waiting
times in EG, LEG and NEG were as follows
respectively; 171+160 min., 122 £ 122 min. and
130 £+ 148 min.

DISCUSSION

We found that the main reasons for leaving AMA
were refusing the observation or hospitalization and
inadequate health insurance. Although other
reasons showed similarity in all study population,
the number of patients who left AMA due to
refusing the intervention or medication in females
was prominent. It is known that the rate of leaving
the ED is higher for patients who have less urgent
or non urgent conditions; however, studies have
shown that patients with potentially emergent, even
life threatening conditions are also reported to leave
[8, 9]. In our study, more than half of the patients
who left the ED were classified as Level I-III
according to CTAS and defined as EG. This raises
the importance of the subject.

In our study, patients who left the emergency
service represented 1.1% of all patients admitted to
our ED. Our result is similar to other studies in the
literature. However, higher rates were found in
other studies [4]. Some studies have revealed a
relationship between demographic characteristics
and rates for leaving; detecting higher rates for
leaving the emergency service especially in male
gender and younger age groups [10]. The patients’
demographic characteristics have discrepancies
among many studies. In our study, females
constituted 52.3% of the patients but in the study by
Henson et al. [8], males constituted 60% of the
patient group. The average age for our patients
showed similarity to the other studies in the
literature [2, 11, 12]. But the NEG patien were
younger than the others.

In most of the other studies, longer length of stay
was found to be the dominant reason for leaving the
ED [10, 13]. In our study, the rate of patients who
left the ED due to longer length of waiting time

seems to be lower than other studies. Waiting
period was found to be longer in EG when
compared to LEG and NEG. In a previous study
performed in our hospital, the waiting period was
found to be longer in NEG [12]. This may have
been due to the increasing workload of EDs as a
result of changes in health system policy in our
country. For those patients, since hospital beds
were not available, patients had been observed in
ED or transferred to a different hospital [14]. So,
the waiting time in ED increased.

In the study by Tong and his colleagues, the reasons
for leaving the emergency service were classified as
patient-related or family-related, physician-related,
cultural and social factors [15]. Regarding the
waiting period, if it could be shortened, patients’
satisfaction would be better, leading to lower rates
of leaving the emergency service. Additionally,
triage classification of the patients is another factor
influencing the waiting period [10]. In the study of
Lee et al. [13], 90% of the patients leaving ED were
evaluated as “not urgent” or “less wurgent”.
Therefore, it is necessary to make the initial
evaluation carefully. In studies performed on
patients admitted to emergency services, various
criteria were compared to diagnose patients with
real emergency conditions, but still a considerable
rate of missed diagnoses were observed [16]. For
this purpose, various triage evaluation scores have
been developed and are currently used in
emergency services [7, 17]. Correct identification
and faster evaluation of emergency patients will
decrease the possible health problems to a
minimum. We are not fully aware of the reasons
such as refusing the observation, hospitalization,
intervention or medication. Therefore, more
comprehensive studies are needed.
Recommendations

The patient leaving the emergency service should
not be seen as an incompatible individual. People
providing health care services, should endeavor to
understand the underlying problems causing refusal
of medical treatment. If these problems are
identified, the disagreement may also be eliminated.
Furthermore, effort spent by both patient and doctor
may provide a consensual environment. It was
shown that patients were unable to communicate
comfortably with the medical care personnel,
having difficulty in asking questions or unable to
get understandable answers [18]. Therefore,
informing the patients and giving appropriate
guidance is necessary to eliminate the currently
encountered problems. This approach will increase
the satisfaction of the patients and their relatives.
Patients’ satisfaction is a valuable parameter when
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evaluating the quality of the services provided in
emergency departments [19]. In previous studies,
giving explanations to the patient about the
emergency service procedures and why the patient
should wait were determined to increase patient
satisfaction [20]. Taylor et al. pointed out that the
improvement of communication skills of
emergency service personnel and developing
positive attitudes towards their patients, informing
the patients in more detail and shortening the
waiting period were effective in increasing patient
satisfaction in ED [21].

