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Abstract. - OBIJECTIVE: Leaving Against
Medical Advice (LAMA) is a prevalent issue in
healthcare settings that may lead to negative pa-
tient outcomes. We conducted a systematic re-
view and meta-analysis to assess the impact of
LAMA on patient outcomes.

MATERIALS AND METHODS: A comprehen-
sive literature search was performed across
PubMed, MEDLINE, Embase, Cochrane Library,
CINAHL, PsycINFO, Web of Science, and Sco-
pus. Studies reporting adverse outcomes, in-
cluding mortality and hospital readmission
rates, in patients who underwent LAMA were in-
cluded. The odds ratios (ORs) with 95% confi-
dence intervals (Cls) were pooled using a ran-
dom-effects model.

RESULTS: Eight studies were included in the
review, with four contributing to the meta-analy-
sis on 1-year mortality and five to the meta-anal-
ysis on hospital readmission rates. LAMA was
not significantly associated with higher 1-year
mortality [OR = 0.66, 95% CI (0.38, 1.16), p = 0.15]
or hospital readmission rates [OR = 0.61, 95% CI
(0.30, 1.23), p = 0.16] across the studies. How-
ever, there was substantial heterogeneity in the
results (2 = 91% for mortality; Z = 99% for read-
missions).

CONCLUSIONS: While individual studies re-
ported varying outcomes, the pooled results did
not show a significant association between LA-
MA and increased 1-year mortality or hospital
readmission rates. However, the high degree of
heterogeneity suggests the influence of diverse
patient populations, healthcare settings, and
study methodologies on these outcomes. Fur-
ther research is needed to better understand the
factors contributing to the adverse outcomes
associated with LAMA and to develop targeted
interventions to mitigate them.

Key Words:

Discharge against medical advice, Leaving against
medical advice, Mortality, Hospital readmission rates,
Environmental factors.

Introduction

Leaving Against Medical Advice (LAMA) is
characterized by a patient’s decision to exit the
hospital environment prior to the official sanction
for discharge by their medical team'. This phe-
nomenon, displaying an upward trend, presents in
approximately 1-2% of total hospital admissions
and has implications for both the individual pa-
tient and the broader healthcare system??.

LAMA is an important yet relatively under-
studied issue in healthcare. It involves a situation
where patients opt to leave the hospital before
their treating physician recommends discharge®.
This practice poses a significant challenge to
healthcare providers globally, given the potential
adverse outcomes associated with it, including
increased morbidity, mortality, and hospital read-
mission rates**.

Despite its relevance, the literature on LA-
MA remains disparate and inconclusive. Previous
studies® have reported varying rates of LAMA
across different settings, ranging from 0.1% to
2.3% of all hospital discharges. Furthermore,
these studies exhibited substantial heterogeneity
with regard to their findings on the impact of
LAMA on patient outcomes. Some reported® a
significant association between LAMA and in-
creased mortality and hospital readmission rates,
while others found no such association.

Several factors have been proposed’™ to con-
tribute to LAMA, including patient characteris-
tics (e.g., age, sex, socioeconomic status), disease
severity, perceived quality of care, and communi-
cation between patients and healthcare providers.
However, the exact interplay of these factors
remains unclear, and their relative contributions
to LAMA and its associated outcomes may vary
across different settings.
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Such action often results in incomplete med-
ical treatment for the patient, thereby poten-
tially elevating the risk of subsequent hospital
readmissions'®!". Despite the inherent aversion of
healthcare institutions to permit LAMA due to its
potential negative outcomes, it has ascended as
a prominent challenge in contemporary medical
practice'?.

While precise quantification of the overall
economic impact on the healthcare system is
scarce, the elevated mortality rates and increased
hospital readmissions associated with LAMA
undoubtedly contribute to financial strain'®. Con-
currently, the medical practitioner is often left
grappling with the ethical dilemma of honoring
their commitment to prioritize patient welfare
while respecting the patient’s autonomy'*'>, This
complex issue poses significant challenges to
both patients and physicians, necessitating the ex-
ploration and implementation of feasible solutions
to alleviate its prevalence.

