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Discharge against medical advice (AMA), in which
the patient chooses to leave the hospital before the
treating physician recommends discharge, continues to be a common and vexing problem, especially
for hospitalists. Between 1% and 2% of all medical
admissions end in an AMA discharge.
It is also known that patients discharged AMA,
taken as a whole, are an at-risk group for both morbidity and mortality. Patients with asthma who are discharged AMA have a 4 fold
higher risk of readmission to an E.R. within 30 days (21.7% vs. 5.4%) and an almost 3
fold incidence of hospitalization within that period (8.5% vs. 3.2%) In a study of general medicine patients, those who left AMA were 7 times as likely to be readmitted
within 15 days (21% vs. 3%), almost all for the same diagnosis. In a large retrospective
study of almost 100,000 patients with acute myocardial infarction, those who left
AMA (n= 1079) underwent fewer revascularization procedures and had shorter
lengths of stay; however, this AMA group had a 40% higher risk of death or readmission for acute MI/unstable angina during the following two years
PREDICTORS OF AMA DISCHARGE
Most of the published data are from retrospective analyses and case-controlled studies
at single urban institutions, limiting our ability to define a clear casual relationship.
Understanding why patients choose to leave AMA has obvious importance in the prevention of excess morbidity, mortality and health care costs. In most retrospective
studies, the presence of drug or alcohol dependence has been shown to have a close
relationship to AMA discharge requests; this may reflect underlying addictive behaviors and the desire to return to the use of these agents. Other factors that demonstrate
an association with AMA discharge include a history of HIV, lack of a primary care
physician and patient reports of financial problems or sickness within the family. For
patient’s with a known history of substance abuse, efforts to reduce AMA discharges
have consisted of early identification, communication and counseling.
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STRATEGIES FOR PREVENTING AMA DISCHARGES
The following strategies are important in an effort to reduce the occurrence of AMA discharges:
1. Address substance abuse issues and initiate treatment for withdrawal symptoms
2. Recognize psychological factors and address them. Two articles have described the association of
patient anxiety, depression and anger (perhaps masking feelings of helplessness) with AMA discharge; the
latter may permit expression of these feelings in the context of personal control.
3. Avoid anger when dealing with difficult patients; such behavior by nurses and physicians may precipitate an AMA discharge. Whenever possible, the discussion should be focused on the patient’s needs and
on the importance of continuing inpatient care. Psychiatric consultants may be helpful in this regard. A dispassionate, empathetic and nonjudgmental approach to patients is challenging, takes time and requires continual practice and perseverance.
4. Consider a motivational interview.
MANAGING AMA DISCHARGES
Informed consent is an important step in AMA discharges; an informed decision means that the patient has
arrived at the decision in consultation with his or her physician without being subjected to coercion and with
full understanding and appreciation of the risks, benefits and alternatives. The first step in this process is to
evaluate the decision making capacity of the patient; distinct from mental competence, this evaluation does not
require a psychiatric consultation though the psychiatrist may be helpful in assessing the extent of impairment
caused by a psychiatric disorder.
The second step is to evaluate the patient’s understanding of his/her current medical situation. Does the patient understand the admitting diagnosis, its prognosis and the likelihood of risks associated with leaving the
hospital? Is the patient aware of alternatives to treatment in the hospital and of risks/benefits associated with
them? Can the patient make and communicate a choice? Can the patient articulate a reason for refusing further inpatient care that is consistent with his/her values? Your discussion with the patient, covering these issues, must be clearly documented in the medical record. When answers are ambiguous or when the patient’s
decision imposes excessive risk to his/her health, decision making capacity may be questioned and other resources (family involvement, ethics consultation, hospital risk management) should be utilized. Finally, the
patient’s health literacy must be determined; this is defined as “the degree to which the individual has the capacity to obtain, process and understand basic health information and services needed to make appropriate
health decisions.”
Once a patient has been fully evaluated in the above manner and after careful documentation of all discussions
and recommendations has occurred, he/she may still choose to leave AMA. If so, it is the physician’s responsibility to ensure that the discharge is as safe as possible, including written instructions regarding his/her diagnoses, medications, follow up arrangements, clinical signs of concern and how to seek medical attention if they
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(continued) their mind or if symptoms worsen. The best possible alternative therapy must be provided. In
effect, patients who choose to leave AMA should be offered as much continuing therapy, social support and
follow up assistance as we would arrange for all other patients.
References:
Taqueti, VR, Leaving Against Medical Advice, NEJM 2007; 357(3): 213-215