If the patient decides to leave, the specified data-
sheet for leaving patients should be dated and
signed by the patient. Date and time of admittance
and decision to leave should be recorded. If
possible, signature of another individual should be
taken as a witness [22]. General management of a
leaving patient is shown in table I'V.

Table IV: When a patient refuses treatment [22]

1. Evaluate his/her decision making adequacy.

2. Evaluate patient’s point of view on the situation.

3. Try to understand the patient’s worries and
concerns.

4. Inform about the risks of refusing treatment.

5. If appropriate, call other individuals (eg. family
members, social worker).

6. Consider alternative therapies.

7. If possible, provide adequate information regarding

the treatment and follow-up.

Avoid intimidating and punitive explanations.

9. Document the refusal decision and the result in
detail.

10. Think about the telephone follow-up.

*®

Informed consent and informed refusal about
treatment are the most fundamental rights of the
patients. Emergency service physicians should
follow an appropriate route about informed consent
and informed refusal of treatment. They should
inform the patient about planned medical treatment
and interventions and also should act with a
persuasive manner about protecting the patient’s
rights. In the emergency service, many potential
obstacles exist about informed consent (For
example, inadequacy of patient’s’ decision making
ability, language issues, illiteracy, time limitations,
communication problems and different
expectations). Since general conditions of many
emergent patients tend to deteriorate, full attention
should be given to them. The adequacy of patient’s
decision making should be well evaluated, a
detailed explanation should be made during
informing procedure and the non-compliance of the

patient on planned intervention, its risks and
benefits should be abolished.

In conclusion, leaving AMA is a worrying situation
and reasons may differ according to the hospitals
and patient groups including emergency department
patients. Therefore, hospitals should endeavor to
identify the reasons why patients leave the ED, to
document the events in detail and also to solve the
problem.

REFERENCES

1. Seaborn Moyse H, Osmun WE. Discharges
against medical advice: a community hospital's
experience. Canadian journal of rural medicine : the
official journal of the Society of Rural Physicians of
Canada = Journal canadien de la medecine rurale : le
journal officiel de la Societe de medecine rurale du
Canada. 2004 Summer;9(3):148-53. PubMed PMID:
15603687.

2. Ibrahim SA, Kwoh CK, Krishnan E. Factors
associated with patients who leave acute-care hospitals
against medical advice. American journal of public
health. 2007 Dec;97(12):2204-8. PubMed PMID:
17971552. Pubmed Central PMCID: 2089112.

3. Alfandre DJ. "I'm going home": discharges
against medical advice. Mayo Clinic proceedings. 2009
Mar;84(3):255-60. PubMed PMID: 19252113. Pubmed
Central PMCID: 2664598.

4. Levy F, Mareiniss DP, lacovelli C. The
importance of a proper against-medical-advice (AMA)
discharge: how signing out AMA may create significant
liability protection for providers. The Journal of
emergency medicine. 2012 Sep;43(3):516-20. PubMed
PMID: 21715123.

5. Alfandre D, Schumann JH. What is wrong with
discharges against medical advice (and how to fix them).
JAMA : the journal of the American Medical
Association. 2013 Dec 11;310(22):2393-4. PubMed
PMID: 24216713.

6. Southern WN, Nahvi S, Arnsten JH. Increased
risk of mortality and readmission among patients
discharged against medical advice. The American journal
of medicine. 2012 Jun;125(6):594-602. PubMed PMID:
22513194. Pubmed Central PMCID: 3372411.

7. Bullard MJ, Unger B, Spence J, Grafstein E,
Group CNW. Revisions to the Canadian Emergency
Department Triage and Acuity Scale (CTAS) adult
guidelines. Cjem. 2008 Mar;10(2):136-51. PubMed
PMID: 18371252.

8. Henson VL, Vickery DS. Patient self discharge
from the emergency department: who is at risk?
Emergency medicine journal : EMJ. 2005 Jul;22(7):499-
501. PubMed PMID: 15983086. Pubmed Central
PMCID: 1726841.

