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INTRODUCLICN

Each year, throughout the éEuntry, thousands of patients leave
tuberculosis sanatoriums against medical advice. The reasons given are
various. ®He couldn't adjust to hospital life.® "He was emotionally
disturbed.® %His family put too much pressure on him." But few studies
have been made to discover why a patient is willing to gesmble with Lis
own life and that of others, rether then stay a little longer.

In checking the recorcs of Ingham Sanatorium, it appeared that al-
though discharges against medical advice were lower than in many sanztoria,
they were still too high.

There seemed to be many different figures that could be used in de-
termining whet percentage of patients left without sanction cf tne hospital
a uthorities. If one considered the total number of patients in Ingham |
Sanatorium over this three-year period, 1949-51, an approximate 6% left
against advice. Of the total number of discharges, it was slizhtly higher -
around 8%. In some sanatoria, walkouts of 25% to 75% of the discharged
patients are reported. (1)

In the beginning, it appeared thet there were seversl factors which
might be considered. For example, within the age group 20 - 29, adjustment
seemed most difficult, family problems most pressing. Those under 19 and
over 60 were not so apt to leave before they should. It was assumed that
those with more zdvanced cdisease might become more easily discoursged and
wish to leave. Those who hzd been hospitalized before and those who hsd
built up a pattern of leaving agsinst advice — going from one sanatorium

(1) Tollen, Wm. "Spotlighting the Patient and his Family" Decreasing Dis-
cherges Against Medical Advice, Nat'l TB Assoc. 1949
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to another in search of better conditions or trestment - - also seezed to
form a specific group. Many patients are some distance from home =nd this
a ppeared to be a factor. Enforced bedrest for those who had hzd en active
occupation might be a difficulty. And, of course, there is always the

femily and the part they pley in the pstient's life.
METHODOLOGY

There has been little reseazrch into the problem of the patient who
walks out against advice. A few articles such e&s ®why Do Patients go AWOL®
by Wm B. Tollen, the "Unruly Patient Problem Reviewed"™ by Robert D. Johnson,
M.D. and "Patients are People™ by Herry Wilmer, M.D. give mainly the writer'.
opinions and conclusions. A comparison of discharges from two Michignn
sanatoria for a six months period, October 1949 through March 1950 showed
that approximately 70% from one sanatorium and 48% from the other either
left zgainst advice or abscounded. 7There were no reasons given. (2)

Because there was so little data, it was felt necessary to go ghead
with this study in the way which appeared test to those working with it.

The discharge sumnary in the medical chart includes the reason for the
patient going out against advice es seen by the doctor who was disctating
it. The case record cid not always give a reasson for the actusl leaving.
However, it did cite problems which ha d arisen a nd included the patient's
feelings on his cure, the hospital and his own family probléms; Where it
was possible, the worker talked with patients either when home call was
mede, when the patient returned for cheék—up or in some instances when he

was rehospitalized. Becsuse there was such a large percentage who had

(2) Study made by Michizan Department of Health in 1950.



moved or gone into other sanetoria, there were many on whom we had no present
address. It was not deemed advisable, therefore, to try to interview all
patients at this time. Many of the conclusions drawn in this study are
necessarily from facts stated in medicsl and case reccrds.

To get an adequete semple, it wes decided‘to use a three year period,
1949-50-51. Discherges against advice fcr this perioa are limited-to those
who left after sn sctual diagnosis of tuberculosis. The control group con-
sisted of those discharged during the same period excluding only, those who
were not tuberculous, those whose stay was too short to mske actuel daig-
nosis and those who were hospitalized for a very short interfal for treaf—
ment (gastric washing, phrenic, bronchogram, etc.) Llhis control group of
267 pstients regularly discharged was chosen instead of all patients hos-
pitalized because the latter group was too large - approximstely 1700 patients—
and lack of time necessitated a smaller group.

Sanatorium monthly lists, showing admittances and discharges were checked
on all 377 patients ( both A.M.A . (B)and those regularly discherged) and in-
formation: regarding name, condition of disease on discharge, and date of
discharge was obtained.

A schedule was drawn including, nsme, age,sex, home locale (rursl,urban,
etc.) position in family, occupation, dgignosis, number of readuittzoness,
edmittance date, discharge date, number of month$ in the sanstorium, previous
A.M.A.'s, rezsons for leaving and present situation. This informastion was
taken from the medical chart, on the 110 patients who iéft against advice.
Also teken from the medical charts was information as to age and amount of

time spent in the sanatorium of the 267 patients.
(3) A.M.A . - Azsinst Medical Advice.
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The case records were then checked for neme, aze, home locale, oc-
cupa tion and rezson for lzavinz the sanatorium on the 110 patient which
comprised the walk-out group.

