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ABSTRACT 

 

Patients taking Discharge Against Medical 

Advice have an increased risk of hospital 

readmission, morbidity, mortality, which leads 

to increase in healthcare costs and puts an undue 

burden on the healthcare system due to an 

inadequately treated initial condition. 

Studies on the incidence, predictors and 

outcomes of DAMA have been limited in Indian 

settings. Studying the correlates of DAMA can 

help in interventions with an aim to reduce the 

rate of DAMA, increase patient satisfaction, and 

improve the quality of patient care and services 

provided at the hospital.
 

Materials and Methodology: This study was a 

retrospective cross-sectional study and was 

carried out in a 700 bed multi-speciality tertiary 

care hospital in Kolkata from January 2018 to 

October 2019. From, 68,010 patients admitted in 

the hospital during the said period, 2028 patients 

took DAMA.  

Data for the study was collated and entered into 

SPSS-v19 software.  

Frequencies and percentages were used to report 

the results of the descriptive statistics. Chi-

square test was used to determine whether there 

was any significant association between the 

categorical variables. Statistical significance 

was defined by a P value ≤ 0.05. To determine 

the factors affecting the DAMA further, logistic 

regression was also used. 

Results: From a total of 2028 cases who took 

discharge against medical advice, full data was 

available for 1807 cases from the Discharge 

Against Medical Advise Consent Form and 

follow-up phone calls to the patient or next of 

kin. The DAMA rate in the hospital was 2.98%.  

Logistic regression was significant for male sex 

(P value=0.000), area of residence from 

adjoining districts of the city (P value=0.000), 

type of admission as emergency (P 

value=0.000), unstable condition at time of 

taking DAMA (P value=0.000), conservative 

treatment line (P value=0.000) and length of 

stay ≤ 5 days (P value=0.000). 

The highest DAMA cases are from the Critical 

care unit 52.74%, from the General ward 

36.25%, from the Emergency and High end 

wards like single rooms and twin sharing rooms 

5.42% each and a nominal 0.17% from the Day 

care unit.  

44.86% DAMA patients were taken home, 

42.75% were taken to a low cost set up, while 

only 12.39% were taken to an equivalent setup.  

Discussion: The DAMA rate as observed in this 

study is in consonance with many studies while 

other studies have reported much higher DAMA 

rates.  

Our findings are in consonance to the findings 

of DAMA studies done in the developing 

countries where financial reasons were the more 

common causes for DAMA. However, personal 

problems also played a role in the reason for 

taking DAMA. 

Therefore, combinations of economic, 

psychological and logistic factors lead patients 

and their next of kins to premature discharge 

against the advice of the treating physician. 

Conclusion: Discharge Against Medical Advice 

from private hospitals is a problem in the Indian 

healthcare scenario. Considering the importance 

of DAMA and the negative consequences it can 

have, it is recommended that practical measures 

like financial counseling at the time of 

admission, providing assistance for patients in 

need, mitigating the accommodation problems, 

dedicating single points of contacts for patients 

to address their problems and help them liaison 

as and when required can reduce DAMA. 
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Further studies on broader and mixed hospital 

settings will be beneficial in framing concrete 

policies not only at the unit levels but also at the 

public level to address the issue of Discharge 

Against Medical Advice.  

 

Keywords: Discharge Against Medical Advice, 

next of kin, correlates, area of residence, 

condition at the time of discharge, financial 

constraints.  

 

INTRODUCTION 

Discharge against medical advice 

(DAMA), is a term used in health care 

institutions when a patient leaves a hospital 

against the advice of the treating physician. 
[1,2]

 
Leaving without fulfilling the 

discharge criteria is fraught with its own 

risks. On the contrary there are widespread 

ethical and legal consensus that competent 

patients (or their authorized surrogates) are 

entitled to decline recommended treatment. 
[3] 

As per available data patients taking 

DAMA have an increased risk of hospital 

readmission, morbidity, mortality, leading 

to increase in healthcare costs and putting 

an undue burden on the healthcare system 

due to an inadequately treated initial 

condition. 
[4-6] 

This could be due to deterioration in 

the patient’s condition at home or cessation 

of the treatment before stabilization of 

his/her health condition. 
[7] 

There is limited research in this 

domain in the international arena. Some 

studies have been done which have 

attempted to identify patient risk factors in 

order to develop interventions to reduce the 

likelihood of DAMA, however, scopes exist 

for more research to understand this practice 

and intervene effectively. 
[8,9] 