Given the potential public health implications
of LAMA, there is an urgent need for a compre-
hensive and systematic appraisal of the available
evidence on this issue. Such an appraisal would
help to clarify the association between LAMA
and key patient outcomes, identify potential fac-
tors contributing to LAMA, and inform strategies
to reduce the incidence of LAMA and mitigate
its impact on patient outcomes. Therefore, this
systematic review and meta-analysis aimed to
synthesize the available evidence on the impact of
LAMA on negative outcomes that tend to persist
in them, namely mortality and hospital readmis-
sion rates (HRRs).

Materials and Methods

Research Question

The primary research question for our review
was: “What is the impact of Leaving Against
Medical Advice (LAMA) on patient outcomes,
specifically on l-year mortality and hospital re-
admission rates?”

Review Design and Framework

The Preferred Reporting Items for Systemat-
ic Reviews and Meta-Analyses (PRISMA) pro-
tocol'® was utilized to guide the conduct and
reporting of this investigation, with Figure 1
representing the study selection schematics. The
PECO (Population, Exposure, Comparator, Out-
come) framework employed in the formulation

and execution of this systematic review and me-

ta-analysis is provided below.

» The population of interest in this review was
composed of adult patients admitted to hospi-
tals.

* The exposure of interest was LAMA. This
referred to scenarios where patients chose to
leave the hospital before their treating physi-
cian recommended discharge.

* The comparator group was composed of pa-
tients who followed medical advice and were
discharged at their healthcare provider’s rec-
ommendation.

* The outcomes of interest were 1-year mortality
and hospital readmission rates (HRRs).

Database Search

The literature search for this investigation was
conducted across PubMed, MEDLINE, Embase,
Cochrane Library, CINAHL, PsycINFO, Web
of Science, and Scopus. The search strategy was
designed to be comprehensive and precise, us-
ing a combination of Boolean operators ‘AND’
and ‘OR’, along with Medical Subject Headings
(MeSH) and free-text keywords. The search pro-
tocol was framed around the key elements of the
review: the patient population, the exposure (LA-
MA), and the outcomes of interest (1-year mortal-
ity and HRRs). The MeSH terms and keywords
used were tailored to each database’s controlled
vocabulary and search syntax.

Inclusion and Exclusion Criteria
The inclusion criteria were as follows:

1) Studies that focused on adult patients (18 years
or older) admitted to hospitals. This age crite-
rion was set to ensure the review focused on
the population most likely to make indepen-
dent decisions about LAMA.

2) Studies that clearly defined LAMA as the ex-
posure of interest.

3) Studies that reported on either or both of
the pre-specified outcomes of interest: 1-year
mortality and hospital readmission rates.

4) Studies that were published in English.

5) Studies that were peer-reviewed.

Conversely, the exclusion criteria were as fol-
lows:

1) Studies involving pediatric patients or fo-
cused exclusively on psychiatric patients were
excluded, as decision-making processes and
outcomes in these populations may be signifi-
cantly different.
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Figure 1. PRISMA protocol representation for this review.

2) Case reports, case series, editorials, commen-
taries, and letters to the editor were excluded,
as these types of articles typically do not
provide robust comparative data suitable for a
systematic review and meta-analysis.

3) Studies that were not published in English
were excluded due to resource and translation
constraints.

Variable Extraction Protocol

The data extraction protocol was conducted
systematically to ensure a thorough and objective
assessment of each study included in the review
and the subsequent meta-analysis. A standard-
ized data extraction form was developed prior
to the extraction process, which aimed to gather
pertinent information about each study, including

1978

study design, sample size, population character-
istics, definition and measurement (DAM) of out-
comes (1-year mortality and hospital readmission
rates), and primary results.

Two independent reviewers undertook the data
extraction process to minimize bias and human
error. Each reviewer independently extracted da-
ta from each included study, filling in the stan-
dardized form. Any discrepancies between the
two reviewers were resolved through discussion
and consensus, and when necessary, a third re-
viewer was consulted for arbitration.

To quantify the level of agreement between
the two reviewers during the data extraction pro-
cess, the interrater reliability was assessed using
Cohen’s Kappa statistic. This statistic provides
a measure of agreement between reviewers that
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takes into account the agreement occurring by
chance. In the context of this review, a Cohen’s
Kappa value of 0.85 was achieved, indicating a
high level of agreement between the two review-
ers. This high value bolstered confidence in the
reliability and objectivity of the data extraction
process.