In the beginning, it h-d been plenned to interview each pzatient who
was out against a dvice, if possible. However, as we could not mcke in-
dividusl interviews on 211 in t.= time zllotted and because there many
thet hzd moved and there was not time to trace their present address, this
was elimin&ted. It was noted that in only two cases was the information
in the case record given by anyone other then the patient himself. It is
possible thet afteer a lapse of time, different reasons might be given, had
the patient been interviewed now.

Because it was believe that that group of patieats in the 20-30 a ge
group seem=d to hzve the mSSt family probleas, it was decided the aze
classifications should be as follows: 0-19, 20 - 29, 30 - 39, 40 - 59 and
60 and over. Maritzl status was also broken down in an effort to show the
difference betwecin the patient with family problems and thz one with only
himself to think of. Thus the classirications: singlé, merrisd without
children, parent with children and in a single classification, those widow-
ed, deparated or divorced.

The classification of months spent in the sanatorium was chosen on the
basis of the sznaztorium rules governing the tazing of x-rsys and criteria
for discharge. X-rays and consideration of the patisnt in stzff conference
are every three months. The minimum bzsic requirements for discharge are
two unchanging x-ra ys (6 months) and completely negative tests for six
months period. It was therefore decided to use O - 5 months, 6 - 11 months,
12 - 17 months and over 18. With the total time of hospitalizntion de-
creasing, fewer patients are remszining for over the 18 months period then

heretofore.



LIMITATION Or METHODS

It is felt thst these methods are somewhzt limited. There zre records
which are very sketchy a s to reasons given for leavinz such as the one
citing: ®J. was having trowle with his fomily snd decided it was to his
best advantage to leave.®™ OUr such as thz one which stated, "Mr. B. left
against advice after an argument.® Knowledge of whethsr the argument was
with friends, roommates, family, sta ff or personnel, whethsr it was over
his own problems, disagreement as to policy or many other things would hsve
been most helpful.

Actuslly there may be four reasons for each dischzarge against advice.
First, thst ziven in the hospital (medical) records. Second, that giveh in
the case record. Third, whzt the vatients say. This may include roommates,
friends or even the reason given by the one who is leaving. Fourth, the réal
reason. Many time the underlying facts are such that the patient either
does not realize the events and feelings leading up to his walkout or does
not wish to discuss them.

Another variation of data would include the change in conditions in
the sanztoriuwm from day to day. As long es a study is dependent on human
beings end human relationships, there will always be change.

®Considerstion of differences or similarities in employment opportu-
nities, welfare department policies, turnover in medical and nursing per-
sonnel and many other apparently a ncillary factors which mey influesnce the

behavior of current patients must be considered." (4)

(4) Holland Hudson cit. Appendix VI



A patient may feel different from day to day. His feelings about
his physical condition mey differ and the person he comes in contact
with as he becomes more worried, may aggravate him, worry him or help
him, His home situstion may also change. The family may visit and cheer
him up or worry him. They may not visit at all. New problems may arise
which he thinks only he can care for. The family mery try to keep prob-
lews from him and thus make him worry more thsn ever. The lunch or
dinner menu may not include his likes in food and "he has never had such
poor meals®. The steak or chicken may please him and the meals are ex-
cellent!®™ His roommate may talkx when he wants to sleep or vice veréa.
There may “e personality difficulties of which the staff is not aware
until too late. All of these 1limit the comparison from one area to another
and are a means of rendering such comparisons statistically invalid.

Because of lack of factuel data as above discussed, there is little
to compare. In reality, any data which could be comparable would be al-
most impossible to obtain until such time as there is'a wnified defini-

tion of "Against Medical Advice.®

LEGAL AUTHORITY FOR TUBERCULOSIS CONTROL IN MICHIGAN

Under Public Act 341, 1927, a mended hy Act 93, P.A. 1937, Act 240,
P.A. 1941 snd Act 249, P.A. 1949, "An act to protect the people from tu-
berculosis, to provide for the care, treatment, isolation and hospitali-
zation of persons afflicted dherewith, to provide for the commitment of
certzin persons afflic&ed with tuberculosis, to provide for their care,
custody and discharge and to prescribe penalties for the violation of

this act,® those with active cases of tuberculosis are hospitalized.



Tuberculosis is declared in the above acts to be a communicable
disease dangerous to public health. Because of this, anyone with a known
case of a ctive tuberculosis is to be hospitalized until such time as
they cannot endanger the public.