CARE OF THE HOSPITALIZED PATIENT 2009
SATURDAY, MAY 2, WASHINGTON UNIVERSITY
SEE CALENDAR FOR DETAILS

CASE OF THE MONTH

ABIGAIL EMERSON, MD & ROBERT LANCEY, MD

A 33 year old African American male was admitted to the University of Missouri I.M. Service, referred from
a community hospital for uncontrolled hypertension. He was initially diagnosed with hypertension approximately ten years ago; the condition had been worsening over the past 2-3 months despite escalating doses
of antihypertensive agents. In the office on the day of admission, his blood pressure was 210/110 and he
was “not feeling good.”
The patient was transported to the stepdown unit where more information was obtained. He complained of
increasing fatigue, occasional headaches with blurred vision and chest pressure, worse in the morning. He
reported increasing periorbital puffiness but was unable to specify a time period; he had lost 55 lbs over the
past 8 months via a diet modification program. He had been diagnosed with diabetes 3 months ago and
was controlling his glucose with diet and Metformin. Daily glucose checks range from the 130s-140s. He
also reported that he had been treated for hypokalemia over the past 2 months and was currently taking KDur 60 mEq twice daily.
His past history was remarkable for essential hypertension, diabetes mellitus, GERD and obesity. His current medications included lisinopril, amlodipine, triamterene/HCTZ, Metformin, K-Dur, metoprolol, omeprazole and cyclobenzaprine (as needed). He had no medical allergies. The patient reported a 40 pack-year
history of tobacco use (and was still smoking) but denied excessive use of alcohol. He works as a machine
operator and is engaged to be married. Family history was remarkable for hypertension and diabetes.
Physical examination revealed a blood pressure of 174/122, T 36.2 C, P 78, R 16 and O2 sat 96% (RA). Significant findings included mild periorbital edema, acanthosis nigricans at the nape of the neck and striae over
the trunk and antecubital fossae. There was no JVD, chest was clear to auscultation and no murmur, rubs or
gallops were noted. He was fully alert and oriented with clear, fluent speech and no focal neurologic deficits.
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Labs revealed Na 140, K 2.5, Cl 97, BUN 12, Cr 1.0, Glucose 190, Ca 8.8 and Alb 3.4. CBC was normal; UA
showed trace protein but was otherwise normal. His EKG revealed NSR with no ischemic ST-T changes and
his troponin I was 0.02.
Let’s stop and consider a few points:
What factors could be contributing to his poorly controlled hypertension?
How should his blood pressure be managed at this point?
Should he be evaluated for secondary causes of hypertension or is this just another “routine” case of hypertensive
urgency?
What are your thoughts regarding his weight loss, newly diagnosed diabetes and hypokalmia?
A CT of the abdomen and pelvis was obtained which showed a “large right adrenal region heterogeneously
enhancing mass, 7.5 cm x 5.1 cm x 5.2 cm. Multiple enhancing lesions in the liver, multiple bilateral lung parenchymal soft tissue nodules, a small T9 sclerotic focus and minimal pericardial effusion were also noted.
The astute senior resident then orders: ACTH 2 pg/ml (7-69), plasma rennin 0.4 ng/ml (0.2-1.6), plasma aldosterone 112 ng/ml (<31), AM cortisol 31.2 (6.7-22.6), 24-hr urine free cortisol 925 mcg (<85), a low dose dexamethasone suppression test 35.7 mcg/dL, a high dose dexamethasone suppression test 38.9 mcg/dL, DHEA
14.6 ng/ml (1.9-7.6), testosterone 185 (400-1080) and free testosterone 45 (47-244). 24 hr urine metanephrines,
VMA and catecholamines were normal
More points to consider:
What is your differential diagnosis for this patient?
How do the above results change our management of this patient’s hypertension?
What are your next steps in the diagnostic workup?
Once the patient’s blood pressure was stabilized, he was sent home and brought back in four weeks for a
laparoscopic adrenalectomy and partial hepatectomy with biopsies. His postoperative course was complicated by hypertensive crisis, respiratory failure and altered mental status. Pathology confirmed the diagnosis
of adrenocortical carcinoma and further workup showed metastases in the liver, lung, bone and brain (stage
IV disease). After consultation with Hematology-Oncology, the patient opted for hospice care.