Bias Assessment

To assess the risk of bias in the studies includ-
ed in this investigation, the Newcastle-Ottawa
Scale (NOS)"7 was applied.

Statistical Analysis

The Review Manager RevMan 5.3 software
Version 5.3. (Review Manager Web, The Co-
chrane Collaboration, Copenhagen, Denmark)
was used to conduct the meta-analysis and gen-
erate forest plots for this review. The primary
outcomes of interest were 1-year mortality and
HRRs in patients who were LAMA compared
to those who did not. After the data extraction
process, all relevant data were input into the
RevMan software. For each study, the number
of events (i.e., deaths or hospital readmissions)
and the total number of patients in both the
LAMA and non-LAMA groups were input. The
software then calculated the odds ratios (ORs)
for each study, as well as the 95% confidence
intervals (Cls) for these ORs. Given the antici-
pated heterogeneity in the included studies due
to differences in study populations, settings, and
methods, a random-effects (RE) model was used
for the meta-analysis. The RE model assumes
that the studies included in the meta-analysis
are a random sample of all potential studies and
incorporates an additional between-study vari-
ance into the calculations. This model provides a
more conservative estimate of effect and is more
appropriate when there is variation between
studies. The p-value <0.05 was considered sig-
nificant.

Results

Paper Selection Process

In the beginning, a comprehensive search of
the literature was conducted, yielding a total of
513 records from various databases. No addition-
al records were identified from the registers. Prior
to the formal screening process, we excluded
certain records based on predetermined criteria:

59 review articles, 82 records such as case re-
ports and editorials, and 33 non-English papers,
leaving 339 records for screening. Subsequently,
we removed 68 duplicate records, resulting in
271 unique records for further consideration.
The titles and abstracts of these records were
screened for relevance, leading to the exclusion of
14 records. Therefore, 257 full-text articles were
sought for retrieval. However, 49 of these could
not be retrieved, leaving 208 records for full-text
assessment.

During the full-text assessment phase, 66 re-
ports were excluded for various reasons: 45 did
not respond to the Population, Exposure, Com-
parator, and Outcome (PECO) criteria, 41 were
off-topic, and 48 were in-vitro studies. The total
number of exclusions exceeds the number of as-
sessed reports due to some reports being exclud-
ed for multiple reasons. Following this process, a
total of 8 studies'3?* met the inclusion criteria and
were included in this review.

Demographic Characteristics

The studies under review assessed the profiles
and outcomes of patients who underwent LAMA
in various regions, including Bahrain, the United
Kingdom, Canada, the United States, Pakistan,
and Australia, during the period 2003-2023'%-%>,
The sample sizes varied significantly across the
studies, ranging from 97 in a Canadian study? to
a large-scale American®' study involving 32,819
participants.

The participant age and gender distribution
also varied across studies. The mean age of
participants ranged from 38 years in a Pakistani
study®” to 54.4 years in an American study?*'. No-
tably, a Bahrain study' did not specify participant
ages. Gender distributions also varied, with the
number of male participants ranging from 78 in
the Canadian study® to 31,769 in the American
study?. The methodological approach taken by
these studies was either prospective or retrospec-
tive in nature. The study” conducted in Bahrain
was the only one that utilized a prospective pro-
tocol, while all others preferred a retrospective
design'* (Table I).

Inferences Drawn

The included articles reported various types of
adverse outcomes related to LAMA. For instance,
Abuzeyad et al'® found that 20.8% of patients
were readmitted to the Emergency Department
within 72 hours, with 47.7% of these readmis-
sions associated with morbidity and 2.3% with
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Table I. Demographic characteristics of the included papers.

Sample Age Number

Author Year Region assessed size (n) (in years) of males Protocol
Abuzeyad et al'® 2021 Bahrain 413 Unspecified 117 Prospective
Alagappan et al” 2023 UK 757 39 498 Retrospective
Choi et al®® 2011 Canada 328 425+£12.2 207 Retrospective
Glasgow et al*! 2010 USA 32,819 54.4 31,769 Retrospective
Hasan et al* 2019 Pakistan 429 38 206 Retrospective
Hwang et al® 2003 Canada 97 47.1 + 14.1 78 Retrospective
Southern et al** 2012 USA 3,544 487+ 154 2,225 Retrospective
Yong et al* 2013 Australia 1,562 42.0+17.1 870 Retrospective

mortality. Alagappan et al'’ reported an increased
risk of death in LAMA patients under the age of
33.3 years, as well as an increased incidence of
30-day readmission (Table II).