According to Section 2a. ™If he (health officer or state commissioner
of health) shell find that any such person is a menace to others, he shall
petition the probate court of the county in which such a person resides or
is found, for an order directing the admimsion of such person to any ap-
proved hospital or institution esteblished for the care of persons suffer-
ing foom tuberculosis.® Thus, for that person who is a public health
menace, compulsory hospitalization may be effected. In few cases, how-
ever, is this significant to the person who leaves against advice, as it

includes only known active cases, and this term is usually used when the

sputum is proved positive. Therefore, the pztient who hzs improved so
that he hss converted his sputum to negative but who h:.s not yet stabiliz-
ed his disease, is not usuelly brought back under court order, nor can
that patient who hss not given or will not give sputum for laboratory
tests be forcibly hospitalized. When the patient, who is hospitalized
under court order, leaves the sanatorium agesinst advice, he ususlly leaves
the state immediately and thus cannot be returned. The hospitalized
patient with a femily who is under court order will seldmm leave without
them and as this may be difficult, will usually stay. However, psychologi-
cally, the effect of being forcibly restrained may be so disturbing th=t
it is usually used only when other means fail.

Because it is impossible to enforce hospitalization and expect a
medically indigent patient to pay for it and because cure for tuberculosis

requires long periods of bedrest, this same law provides for free care.
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This includes not only hospitalization but all treatment as well and ¥shall
be considered expenditures for the protection of the public hezlth and not
as moneys advanced in the nature of welfare or relief. No person shall be
under legal obligation to maske reimbursement for such expense so incurred
unless the state commissioner of health and the county of settlement, after
reasonalbe notice and upon fair hearing under rules of procedure to be de-
termined by the state commissioner of health, shall have found that the
person so hospltalized or treated, or the person or persons legally liabl4
for his support, are possessed of sufficient income or estate to enable
them to make such reimbursement in whole or in psrt without materially af-

fecting their reasonable economic security . . . .* (8ection 3a)

DEFINITIONS OF ®AGAINST MEDICAL ADVICE"

As above mentioned, one of the difficulties in comparison of data
stems from the fact that "Against Medical Advice®™ may have almost as many
different definitions as the number of sanatoria involved.

At Ingham Sanatorium, a patient is discharged after he has success-
fully completed the course of treatment as recommended by the medical
staff, after optimum home conditions have been effected for each indivi-
dusl patient and approval of his local health department has been secured.
In cases where there is no county or city health department, the situation
is worked out as satisfactorily as possible betwesn the patient and the
social worker. Any patient who leaves before these conditions have been
met, is termed out ®against medical advice.® The patient who leaves to
meet an emergency at home, becomes dissatisfied or lea ves because of other

pressures is ®out against advice.®

-8 -



One administrator may report as against advice, those patients who
do not wait for home investigations, while another only those who kave
before their term of treatment is completed. One may count disciplinary
discharges as AMA while another does not. One sanatorium may discharge
patients who are negative by slide, another reguire negative slide, culture,
guinea pig and gastric. To leave before complete conversion would be con-
sidered, "against advice.®™ Some sanatoria use the definition "against ad-
vice" for those who have not fulfilled all recuirements for discharge but
leave after advising the staff of their intentions and the term "abscounded®
for those who leave without notifing anyone.

Thus, here too, the absence of any uniform criteria is one of the
main difficulties in any incuiries that may be made.

The same absence of criteria as to programs and classifications and/
or standards of personnel makes it impossible to compare one sanatorium to
another, one program or even facilities and resources within the sanatoria.
A shortage pf personnel or those with inadecuate training and/or understand-
ing of the situation may increase the number of early discharges. While a
trained soclal worker may help the patient analyze his reasons for wanting
to leave, a sanatorium where there is no social worker or where ke is in-
adequately trained may find that the patient leaves earlier because he
cannot observe his problem clearly.

The sanatorium which h:s adeguate, well-trained personnel will meet
patient needs better than that operating with a reduced number of workers.
The services provided also vary with the number of workers amd the type of

work done. Outside of the medical and nursing staff, that sanatorium



which can help fill the waking hours of the patient with such activities

as occupations&l therapy, bedside teaching , homemaking and library, present—
ed and supervised in such a way as to be meaningful and interesting, will
find fewer walk-outs thsn those without these services. Those patients who
can discuss home problems with a social worker, worry over future jobs with
a vocational counselor and feel thet & plan of action will be forthcoming
will usually do so and not try to carry the entire burden themselves.

Rules and actiwity allowed are both important in considering the
patieht who will not or can not wait to complete his full term of treat-
ment. For the inveterate smoker a "no smoking® rule may become an in-
surmountable difficulty. The very active business man, athlete or teen-
ager may find it impossible to adjust in a sanatorium where he is kept on
complete bedrest for a long period of time, but in that sanatorium where
they are given more freedom, may be better sble to adjust. The fact that
some sanatoriums send their patients home when they are up for one meal a
day and bathroom priveleges (as they do at Ingham) and other keep them
wntil they are on several hours work activity, also makes a difference in

the willingness of the individual to stay until discharged.

