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EDITORIAL

Improving Quality in Against Medical Advice Discharges—More Empirical  
Evidence, Enhanced Professional Education, and Directed Systems Changes

David Alfandre, MD, MSPH* 

National Center for Ethics in Health Care, U.S. Department of Veterans Affairs, Washington, DC; Assistant Professor of Medicine and Population 
Health, NYU School of Medicine, New York, New York.

Against Medical Advice (AMA) discharges, when a patient 
chooses to leave the hospital prior to a clinically specified 
and physician recommended endpoint, remain a healthcare 
quality problem. Patients who leave the hospital AMA chal-
lenge the healthcare professionals entrusted to care for them 
as well as the institutions that work to promote continuity 
and improved quality. AMA discharges account for up to 2% 
of all hospital discharges and, compared with convention-
al discharges, are associated with worse health and health 
services outcomes. Patients discharged AMA have higher 
rates of 30-day readmission, morbidity, and 30-day mortal-
ity.1,2 Additionally, the burden of worse health outcomes is 
disproportionate among disadvantaged patient populations. 
Patients with human immunodeficiency virus,3 substance 
use disorders,4 and psychiatric illness5 are more likely to be 
discharged AMA, as are patients with low socioeconomic 
status, without insurance, or with Medicaid insurance.

In this issue of the Journal of Hospital Medicine, Stearns and 
colleagues6 provide an important contribution to this area of 
medicine in need of more high quality empiric studies. The 
study reviewed all AMA discharges from a single year in an 
urban community hospital in order to assess provider per-
ceptions and knowledge about AMA discharges. The study 
reconfirmed both the patient-level predictors of AMA dis-
charges that have been demonstrated consistently (ie, male 
gender, younger age, Medicare or no insurance, and injec-
tion drug use) as well as the low rates of documentation of 
patient capacity, medication prescribed, and follow-up plans 
in AMA discharges.7

The authors’ investigation has also advanced the study of 
AMA discharges in two important directions. First, by char-
acterizing patients with multiple AMA discharges, the au-
thors focus on a more vulnerable population. These patients, 
who may have particular difficulty in consistently engaging 
in care, could help provide insight into the general phenom-
enon of AMA discharges. Second, the authors broadened 
their attention to include the study of nurses, a group of 
healthcare professionals who may play an important but not 
well recognized role in the AMA discharge process. In fur-
ther characterizing nurses’ attitudes toward AMA discharg-

es, medication prescriptions, and outpatient follow-up, the 
authors highlight nurses’ role in gathering critical patient 
information and promoting ethical practices in discharge 
planning. To better understand this dynamic and its poten-
tial role in mediating adverse health outcomes, further stud-
ies should also examine the attitudes of other central mem-
bers of the treatment team (eg, pharmacists, social workers, 
etc.) who participate in discharge planning.

Inadequate documentation of AMA discharges remains 
a problem. In an attempt to address this, some institutions 
use AMA discharge forms to facilitate documentation of 
the informed consent process, the patient’s signed declina-
tion of care, medico-legal considerations, and the resulting 
treatment plan. Although systematic efforts to improve doc-
umentation should be encouraged, significant uncertainty 
about the optimal use of AMA discharge forms remains. 
Specifically, the use of a patient-signed AMA discharge 
form has not been demonstrated to advance patient care 
and may promote harm by stigmatizing patients8 and re-
ducing the likelihood that they will pursue follow-up care.9 
Furthermore, given that these forms may be written using 
institution-centered legalistic language or at an inappropri-
ate reading level, this common hospital practice should be 
evaluated to assess whether patients comprehend and ben-
efit from the forms, and how the forms influence healthcare 
decision making.10

Finally, the authors’ finding that 38% of nurses, 22% of 
physician trainees, and 6% of attendings believe patients 
discharged AMA lose the “right” to follow-up is noteworthy. 
The practice would suggest a significant lapse in understand-
ing the professional obligation to acknowledge and commu-
nicate that the informed consent process is voluntary and 
patients have the right to decline recommended treatment 
without forfeiting future access to care. Harm reduction 
principles indicate that simply choosing to decline an epi-
sode of inpatient care does not make a patient ineligible for 
other medically indicated treatments and services. Previous 
studies have demonstrated that physicians may incorrectly 
inform patients that insurance will not pay for their care if 
they leave AMA, in order to persuade them to remain hos-
pitalized.11 The current study suggests similar and potentially 
well-meaning but coercive attitudes about AMA discharge 
that can undermine a patient’s voluntary choice to accept 
medical care.

Stearns and colleagues6 rightly point to educational and 
policy interventions to improve the quality of care for pa-
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tients discharged AMA. Additionally, setting patients’ 
expectations early in the hospitalization,12 empathically 
addressing their concerns,13 and sharing clinical decisions 
with patients by providing a medically reasonable range of 
clinical options rather than a single choice14 are practical 
bedside interventions that all clinicians can implement. 
System changes like developing clear policies and electronic 
medical records templates are particularly important, as they 
are more likely to lead to durable institutional change that 
is systematic, transparent, and fair. Moreover, research that 
expands the object of study beyond the physician-patient re-
lationship could significantly improve outcomes in this vul-
nerable population of patients. Recent studies have begun to 
elucidate the deficiencies that may underlie communication 
failures with patients before they choose to leave AMA,15  

how providers decide to designate a discharge as AMA,16 

and how changing the structure and environment of care for 
patients who use injection drugs can reduce AMA discharg-
es and improve health outcomes.17

AMA discharges are a persistent, complicated healthcare 
quality problem that defies an easy solution. Improving the 
quality of care for these patients will require building upon 
the empirical research base, providing enhanced education 
and guidance to healthcare professionals in the ethical and 
clinical management of AMA discharges, and making systems 
changes that promote enduring institutional change. We are 
moving in the right direction, but we have further to go.
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