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Many hospital patients start asking “How long will
I need to be here?” even before the admission
process is complete. Others fear that they may

be discharged too soon. Both payers and physicians tend to
interpret a shorter length of stay as a favourable outcome
because of lower short-term costs and reduced exposure to
the potential risks of a hospital stay. Furthermore, evidence
is accumulating to indicate that many hospital stays last
longer than the period of acute illness, with uncertain, if
any, additional benefit over shorter stays.1–3

Some patients take the hospital discharge decision into
their own hands, leaving against medical advice, that is, be-
fore the physician has ordered discharge. How prevalent
are these decisions, who makes them, and what are the con-
sequences? Anis and colleagues4 addressed some of these is-
sues in a retrospective cohort study of 981 hospital inpa-
tients with HIV infection, almost half of whom reported
injection drug use (see page 633). They found a high rate of
discharge against medical advice — 13% overall. Current
injection drug use was significantly more common among
patients who left hospital against medical advice, and one-
fifth of injection drug users left under these circumstances.
Furthermore, patients were more likely to leave against
medical advice on days when welfare cheques were issued.

Another study of discharges against medical advice ex-
amined the question of calendar effects. Weingart and as-
sociates5 found no effect of day of the week, month or sea-
son on rates of discharge against medical advice. However,
in that study of general medical patients, the prevalence of
drug abuse was probably much lower than in the study by
Anis and colleagues4 (income was not reported in either
study, which makes it difficult to know whether that factor
might explain the different findings). Studies of the
“cheque effect” support the hypothesis that receipt of wel-
fare payments can be related to addictive behaviours,6,7

which may be the mechanism of the “welfare Wednesday”
effect found by Anis and colleagues.4

Among variables available in discharge abstracts, Anis
and colleagues4 found no other predictors that were signifi-
cantly associated with discharge against medical advice. In
particular, age, sex, housing status and severity of HIV in-
fection were not significant independent predictors, al-
though younger age, male sex, substance abuse, lack of a
personal physician and lack of health insurance have been

identified in previous studies5,8,9 as risk factors for discharge
against medical advice.

The higher rate of discharge against medical advice in
the study by Anis and colleagues4 than in other general
medical hospitals may have been related to the high fre-
quency of a significant risk factor for this type of discharge,
injection drug use. Discharge against medical advice may
also be more common in HIV-infected adults. In a large
study of hospital admissions for pneumonia, patients with
HIV infection were much more likely to be discharged
against medical advice than those without this infection.9

Discharge against medical advice is of concern because it
is assumed that these patients are leaving too soon and that
adverse consequences will follow. But might these dis-
charges in fact be appropriate? If “soft” admissions (e.g.,
those for noncardiac chest discomfort) are overrepresented
among patients discharged against medical advice, the
length of stay as determined by the patients themselves
may be more appropriate than what their physicians would
recommend. Similarly, patients may recognize their recov-
ery from acute illness before their physicians do. However,
data from the current and previous studies indicate that
these explanations are unlikely, although few other studies
have examined the consequences of discharge against med-
ical advice in as great detail as did Anis and colleagues.4

These authors found that leaving against medical advice
was associated with readmission: 32% of the patients were
readmitted within 30 days, whereas only 12% of regular
discharges led to readmission within 30 days; these per-
centages were 62% and 45% respectively at 1 year. Fur-
thermore, patients discharged against medical advice were
more likely to have a subsequent admission for the same (or
a related) diagnosis in the subsequent month (28% v. 8%)
and to have longer stays in hospital for any readmission
(median 5 v. 0 days). Both injection drug use and a diagno-
sis of AIDS were associated with readmission and longer
subsequent length of stay. These consequences, coupled
with the observation that a diagnosis of AIDS (a marker of
disease severity) was not associated with discharge against
medical advice, suggest that patients who leave against their
physicians’ recommendation are ending their hospital stays
prematurely. A previous study also found that disease sever-
ity was not a predictor of discharge against medical advice.9

However, despite the results of this and other well-de-
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signed studies, our understanding of discharge against
medical advice remains inadequate. Few, if any, large stud-
ies have obtained detailed clinical information to better de-
termine the predictors of such discharge, beyond those
available in administrative databases. Although severity of
illness appears not to predict this type of discharge, it re-
mains possible that the severity of the illness prompting
hospital admission could be related to leaving against med-
ical advice. Although the cost consequences of such dis-
charges might appear obvious, they have not been reported
in detail. The cost per admission may be lower for stays
ending in discharge against medical advice,10 but utilization
patterns such as those identified by Anis and colleagues4

suggest that the long-term costs would be higher. Mortality
rates and disease-specific consequences are additional
health outcomes that should be studied.

The most important void in the literature on discharges
against medical advice is the lack of understanding of why
patients choose to leave. Identifying these reasons is essen-
tial to the design of any preventive intervention. The iden-
tification of demographic factors associated with discharge
against medical advice might help health care administra-
tors to predict such occurrences, but it will not be particu-
larly helpful for clinicians or patients. Patients need to be
interviewed to find out what motivates them to leave in the
face of medical advice. While we await such studies, one
consistently identified risk factor for discharge against
medical advice — substance abuse — should be addressed.

Many drug users, particularly injection drug users, do
not trust medical care providers, in part because of their ex-
periences with inadequate pain relief and treatment for
withdrawal and also because of the attitudes of health care
providers toward abusers.11 This lack of trust interferes with
communication about diagnosis, prognosis and appropriate
treatment. In addition, these patients may find unbearable
what others perceive as merely inconvenient or unpleasant
(a hospital stay). Armenian and collaborators12 found that
treatment of opiate withdrawal with clonidine was associ-
ated with discharge against medical advice, and clonidine is
known as an inadequate treatment for significant symptoms
of opiate withdrawal. Substance abusers are also at risk for
relapse, particularly if their withdrawal or pain is inade-
quately managed. Jeremiah and colleagues8 reported that
8% of patients who left against medical advice said they did
so to seek alcohol or drugs.

What should be done now? Anis and colleagues4 suggest
that effective strategies, including the “redesign of welfare
benefit policies,” be developed. While these strategies are
being developed, and while additional studies are done to
learn more about this type of discharge and to test new in-
terventions, physician–patient communication skills should
be applied to prevent discharge against medical advice. Al-
though unstudied for this specific indication, brief inter-

ventions based on stages of readiness to change and the
principles of motivational interviewing have proven effec-
tive for many health-related behaviours, including medica-
tion adherence and one of the key risk factors for discharge
against medical advice, addiction.13–15 Appropriate treatment
of withdrawal and pain, brief interventions for addiction,
direct communication of the reasons for continuing the
hospital stay, involvement of patients in decisions, specific
advice about treatment and empathy with the difficulties
associated with being in hospital may prevent a few dis-
charges against medical advice and at the same time open a
discussion about and even have an impact on an underlying
health problem that is often left untreated — alcohol or
drug dependence.
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