REASONS FOR LEAVING AGAINST MEDICAL ADVICE

There are as many reasons for leaving against medical advice as there
are patients who leave. No two situations are ever the same and as in
everything else, the situation depends on the individual and the adjust-
ment he has been able to make towards life.

The hospital, itself, and the life a patient must lead there breeds

dependency. He is told when to get up in the morning, when to wash, brush

- 10 -



his teeth, eat, see people sleep. From the time he was an infant, he has
been taught the opposite. He has been taught independence, that he should
learn to care for himself and his family, He will get shead by his use of
initiative. Little wonder he is now thrown into a world of conflict. When
it becomes so grest he can no longer resolves his worries, he returns to
his own life or becomes psychotic. Usually a patient will leave‘before he
becomes so emotionally_disturbed.

®Emotional instablity®™ is a nebulous term depending often on the defi-
nition by the person who is writing the history. In one case, it may be
the family pressures or other difficulties which meke the patient unable
to adjust to his disease and hospitelization. In another, it may be the
disease whtth acfentuates the family pressures. @ften the threat of sur-
gery or the vagueness of tuberculosis is far too difficult for the patient
who has not already learned to adjust to life. He may withdraw to the
point where he will no longer have anything to do with his roommates, may
spend his time sullenly staring out the window. He may work rapidly, sel-
dom taking a break, paying no attmantion to his rest periods. He may com-
plain constanily about many petty things. He may be known as "making a
poor adjustment.®

At all times we try to remember the statement by Emil Frankel, #Sta-
tistics are people. The patient upon admission becomes an individual with
a broken body and disturbed mind and not just a pair of lungs sent in for
repairs.® (5) And also that by Harry a Wilmer, M.D., ®*It's more importagt '
to know what kind of a fellow has the germ than what kind of germ has the
fellow.® (6)
(5) Frankel, Fmil, ®"The Changing Scene in the State TB Sanstorium Field",

The Welfare Reporter, N.J. Dept. Institutions & Agencies (Dec.'51)
(6) Wilmer, Harry M.D. "Patients are People® The Crusader, (1951).
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Often lack of proper interpretation of rules or reasons for doing
things may increase discontent. These may be purely umintentional or it
may be an actual lack. A patient wishes to talk to a staff member but a
busy schedule does not allow it as soon as the patiesnt believes it should.
A patient may not realize the red tape necessary or the time involved to
carry through an operation which he believes should be done immediately.
Many times hospitsl personnel cannot get cooperation from other necessary
agencies, particularly within a specified time.

Mrs. W. was recommended for discharge. A low
family income and poor home conditions worried her.
Her county of residence, in spite of the law, re-
fused to pay for out-patient treatment and did not
immediately complete home investigation. Mrs. W.
left rather than wait until the situation was
straightened out.

Food is always a reason for ®griping". The patient forzets that
eating food prepared by the same people mey become tiresome, whether at
home, in a particulsr restaurant or in the hospital.

Other patients play a large part in the A.M.A. discharges. Al-
thouzh we try to place patients according to age and interests as well as
the amount of disease, there may be a clash of personality. The roommate
or friend is gll too often ready snd willing to "give advice®. He will
frequently discucs tuberculosis, treatment, surgery, rules, etc. This
is not always with the best understanding and may create discontent or
fear in the new patient.

Fear of the disease, itself, is a large factor in early leaving.

Often when the patient is told he hss tuberculosis, it comes as a shock,



he does not realize the other things thz=t are told him at that time. He
does not realize the disease is discussed as is his jhospitelization.
Too often, he is told by his own physician that there is something in his
lung and he had better come in for a couple weeks observation. He may
have a far-advanc#d case which will necessitate months of bedrest and
treatment but is not properly prepared so he can mzke arrangements at
home.

Mrs. B., the 25 yea r old mother of 4 small child-

ren ranging from 2 to 6 years was found to have far-

advanced, bi-lateral pulmonary tuberculosis. In an

effort to hurry hospitalization, pressure was effected

and she was admitted two days later. She had been the

strongest member of a very weak household, yet had

been so worried about her condition that she had _one

no pla nning for the family. Froblems came, one after

a nother. The husband was unable to hold a job; there

was no one to care for the babies continausly. Bob,

the 6 year old #aving no supervision was seriously

hurt while playing with matches. Five weeks after.ad-

mission, Mrs. B. left against advice.

In this family, who foﬁnd it difficult to maintain themselves under
ordinary circumstances, the trauma of having the mother leave immediately
without taking time for proper planning was far too difficult. When she
improved physically to the point where she spent most of the time wobry-
ing over what was happening to the children, she realized some changes

must be made. The accident to the child only accelerated her wezlkout.
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Often proximity to friends and family make a difference in tne length
of the patient's stay. In our particular hospital, only about 40% are
from Ingham County. The rest may be some distance from home. However it
is found that usually the individual and his family are the deciding
point, not how often they visit. One patient may leave becuase he has hsad
no visitor, another because the visitor worried him.

