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Healthcare outcomes may be adversely affected by numerous
factors beyond the disease itself, including inadequate access
to care, disparities in health care delivery, cost, lack of fam-
ily and social support, coexistent substance abuse or mental
illness, poor compliance, and many others. In this issue of
Digestive Diseases and Sciences, Akanbi et al. [1] studied
the frequency and predictors of patients with chronic pan-
creatitis leaving the hospital against medical advice (AMA).
Of course, a small percentage of all patients admitted to the
hospital for any reason are at risk of leaving the hospital
AMA. Although there are several reasons why patients leave
the hospital AMA, this early departure from medical care
is often associated with an attendant increase in morbidity
[2] and mortality [3], as well as an increase in readmission
rates to the hospital [4, 5]. The investigators estimated the
prevalence and predictors of leaving AMA among hospital-
ized chronic pancreatitis patients in the USA, hypothesizing
that alcohol, substance abuse and mental health disorders
might be more common in these patients and could be risk
factors for leaving AMA. In order to test their hypothesis,
the investigators retrospectively examined deidentified infor-
mation on hospital discharges from 2008 to 2014 from the
National Inpatient Database (NIS), which tracks 7 million
discharges per year and is a representative sampling of the
US hospitalized population.

The investigators analyzed the racial, demographic, geo-
graphic, and socioeconomic characteristics, length of hospi-
tal stay, total adjusted charges, type of insurance, day of the
week of the admission, medical comorbidities and preexist-
ing conditions present in these patients. Comorbid condi-
tions were analyzed using ICD9 codes, including alcohol
use, tobacco use, other substance use, depression, psychosis,
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HIV status, biliary stones, acute pancreatitis, and undergoing
endoscopic or surgical biliary and pancreatic procedures.
Moreover, characteristics of the hospitals where the patients
were admitted were tracked by region, size, location (urban
or rural), and by mission (academic vs nonacademic, for
profit vs. not for profit). The initial reason for hospitalization
was not analyzed, although management of flares of chronic
abdominal pain is the reason for admission in the vast major-
ity of patients with chronic pancreatitis [6].

The primary outcome of interest was leaving the hos-
pital AMA. Readmission rates and causes for those read-
missions, which would have been interesting, were not
tracked. A post hoc analysis adjusting for smoking/alcohol
abuse and etiology of the chronic pancreatitis was per-
formed. Patients admitted with gastroparesis were chosen
as an additional comparison group. The database revealed
that 87,068 patients were discharged with the diagnosis of
chronic pancreatitis between 2012 and 2014, with 3.45% of
those discharges being AMA. Univariate analysis revealed
that patients who left AMA were more likely to be younger,
male, African—American or Latino, in the lowest quartile of
annual income, receiving Medicaid or uninsured, admitted
from the emergency ward to a private for-profit hospital,
and from the southern and northeastern USA. Patients with
chronic pancreatitis who left the hospital AMA were also
more likely to smoke, use alcohol and illicit drugs and were
less likely to have undergone endoscopic or surgical proce-
dures or have preexisting medical or psychiatric comorbidi-
ties (other than HIV and “psychosis”), than those who did
not leave AMA. Understandably, when observed from the
narrow perspective of a single hospitalization, each hospital
stay was less costly and shorter among those who left AMA.
According to multivariable analysis, most of these variables
remained predictors of AMA discharge with the exception
of race, smoking status, and the presence of concomitant
acute pancreatitis likely due to biliary stones. When com-
pared with all patients hospitalized in the USA from 2008
to 2012, the rate of AMA discharge for chronic pancreatitis
patients was more common and increased at a greater rate
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than for other patients (from 3% to 3.7% vs from 1.1% to
1.3% for all other patients).

According to post hoc analyses, those patients using alco-
hol and/or tobacco were more likely to leave AMA (4.6%
vs. 2.0%) than patients who did not use alcohol and tobacco.
Idiopathic chronic pancreatitis patients were the least likely
to leave AMA (1.37%). Chronic pancreatitis patients were
more likely to leave AMA than were gastroparesis patients
(3.45% vs. 2.33%). Interestingly, many of the factors that
predicted leaving the hospital AMA were similar for both
chronic pancreatitis and gastroparesis.

Patients with chronic pancreatitis appear to leave the
hospital AMA more commonly than do patients with many
other medical conditions a rate that appears to be increas-
ing over time. The authors identify potential predictors of
this adverse health outcome, but they do not identify strate-
gies to reduce or prevent patients from making the decision
to leave the hospital AMA. Many of the predictors seem
obvious, such as rather high rates of associated alcohol
use disorder, lack of insurance, or poverty. There may be
a multitude of other confounding explanations for leaving
AMA; two in particular, deserve mention. In our experience,
increasing frustration with the lack of effective treatment
options for chronic pancreatitis pain drives many patients to
give up on the medical system. Perhaps even more impor-
tantly, healthcare workers exhibit a lack of understanding
regarding the pathophysiology of chronic pancreatitis. For
instance, many clinicians are not aware that in patients with
end-stage chronic pancreatitis, amylase and lipase elevations
are absent, despite pain flares. Furthermore, cross-sectional
imaging will often not reveal acute inflammation in the pres-
ence of chronic changes. Finally, many clinicians have the
common misperception that all chronic pancreatitis is due to
alcohol [7]. In this situation, patients are routinely told that
they cannot be experiencing a painful flare, and are accused
of pain medication-seeking behavior. They are also often
accused repeatedly of being alcoholics. Therefore, most
patients with longstanding painful chronic pancreatitis avoid
the hospital and emergency room at all costs, only coming in
when symptoms are overwhelming. They might also be more
likely to leave at the first sign of improvement. A unified,
single-message hospitalist/nursing/Gl/surgery team is most
effective for better communicating the intentions and goals
of the team to chronic pancreatitis patients—not just regard-
ing opiate use for pain, but for all aspects of care. Further,

early on in the admission we need to ask patients directly,
“what might motivate you to leave the hospital before being
medically cleared?” or “what can we do to ensure you stay
hospitalized until we recommend discharge?”

Going forward, therapeutic options for those suffering
with chronic pancreatitis need to be improved [8]. Effica-
cious therapies that are better tolerated would reduce the
number of disgruntled patients who choose to leave AMA.
In the meantime, we can identify those chronic pancreati-
tis patients at high risk of leaving AMA early in their hos-
pitalizations and make a concerted effort to tailor existing
therapies for their specific needs, as well as provide sup-
portive counseling resources to help them better manage
their disease.
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