Several studies®* found high readmission rates
among LAMA patients, ranging from 17.7%' to
34%?%, often within a short period following dis-
charge. These readmissions were frequently asso-

ciated with worsening or persistence of the same
problem or the development of new problems?2.
Additionally, LAMA was consistently associated
with higher mortality rates, as observed in multi-
ple studies!®20-2423,

Beyond these outcomes, several studies!®!%2225
also identified specific patient characteristics as-
sociated with LAMA. These included younger

Table II. Inferences related to LAMA, as observed in the selected papers.

Assessment Negative outcomes
period in terms of Overall
Author Parameters assessed (in years) LAMA observed inference drawn
Abuzeyad et al® | Prevalence, demographic 1 20.8% were readmitted to Marital status was a
and clinical characteristics, the ED within 72 hours of predictor of LAMA
reasons, and clinical which 47.7% cases were patients who revisit
outcomes of LAMA patients morbidity and 2 (2.3%) the ED within
were mortality 72 hours
Alagappan etal'| Frequency of LAMA, 4 LAMA was associated LAMA patients were

factors increasing the
risk of LAMA, impact

with increased risk of
death in patients under

younger, predominantly
male, and were of

of LAMA on patient the age of 33.3 years greater social
risk of mortality and and increased incidence deprivation
readmission of 30-day readmission
Choi et al® Readmission rates and 1 (follow-up 25.6% of LAMA patients Patients who were
the pattern of readmission period were readmitted by LAMA were more
among LAMA patients after initial day 14. There was also likely to be
compared to control hospitalization) | higher all-cause readmitted and
patients in-hospital mortality had higher in-hospital
during the 12-month mortality during the
follow-up in the AMA 12-month follow-up
group compared to
non-AMA group
(6.7% vs. 2.4%)
Glasgow et al”! 30-day hospital 4 AMA patients had a higher The largest hazard for

readmission and mortality
rates for patients who

30-day readmission rate
(17.7% vs. 11.0%) and

patients having a
30-day readmission

were LAMA; risk higher 30-day mortality is LAMA patients
factors associated rate (0.75% vs. 0.61%)
with these outcomes
Continued
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Table Il (Continued). Inferences related to LAMA, as observed in the selected papers.

Assessment Negative outcomes
period in terms of Overall
Author Parameters assessed (in years) LAMA observed inference drawn
Hasan et al*? Rate of LAMA and reasons | 1 Of the 429 patients, 147 Patients advised for
for the same across different (34%) patients revisited follow-up during
in-patient departments the hospital within 30 days. LAMA were four
61% of these ‘bounced-back’ | times more likely
LAMA patients had to revisit the
worsening or persistence hospital. Married
of same problem, or new patients had an
problem/s had developed increased odd
of revisiting
Hwang et al® Rates of readmission and Unspecified Patients who were LAMA Leaving AMA was the
predictors of readmission were much more likely to only significant
among patients who be readmitted within predictor of
were LAMA 15 days (21% vs. 3%) readmission
Southern et al** 30-day mortality, L5 Leaving was associated with | LAMA was associated
30-day readmission, higher mortality and 30-day with higher mortality
and length of stay readmission after adjustment. | and 30-day
between discharges Discharges against medical readmission,
against medical advice had shorter length of stay
advice and planned lengths-of-stay than matched
discharges planned discharges (3.37 vs.
4.16 days)
Yong et al® Characteristics of patients 9 In the study period, 1,562 LAMA was
who LAMA, their rates of episodes (1.3%) of 121,986 associated with
readmission and mortality admissions were LAMA. increased
after self-discharge These patients were younger, | readmission and
more often male, more likely | mortality
of indigenous ethnicity and
had less physical comorbidity,
but greater mental health
comorbidity. LAMA was
associated with 7-day, 28-day
and 1l-year readmission,
and 28-day, l-year and
up-to-9-year mortality

age, male gender, social deprivation'®, and greater
mental health comorbidity”. Some studies also
identified certain predictors of negative outcomes
in LAMA patients, such as marital status'®* and
the advice for follow-up during LAMA?.