Despite the unfavorable 

consequences of DAMA, it is one of the 

most common problems in the health 

system. Several factors like demographic, 

social and clinical factors may be 

responsible for this phenomenon. The 

percentage of patients who take DAMA, 

due to various reasons is variable. So also, 

the DAMA rate has been widely variable 

from 0.3% to 26% depending on the nature 

of the healthcare institutions, public or 

private hospital and also on the types of 

patients studied like alcoholics, drug 

addicts, patients with mental health 

problems. 
[10-13] 

The rate is also more in developing 

countries compared to developed countries. 
[14, 15] 

Several variables reviewed through 

studies done in USA, Canada, Iran, Tehran 

have revealed young age group, male 

patients, having lack of health insurance, 

drug and alcohol addiction, mental health 

problems, dissatisfaction with the care 

received, financial problems, not achieving 

a satisfactory result to treatment as 

predictors of DAMA. 
[16-20] 

India, being one of the most 

populous countries in the world with a 

population of 1.32 billion and a rapidly 

growing economy has carved its presence in 

the global marketplace. Though the country 

has made progress in its expenditures on 

healthcare with total expenditure on health 

per capita increasing from $132 to $267 and 

the gross national income per capita 

increasing from $2,930 to $5,350, there are 

still scopes of improvement in the 

healthcare sector in the country. 
[21,22]

 

Added to this is the emerging burden of 

non-communicable diseases associated with 

the lifestyle changes and improved 

standards of living which are adding to the 

existing burden of communicable diseases. 
[23] 

In addition, wide variability in wealth 

distribution, demographics, health policies, 

health being a state subject also influences 

access to health care in the country. 
[24]

 

The health care system in India is a 

complex integration of the public health 

system, private hospitals, and alternative 

medicine practitioners. Though, India is set 

to increase its public health spending to 2.5 

per cent of its Gross Domestic Product 

(GDP)by 2025 as declared, as per the World 

Health Organization and the World Bank, 

its public health spending currently 

constitutes only 1 per cent of the GDP. The 
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individual out of pocket expenditure for 

healthcare nationwide is approximately 70-

80 per cent. 
[25]

 

 

Despite plans to upgrade the public 

healthcare facilities, the public health 

system is perceived to be poorly equipped to 

provide quality care. Moreover, availability 

of staff, equipment, and drugs varies 

significantly between and within states, 

forcing patients to seek care in the more 

expensive private sector. 
[26,27] 

Studies on the incidence, predictors 

and outcomes of DAMA have been limited 

in Indian settings. DAMA patients are 

usually excluded from analysis of research 

studies and quality audits such as 

calculation of Standardized Mortality 

Ratios, Unplanned returns to ICU or 

Readmission Rates.  

The constitution of the Indian 

healthcare system, together with the scarcity 

of data on DAMA cases in our healthcare 

settings points towards a strong rationale for 

such studies. Studying the correlates of 

DAMA can help in interventions with an 

aim to reduce the rate of DAMA, increase 

patient satisfaction, and improve the quality 

of patient care and services provided at the 

hospital. 
[28] 

Thus, the aim of this study was to 

investigate the DAMA in patients in Apollo 

Gleneagles Hospitals, Kolkata as well as 

determining its reasons and associated 

predictors.
 

 

MATERIALS AND METHODS 

This study was a retrospective cross-

sectional study and was carried out in a 700 

bed multi-specialty tertiary care hospital in 

Kolkata from January 2018 to October 

2019. The hospital recorded an occupancy 

of 78.93% during the said period. All the 

patients admitted during the said period and 

subsequently took Discharge Against 

Medical Advise (DAMA) were considered 

in the sample frame of the study. Patients 

who were advised admission from the 

Emergency or Out Patient Department but 

refused admission and left were not 

considered in the study. From, 68,010 

patients admitted in the hospital during the 

said period, 2028patients took DAMA.  

As per the hospital policy, a patient 

may take discharge against medical advice. 

If a patient desires to take discharge against 

medical advice, the primary physician is 

notified, and the patient or the next of kin is 

asked to sign a Discharge Against Medical 

Advice Consent Form. The form is attached 

to the patient’s medical record which is sent 

for further processing to the Medical 

Records Department. 

Patients or the next of kin are 

informed of the medical risk of inadequate 

treatment which will result from discharge 

against medical advice. All components of 

the discharge process is followed for 

patients taking Discharge Against Medical 

Advice. Reasons for discharge against 

medical advice are documented in the 

Discharge Against Medical Advise Consent 

Form.  

The hospital through the Medical 

Records Department attempts to follow up 

the patient within 72 hours of taking DAMA 

by telephonically contacting the patient or 

the next of kin and documenting the 

progress of the patient.  

 

Statistical Analysis 

Data for the study was collated and 

entered into SPSS-v19 software. 

Frequencies and percentages were used to 

report the results of the descriptive statistics. 