Mr. F., a laborer, in his late forties who had never
been more than three miles from his elderly pzsrents
and never away from his wife and 7 children, now found
himself hospitalized 150 miles from them. They were
financially unable to come to see him and he worried
constantly as to how they were getting along with-
out him although he knew his wife had always handled
all the money and made all decisions. After sbout 8

weeks, he left to get back to them.

On the other hand, we have Mr. R., whose wife visited

several times a week and took every opportunity to

discuss the minutest business detail with him. He

had owned a grocery store before his admittance and

felt no one could taeke care of it as well as he. He

finally became disturbed over his business and left.

In both of these cases, the social worker had discussed the

situations and a series of interviews had been arranged. The former
had deep seated fears dating back to childhood and a complete dependency
on the mother figure. In the latter, Mrs. R. felt totzlly inadeguate

to deal with the new responsibilities and refused referral to a cese-



work agency. It was felt that the problem could only be resolved by her
cooperation.

FAMILY PRESSURES

Members of the family are always important in any decision made by
an individual but it is apt to be that age group with young children which
seems to worry most. The mother is usually wondering how her children =zre
cared for and if everything is going all right at home. The father about
his incapacity with loss of his job and how the family is getting along.
Mrs. C.W., 29 year old mother of three children had
a difficult time esdjusting to hospitalization. She
had trouble with her mother-in-law who was caring for
the children znd when her husband called and told her she

must come immediately, she left at once.

George D. worried constantly ab§ut his 17 year old wife
and infant dauzhter 2nd how they would be able to live
on public assistance. He felt th=t he was not assuming
his responsibilities in steying in the sanatorium and
letting her work. When almost ready for discharge, he
finally left, against advice.

In the former case, the social worker hzd been trying to help the
patient understand why it was necessary her cure come first and how she
would eventually be helping her family if she first regained her health.
Although she discussed the matter intelligently, she left at once when
her emergency came.

In the latter, the young prtient had no trainins for reguleor work and

wes under a progrzm planned by the patient and the vocationzl coun=clor so
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that he would eventually be self suprorting. The demands made by an im-
mature wife, playing on his ego mede him elso walk out even thouzh he
knew he unable physically to work at th-t time.

Members of both sexes seem to be under pressure from their spouse to
®leave now or else . . . " Often there is not a close enough relation-
ship between husband and wife to withstand sepsration and each is fearful
that the other partner of the marriage will leave them. Often this is
based on 'a sense of inadequacy, stemming from fear of the disease. The
patient knows it is chronic, reoccurring, contagious. He kncws he must
always live with the fact thst he may break down znd iniect others. He may
heve to return to the sanatorium. He knows his friends and even relatives
may fear him and he is not always sure of his wife's ability to stand with
him against public opinion.

The patient usuelly makes zdjustment to hospitszlization much as he does
to life. If he becomes upset over minor things, he wili find much wrong
with the hospitzl, his trestment and his new way of living. If he is a
mature individual with & mature outlook on 1life, he will eventu-lly find
positive fertures in hospitelization no matter how disturbed he was when
the diagnosis was first made.

For one who hass left severzl senstoriums ageinst advice, it is much
easier to lezve the next time. If one is always striving for Utopia, no
combination of factors will completely satisfy and after oncé finling £hat
he can be hospitalized at aonother ssnatorium, the chronic walk-out will
continue his search from hospital to hospital.

It is believed that often the occupstions of the patient made ad-

Justment difficult. For instance:
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JeJ. had been an oil worker and spent most of his
adult life in hard physiecal labor in the oil fields.
He had had little education, had worked hard, played
hard. Complete bedrest with mly such activities as
could be managed while sitting or lying in bed made

adjustment most difficult.

Another patient, a former automobile racer and carni-
val man found bedrest far too confining and the words
in most books and megazines much too difTicult Tor "iis
3rd grade education. Occupstional therapy was for

others, not for"he-men.®

There wes slso the salesman, who slthough he had a
college educstion and enjcyed many types of handicraft
found bedrest much different thsh his constent

round of calls on customers snd week-ends of golf

and fishing. Adjustment to a life in bed came

slowly although because of his inner rescurces, weas
mzde.

Even the busy house-wife, wvho hzs been cering for a home and
family, clesning, cooking mcels, washing, planning for the future, may
find life futile when viewing it flst on her bsck in bed.

While bedrest is never eacy, th:t patient who has cuieting hbbbies
snd enjoys relaxetion, finds that time pesses much fester than the others

gbove cited.



KEHABILITATION SERVICES AVAILABLE AT INCGHAM SANATCEIUM

At Inghsm Sanatorium, the rehabilitation depsrtment, one means of
cutting down walk-outs, includes not only s cocisl worker, vocationzl
councelor & nd occupetional therapist but elso librerisn, bedside &nd
homemsking teachers.