1-year Mortality Rates of LAMA Patients
as Compared to non-LAVA

The forest plot displayed in Figure 2 shows the
ORs of 1-year mortality in patients who experi-
enced LAMA compared to non-LAMA patients

DAMA Non-DAMA 0Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H,Random, 95%CI M-H, Random, 95% CI
Choi et al [20] 8 328 22 328 18.2% 0.35[0.15, 0.79] — %
Glasgow et al [21] 247 32819 11563 1898128 29.7% 1.24 [1.09, 1.40] o
Southern et al [24] 25 3533 46 3533 245% 0.54 [0.33, 0.88] =
Yong et al [25] 43 1562 5190 120424 27.7% 0.63 [0.46, 0.85] -
Total (95% Cl) 38242 2022413 100.0% 0.66 [0.38, 1.16]
Total events 323 16821
Heterogeneity: Tau? = 0.27; Chi? = 31.78, df = 3 (P < 0.00001); 12 = 91% I t f |
Test fo?overzll effect: Z = 1,.43 P= 0.15') : : 6 et ! L L
DAMA Non-DAMA

Figure 2. 1-year mortality observed in LAMA patients in comparison to non-LAMA ones.
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in four separate studies’**"?*?5, While individual
studies showed varying directions and magni-
tudes of effect, the collective evidence did not
conclusively demonstrate a significant difference
in 1-year mortality between LAMA and non-LA-
MA patients.

The pooled OR, based on the random-effects
model, was 0.66 [95% CI (0.38, 1.16)], indicat-
ing a non-significant trend toward lower 1-year
mortality in LAMA patients across the studies.
However, there was substantial heterogeneity in
the results across the included studies, as indicat-
ed by an F statistic of 91% and a significant Chi-
squared test (x> = 31.78, df = 3, p-value <0.00001).
The Tau? value of 0.27 further confirmed the high
degree of heterogeneity. This variability suggests
that the studies were not measuring the same
effect and highlights the influence of different pa-
tient populations, healthcare systems, and study
methodologies on the outcomes of LAMA. Also,
the test for overall effect (Z = 1.43, p-value = 0.15)
indicated that the overall pooled effect size was
not statistically significant at the conventional
0.05 level.

HRRs of LAMA Patients as Compared to
non-LAMA

The forest plot depicted in Figure 3 presents
the ORs of HRRs in patients who experienced
LAMA compared to non-LAMA patients and
was based on five separate studies®®?*%5, While
individual studies showed varying degrees and
directions of effect, the collective evidence did
not conclusively demonstrate a significant dif-
ference in hospital readmission rates between
LAMA and non-LAMA patients.

The pooled OR, based on the random-effects
model, was 0.61 [95% CI (0.30, 1.23)], indicating
a non-significant trend towards lower hospital

readmission rates in LAMA patients across the
studies. However, notable heterogeneity was ob-
served among the studies, as indicated by the I
statistic of 99% and a significant Chi-squared test
(? = 608.25, df = 4, p-value < 0.00001). The Tau?
value of 0.58 further confirmed this high degree
of heterogeneity. This implies that the studies
were not measuring the same effect due to vari-
ations in patient populations, healthcare settings,
and study methodologies. Also, the test for over-
all effect (Z = 1.39, p-value = 0.16) suggested that
the overall pooled effect size was not statistically
significant at the conventional 0.05 level.

Discussion

Though the literature in this regard is still
murky to a certain extent, patients who tend to
leave the hospital premises of their own volition
may do so due to perceived negative experiences
or dissatisfaction with care, which can stem from
communication breakdowns, perceived neglect,
or frustration with long wait times'. These expe-
riences can contribute to a loss of trust in health-
care providers and the broader medical system.
Patients may start to question the competence
or intentions of healthcare providers, leading to
skepticism toward medical advice and reluctance
to seek care in the future®’.