Chi-square test was used to determine 

whether there was any significant 

association between the categorical 

variables. Statistical significance was 

defined by a P value ≤ 0.05. To determine 

the factors affecting the DAMA further, 

logistic regression was also used. 

 

RESULTS 

From a total of 2028 cases who took 

discharge against medical advice, full data 

was available for 1807 cases from the 

Discharge Against Medical Advise Consent 

Form and follow-up phone calls to the 
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patient or next of kin. The DAMA rate in 

the hospital was 2.98%.  

The Age-Sex wise distribution of the 

DAMA cases is depicted in Figure 1. The 

mean age of the DAMA cases was 48.41 

years (standard deviation ±23.58).  

  

 

 
Figure 1 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Ward wise distribution of DAMA Cases. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 3 
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Figure 4: Reasons for taking DAMA. 

 

 
Figure 5: Place of Transfer of DAMA Cases. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6: Condition of the patients 48 hours post DAMA. 
 

Patients coming from adjoining 

districts of the city (1153, 63.81%) were 

more likely to take DAMA than patients 

hailing from Kolkata or other states of India 

or outside country (644, 36.19% and this 

difference was statistically significant (P 

value=0.000).  



Manasij Mitra et.al. A Cross-Sectional Study on the Correlates of Discharge against Medical Advice in a 

Multispecialty Tertiary Care Hospital in Kolkata 

                 Galore International Journal of Health Sciences and Research (www.gijhsr.com)  121 

Vol.4; Issue: 4; October-December 2019 

Patients having emergency 

admissions (1416, 78.36%) were more 

likely to take DAMA than patients with 

planned admissions (391, 21.64%) and this 

difference was statistically significant (P 

value=0.000). The odds in favor of taking 

DAMA was 3.62 times more in patients 

having emergency admissions than patients 

with planned admissions.  

Patients having unstable clinical 

condition (1134, 62.76%) at the time of 

taking DAMA were more likely to take 

DAMA than patients with stable clinical 

condition (673, 37.24%) and this difference 

was statistically significant (P value=0.000). 

The odds in favor of taking DAMA for 

patients having unstable clinical condition at 

the time of DAMA was 1.68 times more 

than patients with stable clinical condition at 

the time of DAMA.  

Patients with proposed conservative 

treatment line (1732, 95.85%) were more 

likely to take DAMA than patients with 

proposed surgical treatment line (75, 4.15%) 

and this difference was statistically 

significant (P value=0.000). 

Patients with Length of Stay (LOS) 

≤ 5 days (1187, 65.69%) were more likely 

to take DAMA than patients staying > 5 

days (620, 34.31%) and this difference was 

statistically significant (P value=0.000). The 

average length of stay of the DAMA cases 

was 4.97 days (standard deviation ±4.09). 

Ward wise distribution of DAMA 

cases is depicted in Figure 2. The highest 

DAMA cases are from the Critical care unit 

52.74%, from the General ward 36.25%, 

from the Emergency and High end wards 

like single rooms and twin sharing rooms 

5.42% each and a nominal 0.17% from the 

Day care unit.  

Department wise Pareto analysis of 

DAMA cases revealed that, 28.4% cases 

were from the Critical Care Unit, 12.5% 

were from the Oral and Maxillofacial 

Surgery department, 9.3% were from 

Neurology, 8.8% from Pulmonology, 8.0% 

each from Gastroenterology and General 

Medicine and 5.2% from Neurosurgery 

followed by other departments as depicted 

in Figure 3. These departments mentioned 

above cumulatively contributed to 80.2% of 

the DAMA cases.  

The reasons for taking DAMA have 

been depicted in Figure 4. 63.36% cited the 

reason for DAMA as financial, for 31.27% 

the reason for DAMA was the perception of 

improved condition of the patient not 

requiring further hospital care, 1.77% were 

not satisfied with the treatment making them 

take DAMA and for 3.60%, the reasons 

were like distance from home and personal 

problems at home which made them go for 

DAMA.  

The place of transfer of the DAMA 

cases has been depicted in Figure 5. 44.86% 

DAMA patients were taken home, 42.75% 

were taken to a low cost set up, while only 

12.39% were taken to an equivalent setup.  

The Condition of the DAMA cases 

48 hours post DAMA depicted in Figure 6 

revealed 51% were Better, 29% were not 

known, 19% were status quo and 1% 

expired. 

 

DISCUSSIONS 

The DAMA rate in the hospital was 

2.98%. Studies have revealed wide 

variations in the DAMA rate depending on 

the region, healthcare infrastructure, type of 

hospital settings and the study population. 