The social worker sees many patients referred upon their first
diagnosis of tuberculosis. Although not a routine referrel, it is mede
by the medicsl stsff in ceses where there are obstscles to hospitaliza-
tion. This mesy include help in femily financing in which case the family
may be referred to public welfere, categorical relief, veterans orgsani-
zations, etc. It may incluce help in planning for the family while the
parent is hoepitslized. Often it is necescs:ry to find 2 relstive who cen
be brouzht into the picture to care for the chilcren, a housekeeper to be
found or in some instances, referrsl to child plecement agencies or the
probate court.

After the patient is hospitatized, there is a routine interview to
help interpret hospitasl rules snd policies. At this time, cuestions sre
answered and help given with any problems which the patient feels are
pfessing. At any time during the hospitalization or afterwerd, the pstient
or his femily is frec to czll on the worker for help.

Before a patient is discharged sll home investigations are routed
through the socisl worker. Although the actuzl investigation is usually
déne by the local hezlth department, meny problexs are worked out in the
hospital. For example:

Mi. C., a young mzn in his 20's, the youngest of a

family of 9, had been only 10 when his father died
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and left the mother with her children znd a2 f=or:.
At 16, he hzd been caught steslinj from a gas ste-
tion with some other bcys end sentenced to the
state reformetory. He finicshed hirsh school there
and learned a trade in the ofiice. Upon his re-
lease, he hsd gones back home end his mother h=d
made him promice never to lesve her, in'order to
pay for his "sin." Althouch an actiive 54 yeer

old women, she sat back =nd expected him to wzit
on her end trested him ss 2 child.

This ferily situation h:-d to be clerified before discherge could
be effected elthouch the physical set-up of tne homne was excellent.

In this perticuler cace, referresl wess mecde to other rgencies zs is of'ten
done, however, in ordef-to keczp the petient from zoilng out agzinst advice
mntil his home could be gspproved, interrretation both cf the situstion

and help in rezlizing his rezl obligations were prrt of the socizl workers
daily routine.

At Ingham, we sre limited to the ncirs we cusn see patients becauce of
their strict schecdule ol rest. In trying to werk with 135 in-pstients on
a limited arownt of time, spproximetely 2 hours per dey, it is not alweys
possible to carry thrcou-h = continuous casework process which might do more
to allevizte walk-outs. The petient shou’d undoubtedly be se-n sooner &nd
intervretetion oi' tuberculosis and hospitzliz:tion mede but it is not el-
ways possibie.

For the patient who is interested in vocationsl educeticn, in finding

the kind of work he c¢=n co, help in preparing for & new job or bettrring
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himself on his old one, the Vocational Counselor is aveilable to give
psychological tests and counsel. Throuzh Vocational reh=tilitation,
correspondence courses mey be purchased or even trzining after nis cdis-
cherge. Mrny will stey, secure thzt there is vocaticnsl help available
when otherwise re would leave before he should.

Occupvational Therspy is one of the most needed functions in & tuber-
cw.osis hospital. +iime pscses more cuickly when one is busy and when one
is meking something for their family, they too sre a part of that family
even though separated. Each patient is encouraced to do the thing he likes
the craft thot will bring him the most sztisfac.ion, either in the actual
crsftwork or in the plessure som: member of his family will receive.

Mrs. J.J., a lexican girl who could neither read
nor write, was spznding her time unheppily looking
at the ceilingz umtil the Uccubational Therapist
taught her how to sew. It would have be~n only a
short time before she left had not something been
given her that she could do.

The library, a bra nch of the county librsiy, is zlso a psrt of the
Rehabilitation Department. Often one is able to resd when they can do
nothing else snd often & cuieting activity must be substituted for a more
active one. The we.kly visit of the book-cart and helpful suggestions of
the librarian do much to cut down walk-outs.

Miss E.B. was very restless and talked often of
"leaving imnedistely". When the librarien found
thet she had & collection of antique glsds but
actually knew little gbout the pieces she hzd or

where they came from, she sent for seversl books

- 20 -



— | — | —— — —— —  — — - —



on the subject. Miss B. eventuslly tfound a satis-
fying hobby and did not leave against advice.

Bedside teaching does much to help the patient adjust to hospitali-
zation. Under stete law, the specizl education teacher, who is & part
of the Lansinz Public School ©ystem, may work with eny pupil up to the
age of 25, who hss not completed his high échool vork. As this includes
men;” in the older esge group, who perhaps have finished only the 8th or
9th grade, attempt is made to give them practical studies; business
arithmetic, tnglish grammer, business law, etc. When they feel they ere
leerning thet vhich will be useful in their own life, adjustment is mede
egsier. For the rounger pupils, the knowledge that they cen keep up with
their class makes the future seem more secure.