9. Ding R, Jung JJ, Kirsch TD, Levy F, McCarthy
ML. Uncompleted emergency department care: patients
who leave against medical advice. Academic emergency
medicine : official journal of the Society for Academic

41



A‘JMSRi

Journal of Medical and Surgical Research

ISSN: 2351-8200 JMSR 2014, Vol | ; N°2 : 36-41

Emergency Medicine. 2007 Oct;14(10):870-6. PubMed
PMID: 17766732.

10. Mohsin M, Forero R, Ieraci S, Bauman AE,
Young L, Santiano N. A population follow-up study of
patients who left an emergency department without being

telephone follow-up of patients who leave against
medical advice or fail to complete an ED visit. Journal of
emergency nursing: JEN : official publication of the
Emergency Department Nurses Association. 2000
Jun;26(3):223-32. PubMed PMID: 10839849.

seen by a medical officer. Emergency medicine journal :
EMJ. 2007 Mar;24(3):175-9. PubMed PMID: 17351221.
Pubmed Central PMCID: 2660023.

11. Hwang SW, Li J, Gupta R, Chien V, Martin
RE. What happens to patients who leave hospital against
medical advice? CMAJ : Canadian Medical Association
journal = journal de l'Association medicale canadienne.
2003 Feb 18;168(4):417-20. PubMed PMID: 12591781.
Pubmed Central PMCID: 143546.

12. Guneysel O, Onur OE, Saritemur M, Akoglu H,
Denizbasi A. General characteristics of patients who
leave emergency department against medical advices
after being examined. Turk J Emerg Med. 2008;8(2):79-
83.

13. Lee G, Endacott R, Flett K, Bushnell R.
Characteristics of patients who did not wait for treatment
in the emergency department: a follow up survey.
Accident and emergency nursing. 2006 Jan;14(1):56-62.
PubMed PMID: 16377190.

14. Emet M, Beyhun NE, Uzkeser M, Aslan S.
Descriptive epidemiology of secondary transport from the
emergency unit of a state hospital. Turk J Med Sci
2008;38(3):263-8.

15. Tong SF, Chen R. A patient who refused
medical advice: The doctor and patient should look for a
common ground. Malaysian Family Physician.
2007;2(3):110-3.

16. Vertesi L. Does the Canadian Emergency
Department Triage and Acuity Scale identify non-urgent
patients who can be triaged away from the emergency
department? Cjem. 2004 Sep;6(5):337-42. PubMed
PMID: 17381991.

17. Choi YF, Wong TW, Lau CC. Triage rapid
initial assessment by doctor (TRIAD) improves waiting
time and processing time of the emergency department.
Emergency medicine journal : EMJ. 2006 Apr;23(4):262-
S; discussion -5. PubMed PMID: 16549569. Pubmed
Central PMCID: 2579496.

18. Choyce MQ, Maitra AK. Satisfaction with the
accident and emergency department--a postal survey of
general practitioners' views. Journal of accident &
emergency medicine. 1996 Jul;13(4):280-2. PubMed
PMID: 8832351. Pubmed Central PMCID: 1342732.

19. Al B, Yildirim C, Togun I, Zengin S, Bozkurt
S, Kose A, et al. Factors that affect patient satisfaction in
emergency department. JAEM. 2009;8:39-44.

20. Krishel S, Baraff LJ. Effect of emergency
department information on patient satisfaction. Annals of
emergency medicine. 1993 Mar;22(3):568-72. PubMed
PMID: 8442546.

21. Taylor C, Benger JR. Patient satisfaction in
emergency medicine. Emergency medicine journal
EMJ. 2004 Sep;21(5):528-32. PubMed PMID: 15333521.
Pubmed Central PMCID: 1726409.

22. Strinko JM, Howard CA, Schaeffer SL,
Laughlin JA, Berry MA, Turner SN. Reducing risk with

42