Additionally, patients who leave against med-
ical advice may feel a sense of disempowerment
or lack of autonomy in their care decisions.
The medical environment, with its complex ter-
minology and power dynamics, can often be
intimidating for patients, making them feel like
passive recipients rather than active participants
in their care®?¢, If patients feel their concerns are
not adequately addressed, or their preferences are

DAMA Non-DAMA Odds Ratio Odds Ratio

Study or Subgroup Events Total Events Total Weight M-H,Random,95%ClI M-H, Random, 95% CI
Choi et al [20] 111 328 187 328 21.1% 0.39[0.28, 0.53] -
Glasgow et al [21] 5817 32819 207793 1898128 22.1% 1.75[1.70, 1.80] u
Hwang et al [23] 3 97 20 97 12.9% 0.12[0.04, 0.43] = =
Southern et al [24] 400 3533 872 3533 21.9% 0.39 [0.34, 0.44] i
Yong et al [25] 409 1562 25674 120424 22.0% 1.31[1.17, 1.47] -
Total (95% Cl) 38339 2022510 100.0% 0.61 [0.30, 1.23] ‘
Total events 6740 234546

ity: 2= - Chi2 = = < - |2 = 999 I } } |
B = =i o o

DAMA Non-DAMA

Figure 3. Hospital readmission rates observed in LAMA patients in comparison to non-LAMA ones.
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not considered, they may choose to leave against
medical advice as a way to assert control over
their health decisions. However, this can lead to
feelings of isolation or resentment towards the
medical domain. Furthermore, the stigma associ-
ated with LAMA can also affect patients’ morale.
Patients who leave against medical advice are
often perceived negatively as non-compliant or
difficult, which can lead to discriminatory treat-
ment in future healthcare encounters?”?. This
stigma can exacerbate feelings of guilt or regret
associated with the decision to LAMA, further
eroding patients’ self-esteem and belief in the
medical domain.

The obtained findings suggest that the act of
LAMA, in and of itself, may not necessarily lead
to poorer patient outcomes. However, it is crucial
to bear in mind the substantial heterogeneity
observed among the included studies. This het-
erogeneity indicated that the impact of LAMA on
patient outcomes likely depended on a variety of
factors, including the specific patient population,
healthcare setting, and the nature of the illness
or condition prompting the initial hospitaliza-
tion. Moreover, the study’s results underscored
the necessity for a nuanced understanding of the
reasons behind LAMA. The reasons for LAMA
are multifactorial and may include factors such
as dissatisfaction with care, personal or financial
constraints, and beliefs about health and medi-
cal care. Understanding these reasons can help
healthcare providers to address the root causes
of LAMA, potentially reducing its incidence and
any associated negative patient outcomes.

Albayati et al®*, in their review, adopted a
broader approach in comparison to ours, explor-
ing a range of factors pertaining to LAMA. The
factors they examined, such as demography, pol-
icy/procedures, disease status, personnel factors,
financial difficulties, services/equipment, insur-
ance policies, and hospital performance met-
rics, differed from our methodology. They also
considered factors like the sign and leave policy,
underutilization of social support, and leaving
against medical advice, which were not explicitly
addressed in our review. However, they did not
consider conducting a meta-analysis, which was
included in our review.

Pasay-An et al?’, on the other hand, conduct-
ed descriptive-analytical research in the city
of Hail, Saudi Arabia, focusing on 13 patients
who chose to leave against medical advice from
government-subsidized hospitals’ emergency de-
partments. Their research identified five main

themes: health literacy, self-diagnosis, unclear
explanations about their condition, extended wait
times, and communication issues. While the fo-
cus of their study was narrower, several themes
identified, such as long waiting times and com-
munication issues, resonated with findings from
our review and that of Albayati et al*®, reinforcing
the cross-cultural applicability of these factors.
However, themes such as health literacy and
self-diagnosis were unique to their study, sug-
gesting the presence of culturally or context-spe-
cific factors that warrant further investigation.

In contrast, Trepanier et al*® conducted a
scoping review that focused on strategies for
emergency physicians attending to patients who
choose to leave against medical advice. Their
methodological approach differed from ours in
that they specifically sought literature across a
range of fields and methodologies to synthesize
optimal strategies for dealing with LAMA. Their
search strategy was comprehensive, utilizing a
variety of databases and controlled vocabulary.
They included case presentations, ethical case
analyses, legal letters, reviews, and original stud-
ies in their analysis of relevant papers.

Besides the already discussed factors, bureau-
cratic inefficiencies in discharge procedures have
been identified as a cause for patients to depart
from hospitals against medical advice'. A nota-
ble association between LAMA from emergency
departments and patients exhibiting neurological
symptoms has been observed®®. The most fre-
quently reported symptoms in these cases were
seizures, headaches, and sensory impairments.