Homemrkins is another function widch £ids in adjustment. The Home-
making teacher works with all women:patients in &n effort to help mcke
their housework easier and mcre pleasent on their return home, zive a
broader knowledge of nutritiion and the necessity of reelizin - the part it
plays in tuberculosis end when necessary, aids the individual patient in
her ovm problem.

Mrs, C.G. was very worried ebout her family and

how the new, inexperienced housekeeper wazs getting
along with them. She knew from femily and neigh-
bor reports that she (housekeeper) was not able to
cope with the situation. She was referred, by the
sociel worker to the homemeking teécher, who helped
her work out a series of menus and a schedule of

work. The social worker helped the housekeeper
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understend the importente of lack of
worry to the mother anc the situation ad-
justed so the mother telked no more of
walking-out.

In 211 of these services, it is the close inter-relstionship be-
twecn the various workers, each adcing their own bit of informotion to
draw & tctzl picture that completes the realizstion of why the pestient
is dissatisfied and whaet should be done about it, that has helped de-

crease the number of those leaving sgainst advice.

SUMMARY AND CONCLUSIONS

It was found that more data had been sccumulated th:n was fessible
to use 2t this time. Informction gathered which pertcined to the dis-
ease,itself, did not seem to hsve bearing on the problem of discherges
against medical edvice in this perticular study.

1. Distence from hom appeared not to be significant

because of individusl differences &nd femily
relationships.,

2. The occupations of patients leaving agasinst a d-
vice were so varied thst it was impossible to
draw gny correlstions among them.

3. No pattern of walk-outs was built up. O0f the 110
AM.A. (8) patients:

80% had never gone against advice before.

10% had left once before.

Only 1 patient had been A.M.M. more than twice.

(8) A.M.M - Against Medical Advice
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L. The majority of patient walk-outs occurred early in
their hospitslization.

69 patients - approximetely 63% left in the
first 5 months of hospitelization.

27 patients - epproximstely 25% left in the
6 - 11 month period.

7 patients - approximately 6% left in the
12 - 17 month period.

7 patients - approximately 6% left in the
over 18 month period.

5. By stetistical analysis: (9)

1. Significant difference - of the ages of AMA
group to ell discherged in 3 year period.

2. Significsnt difference - of femele AMA patients
to control group.

3. No significant difference - of male AMA petients
to control group.

L. No significant difference - of maritel stetus of
AiA group to ell discharged. (10)

6. More patients left agaiﬁst advice in July than in any other
one month. There is a definite decrease in the sale of
Occupational Therapy materials in July and August. Fewer
1librery books sre taken out. Steff members hsve commented
on a genersl restlessness in hot sumer months. (11)

(9) See chart #1. Appendix I
(10) This group misses being significant by only .2
(11) See chart #2. Appendix IIT
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7. So few patients fell in the umder 20 or over 60 age groups
that it was not slways possible to trest them as sepesrate
groups.

8. In both medical records and case records, the lergest percentege
of MMA's were because of family pressures. (12) This is perticu-
larly true in the femsle 20 - 29 age group.

9. In both medical records and cace records, the lowest percentage
of AMA's were beccuse of discontent. (13)

10. The percentage of cases on which the cese record showed #No

reason given® was too high and would indicate thst more com-

plete records should be kept. As the majority of such cacses
were patients who left in the first five month period, it
would indicate slso, seeing the patient earlier and to help

see the progr:m is better interpreted to him.

(11) See chart #2. Appendix III
(12) See chart #3. Appendix IV
(13) See chart #3. Appendix IV
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Ratio of Petients Regularly Discharged to those
Discharged against Medical Advice
According to Age Range

Chart # 1
e L 35 40 45 S0 55 60 65 70 75 |
.
Regular 0
: 19
AM.A.
| o S s P sl e b |
Regular | 20
ST T T B 29
AM.A, [
23 1 = = e 4 r -~
e - s
Regular : - 30
b. e e S | 39
AM.A.
- 3 |
Regular 40
59
AM.A.
Regular
€0 £
A.M.A.
Legend:
" = 5 patients * A.M.A. Against Medical Advice
= Total
® Men
- Women



Statistical Analysis of Regular Discharges
and

Discharges Against Medical Advice

According to Age Range

Chart # la
0-19 yrs.] 20-29 yrs.| 30-39 yrs.| 40-59 yrs. 60 £
A.M A,
Discharges| 10 9 49 Lh.5] A 19 25 3 5 {4LeS
Total
Discharges | 34 |8.99 |122 [32.27] 86 (22.75| 97 25.94 38 FO.OS

* AM.A. Against Medical Advice

II



.- . .