The DAMA rate as observed in this study is 

in consonance with many studies while 

other studies have reported much higher 

DAMA rates. 
[29,30]

 

We did not find any association 

between age and DAMA cases in our 

hospital settings. In our study DAMA cases 

were maximum (571, 31.6%) in the age 

group of 61-80 years followed by (498, 

27.56%) in age group of 41-60 years. Most 

studies on DAMA indicate that the 

phenomenon of DAMA is common in the 

middle age groups from 30-60 years. 
[31,32]

 

This difference may be due to difference in 

selection bias as most of these studies were 

based on the perceptions of physicians and 

included patients with trauma or illicit drug 

use.
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In our study, we observed that male 

patients were more likely to take DAMA. 

This is in consonance to some studies while 

there are studies on the contrary which 

showed that DAMA rates were higher in 

females. 
[26, 33]

 Also, there are studies which 

have shown that there was no gender bias 

related to DAMA. 
[34]

 

In consonance with other studies, we 

found that patients were more likely to have 

DAMA within the first 5 days of admission. 

This points out to the tendency to seek care 

in a different low cost medical setting or at 

home which may be provoked by financial 

constraints. Similar observations have been 

cited in other studies. 
[34]

 

Patients having emergency 

admissions, patients having unstable 

conditions at the time of DAMA and 

patients coming from adjoining districts 

were more prone to DAMA as seen in our 

study. These could be linked to the 

desperate attempt of bringing patients to a 

multispecialty tertiary care hospital in an 

emergency situation to avail quality care 

and later being unable to pull through the 

expenses taking DAMA and transfer to a 

low cost setting or home. Financial 

constraints and loss of hope for 

improvement may provoke next of kins to 

take DAMA to a low cost setting or home 

for patients whose conditions remained 

status quo or deteriorated even after 

treatment in a multispecialty tertiary care 

hospital. Personal problems like distance 

from home and difficulties for next of kins 

to continue treatment away from home may 

be reasons for more DAMA in patients 

coming from adjoining districts of the city. 

This part of the research findings is 

consistent with the results of studies on the 

impact of distance on tendency for DAMA. 
[26, 35] 

The highest number of DAMA cases 

from the critical care units (52.74%), 

followed by the general wards (36.25%) 

also points out to the financial cause and 

perception of non response to treatment and 

no or unsatisfactory improvement in clinical 

condition despite treatment in a 

multispecialty tertiary care hospital.  

Among the reasons cited for DAMA, 

for 63.36% the cause was financial and for 

31.27% the cause was the perception of 

improved condition of the patient not 

requiring further hospital care. In our study 

population only 1.77% cited dissatisfaction 

with treatment as the cause of DAMA. This 

was in consonance to the findings in the 

developing countries where financial 

reasons were more common. 
[35,36]

 

Therefore, combinations of 

economic, psychological and logistic factors 

lead patients and their next of kins to 

premature discharge against the advice of 

the treating physician.  

The reasons of DAMA differ greatly 

depending on the socio-economic mileu, 

provisions of healthcare in a country like 

publicly or privately provided and publicly 

or privately funded and percentage of 

population having health insurance. 
[26,37] 

DAMA being a complex issue, solutions 

must be sought considering sociocultural, 

economic and environmental background. 
[38,39] 

The findings from the study on the 

correlates of DAMA can be used to 

formulate targeted interventions which will 

reduce DAMA rates and make patients be 

more satisfied. 

 

CONCLUSIONS 

Discharge Against Medical Advice 

from private hospitals is a problem in the 

Indian healthcare scenario. The logistic 

regression model showed that sex, area of 

residence, condition at the time of taking 

DAMA were predictors of DAMA. DAMA 

took place mostly within the first 5 days of 

admission. Considering the importance of 

DAMA and the negative consequences it 

can have, it is recommended that practical 

measures like financial counseling at the 

time of admission, providing assistance for 

patients in need, mitigating the 

accommodation and logistic problems for 

patients or next of kins residing outside 

Kolkata, dedicating single points of contacts 
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for patients to address their problems and 

help them liaison as and when required can 

reduce DAMA.  

Further studies on broader and 

mixed hospital settings will be beneficial in 

framing concrete policies not only at the 

unit levels but also at the public level to 

address the issue of Discharge Against 

Medical Advice.  
Limitations of the Study 

The study did not consider patients who were 

advised admission from the Emergency or Out 

Patient Department but refused admission and left 

the hospital.  

This study looked into the follow up within just 48 

hours of taking DAMA. Hence readmissions and 

outcomes of DAMA beyond 48 hours could not be 

tracked.  

This being a retrospective study, the independent 

variables were predefined based on the standard 

proforma of maintaining the DAMA records in the 

hospital.  

The study was done in a multispecialty tertiary 

care hospital and the findings may not be 

applicable in other settings.  
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