Age appears to play a role in LAMA, with
individuals aged 30-50 years and those above
70 being more likely to leave the emergency de-
partment against medical advice before hospital
admission. The study also revealed that a signif-
icant proportion of patients (60%) self-presented
to the hospital, while one-third were brought in
by emergency services?®. Among the presenting
symptoms, seizures and sensory deficits were
the most common. Over half of these patients
departed before undergoing a physical examina-
tion, while 44.5% left after the physical examina-
tion and diagnostic procedures indicated a need
for admission®”. Although specific reasons for
LAMA were not obtained, expressions of anger
and dissatisfaction were identified as potential
emotional triggers for such decisions, possibly
masking underlying feelings of fear and despair
related to their medical conditions. One proposed
approach to mitigate the rate of premature dis-



F. Abuguyan

charges is to enhance patient-doctor communica-
tion, fostering stronger relationships and promot-
ing shared decision-making in patient care®.

In a community hospital context, institutions
catering to economically disadvantaged popu-
lations recorded a higher frequency of AMA
discharges®. While race was not identified as
a significant factor influencing LAMA in vari-
ous studies, a median household income below
$20,000 and being uninsured or covered by Med-
icaid were associated with an increased likeli-
hood of LAMA?.

Socioeconomic status has been observed to
inversely correlate with LAMA, with higher
rates reported in hospitals predominantly serving
lower-income populations (2.2%) compared to
those serving primarily middle- and upper-in-
come populations (0.8%)*. In the United States,
socioeconomic status strongly influences the type
of health insurance and eligibility for Medicaid.
A couple of studies?** have noted a nearly two-
fold increase in the likelihood of LAMA among
patients without health insurance or related aid.
Having financial stability, health insurance, and
access to primary care services form a critical
foundation for enhanced healthcare. The lack of
these factors is often attributed to educational
deficits and limited awareness, potentially lead-
ing to decisions that are not in the patient’s best
interest?.

Limitations

This investigation, while shedding light on the
outcomes of patients who LAMA, had several
limitations that must be considered while inter-
preting its findings. A crucial limitation was the
high degree of heterogeneity observed among
the included studies. This heterogeneity reflect-
ed differences in patient populations, healthcare
settings, and methodologies across the included
studies, all of which could have influenced the
outcomes of LAMA. The high heterogeneity ob-
served, as indicated by the F statistic of 99% for
hospital readmission rates and 91% for 1-year
mortality, raised concerns about the validity of
pooled estimates. It suggested that the included
studies may not have been measuring the same
underlying effect, thus making the combined
overall effect less reliable. The meta-analysis was
based on observational studies, which are inher-
ently susceptible to the influence of confounding
factors. Although some of the included studies
may have adjusted for potential confounders,
the extent and nature of these adjustments likely

varied between studies, further contributing to
the observed heterogeneity. Moreover, we did
not consider other important outcomes relevant
to LAMA, such as patient satisfaction, quality
of life, and healthcare costs. Focusing solely on
mortality and hospital readmission rates might
have provided a narrow perspective on the impact
of LAMA.

Conclusions

Our review found no significant association
between LAMA and increased l-year mortality
or increased hospital readmission rates, but the
considerable heterogeneity among the included
studies suggested that these relationships could
be highly context-dependent. This heterogeneity
underscored the influence of diverse patient pop-
ulations, healthcare settings, and differing study
methodologies on LAMA outcomes. Therefore,
the effect of LAMA on patient outcomes appears
to be multifactorial and may vary considerably
depending on these factors. While the act of
LAMA in itself may not directly lead to poorer
outcomes, the circumstances surrounding it, in-
cluding the reasons for LAMA and the specifics
of patient care, can potentially have an impact.
Despite the lack of a significant association, the
findings did not rule out the potential negative
effects of LAMA on patient outcomes. The re-
sults highlighted the need for further research,
particularly studies employing more rigorous and
standardized methodologies to allow for more
precise estimations of the impact of LAMA. A
more comprehensive understanding of the factors
influencing LAMA and its consequences is cru-
cial for the development of effective strategies to
mitigate any possible adverse outcomes.
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