Rumber of Patient Walk-outs According to Month
1949 - 1951

16

17

18

19
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Charts #3

Reasons for Leaving Against Medical Advice

According to the Medical Records

No
Emotional Family Reason
Instability| Pressures | Discontent Other Given
No. No. No. No. No.
Pts.] % Pts.| ¢ Pts.| % Pts. ¢ | Pts.| ¢
Male 18 1,163 | 12 | .109 1| .009{ 16 | 145 7 | 063
—<—
—Female | 18 | 26 | ,236] 4} .0 5 10451 3 |.027
Totel 36 | .326 38 | 345 5 1 .045( 2 | .19 10 { .09
According to Case Records
No
Emotional Family Reason
Instability| Pressures | Discontent Other Given
No. No. No. No. No.
Pts.| % Pts.| ¢ Pts. % | Pts. ¢ |Pts. %
Male 16 | JA451 17 | .15 4 | .036 4 1.036( 13 |.119
Femzale 9| 08L] 25 | .227 2 |.018 8 (072 | 12 |.109
Total 25 | 226 42 | 381 6 |.054) 12 |.108 | 25 |.228

IV







(Copy of material received from
Mich. Dept. of Health 7-24-51.)

COMPARISON OF DISCHARGES FROM TWO TUBERCULOSIS SANATORIA
October, 1949 through March, 1950 (8ix Months)

AMA® and Discharges (Excl.
Absconded Deaths and Transfers
10/49 11/49 12/49 1/50 2/50 3/50 Average ( 6 Mo. Total) (6 Mo. Total)

Hospital No. I
23

Daily Average Cemsus 230 277 223 230 239 241 2

Medical Consent 2 1 3 5 2 6 3.2

AMA® 3 5 5 3 3 6 ».»w

Absconded ) 5 3 6 6 o 3.3 45 &4

% of AMA* and absconded of discharges, excluding deaths and transfers 70.3%
% of average daily oensus (AMA* and absconded)

Hospital Ro. II

Daily Average Census 374 373 376 375 377 38 3%

Medical Consent 8 8 3 2 6 13 6.7

AMAR 3 1 5 4 2 2 2.8)

Absconded 5 7 (1] 2 2 4 3.3) 37 ™
% of AMA* and absconded of discharged, excluding deaths and transfers 48.1%
4 of average dally census (AMA* and absconded) 1.0%

#Against Medical Advice



COPY

NATIONAL TUBERCULOSIS ASSOCIATION
1790 Broadwey New York 19, N.Y. Tel. Circle 5-8000

Mrs. Rachel F. Wood

Director, Rehabilitation Dept.
Ingham Sanatorium

Lansing 9, Michigan

Dear Mrs. Wood:

Other then a study by the Veterans Administration, entitled
“Irregular Discharge: The Problem of Hospitalization of the Tuber-
culcus®, the great difficulty about inquiry into the subject of discharge
a gainst medical advice is the absence of any uniform criteria among
hospital administrators. Accordingly, when one looks into the problem,
it is necessary to ascertain (often by field work) how the term was
applied; for example in contiguous counties one administrator reports
as AMA each discharge wherein the pztient has not completed a full term
of trestment recommenced by the physicien, while his colleague reports
as irregular discherge caces in which the patient or his family forced:
the consent of the physician which was reluctantly given in view of the
fact thst sputum conversion had been obt:ined. There zre also varistions
in the item of disciplinary discharge, - som:s administrators report it as
AMA and others separetely.

However, one of the most thorouzh incuiries into city and county in-
stitutions was done by the Department of Institutions and Hospitals for
New Jersey. I think a line to Dr. Vm A. Doppler, Executive Officer,

New Jersey Tuberculosis League, 15 East Kinney Street, Newark 2, N.J.
might obtain a better citation then I can give you at the moment. YThis
leads up to the suggestion that while reports from other eress may be
interesting, compszrisons are seldom statisticslly velid. Even when one
conpares AMAs in en institution for one year with the record of the
preceding yeesr, interpretation should be preceded by a consideration of
differences or similarities in employment opportunities, welfare depzrt-
ment policies, turnover in medicel end nursi g personnel and meny other
e peremtly sncillary factcrs which may inriluence the behavior of current
patients.

As one rehabilitation worker to ancther, alwcys represent the rehsbil-
itation progrem as one of the means by which patients may be succescful in
edjusting to hospitalization.

Very sincerely yours,
Holland Hudson
Director
Rehabilitation Service

eh
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Schedule used for analysis of records

- AMA Patients

age home Position
Name sex at locale ~in Occupation Diagnosis Readmittance
dischg, Family (explain)
adm. dischg. Mos. Prev. Reasons for leaving.
date date here AMA's l.Medical 2.Case record 3. Other
Schedule used for control group.
Position
Name dischg. sex age in Diagnosis Mos. in
date Family san
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