Discussion: This case demonstrates a rare cause for secondary hypertension, adrenocortical carcinoma
(ACC). The patient’s presentation raises the possibility of several endocrinologic causes for hypertension, including Cushing’s Syndrome and hyperaldosteronism.
ACC is a rare adrenal malignancy, with a population incidence of 1-2 per million. There is a bimodal age distribution, with a peak under 5 years of age and another in the 4th-5th decades of life; median age at diagnosis
is 44 years. Hyperfunction of the adrenal is common, with 60-80% demonstrating hormone secretion. The
primary differential diagnoses for this adrenal mass are neuroblastoma and pheochromocytoma. ACC, while
usually sporadic, has been associated with hereditary cancer syndromes, including MEN 1 (parathyroid, pituitary and pancreatic neuroendocrine tumors and carcinomas), Beckwith-Wiedemann Syndrome (Wilms’ tumor, neuroblastoma, hepatoblastoma, ACC) and Li-Fraumeni Syndrome (breast cancer, soft tissue and bone
sarcomas, brain tumors, ACC).
(continued)
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ACC is largely a silent disease unless hormone secretion leads to an early diagnosis; 70% of cases have metastasized at the time of diagnosis and common sites include liver, lung, bone and peritoneum. Adult disease tends to
be more aggressive and has a poorer prognosis than ACC in children. Treatment includes surgical resection and
adjuvant therapy (mitotane and possible radiation). Prognosis is often poor and is related to the completeness of
surgical resection and the presence of distant metastases. Several small patient series, published in recent years,
suggest an improvement in survival over time.
References:
Luton, JP et al., Clinical features of adrenocortical carcinoma, prognostic factors and the effect of
mitotane therapy, NEJM 1990, 322 (17): 1195-1201
Brennan MF, Adrenocortical carcinoma, CA Cancer J Clin 37 (6): 348-65, Nov-Dec 1987

FROM THE JOURNALS

Robert Folzenlogen MD

Efficacy of Esomeprazole for the Treatment of Poorly Controlled Asthma
Mastornade, JG et al., Am Lung Assoc Asthma Clinical Research Centers
NEJM, Vol 360, No 15, 1487-1499, April 9, 2009
Conclusion: despite a high prevalence of GERD in asthma patients, PPI use does not improve control

Update in COPD 2008
Maclay, JD et al., Am J Resp Crit Care Med, Vol 179, No. 7, 533-541, April, 2009
Review of pathophysiology, genetics,, systemic features, imaging and treatment of COPD

The Role of D-Dimer Testing in Patients with Suspected Venous Thromboembolism
Prisco, D and E. Grifoni, Seminars Thrombosis Hemostasis, Vol 35, No. 1, 50-59, Feb 2009
An overview of the rationale, utility and limitations of d-dimer testing

ID CORNER

William Salzer MD

INTRAABDOMINAL INFECTIONS
Attached are the evidence-based guidelines for the antibiotic treatment of intraabdominal infections
from the IDSA.
Solomkin, JS et al., Guidelines for the selection of anti-infective agents for complicated intraabdominal
infections, Clin Infect Dis 2003; 37:997-1005

http://www.journals.uchicago.edu/doi/pdf/10.1086/378702
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Division of General Internal
Medicine DC043
1Hospital Drive
Columbia, MO 65212
folzenlogenr@health.missouri.edu

Care of the Hospitalized Patient, 2009; Saturday, May 2, 17th Floor Queeny Tower
Restaurant, Barnes-Jewish Hospital, Washington Univ. Med Center, St. Louis; call
800-325-9862 or register online: http://cme.wustl.edu; LOCAL
Kidney Disease: Management for Primary Providers, May 9, Eric P. Newman
Education Center, Washington Univ. Med Center, St. Louis; call 800-325-9862 or
register online: http://cme.wustl.edu; LOCAL
19th Annual Conference, Caring for the Elderly, Missouri Association of LongTerm Care Physicians, August 21-22, Holiday Inn Select Executive Center, Columbia; call 573-882-0366 or visit the CME website at www.som.missouri.edu/CME;
LOCAL
Missouri ACP Meeting, to include a Hospitalist Conference Luncheon, focusing
on Hospital Acquired Infections, September 24-27; details to follow; LOCAL
Hypertension & the Cardiometabolic Syndrome, October 15, 2009, Hampton Inn
& Suites, Columbia, MO, University of Missouri Department of Medicine, call 573882-0366 or visit www.som.missouri.edu/CME; LOCAL
The Academic Hospitalist Academy: Essential Skills for Education, Scholarship
and Professional Success, Society of GIM, November 8-11, Atlanta, Peachtree
Conference Center; for more info, contact Amy Woodward, woodwarda@sgim.org;
note that attendance will be capped at 100 participants (register early).

Please direct all comments, ideas and newsletter contributions to the Editor:
Robert Folzenlogen MD, folzenlogenr@health.missouri.edu
Please forward this newsletter to Missouri Hospitalists that you might know!

