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Left against medical advice (LAMA) is one of the situations
we face as a healthcare provider. It is also called discharge
against medical advice (DAMA), self-discharge or leave
before their visit (or admission) is complete (LBVC)(1-3)
But is it ethical and legal to send patient against medical
advice (AMA) especially in a situation where a patient
cannot give consent for him or herself particularly in a case
of a critical patient coming to an emergency department
and patient admitted at intensive care units where denying
the treatment may lead to the death of the patient?

Though the study to look into LAMA discharges, in
particular, are not available at present in Nepal, on searching
PubMed and google scholar, various studied have data on
LAMA discharge ranging from 4% to 15% in critically
ill patients. (4-9) Retrospective studies from abroad have
identified younger age, Medicaid or no insurance, male
sex, and current or a history of substance or alcohol abuse
as predictors of LAMA discharges.(1) Though the studies
regarding causes of LAMA discharges are lacking from
our country , financial exhaustions is one of the commonest
cause cited by patients relatives. After few days of
intensive care unit treatment patient’s family are usually
financially exhausted because of lack of proper insurance
and expensive treatment. Then the situation arises when a
patient is potentially salvageable but the family members
cannot actually support the treatment financially. Some of
the patients leave AMA and probably eventually die of a
potentially salvageable ailment if the treatment would have
been continued.

When the patient competent enough to give consent does
not want to continue treatment or refuses treatment, there
is a less ethical problem because of patients right to decide
for him or herself.(1) However it’s still the duty of health
care providers try to convince the patient to continue the
treatment and also to record the process properly. But in
the scenario described above where patient is not able to
give consent for him or herself, are the family members
authorized to give consent for not continuing the treatment
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which would potentially lead to the death of the patient?
Can health care providers stop the treatment and allow
AMA discharge based upon the consent given by family
members? If we critically think the answer to above
question may be no. Because it is healthcare provider’s
duty not to deny the treatment if patient or relatives cannot
pay for emergency and life-saving condition. Another issue
is the constitutional right of the patient to live and how
other persons can decide for him. How can we be sure that
the persons giving consent for the patient are protecting the
best interest of the patient? It may be troublesome for the
healthcare providers if the act of sending the patient AMA
based on the consent signed by others in life death situation
is challenged in a court.

We believe that once LAMA consent is signed by the
patient or their relatives we and the hospital is not liable
for the patient’s fate and we don’t have any further legal
implication. But it’s not true. There are instances where
healthcare providers are sued even after leaving against
medical advice with duly signed consent.(10) Devitt et
al described four cases where the medical authorities and
physicians were sued for malpractice even after the patient
left AMA.(10) In all cases, defendant prevailed not because
of LAMA consent but because of plaintiff’s failure to prove
negligence. They concluded that LAMA consent may
not be sufficient to protect legal liabilities of health care
providers. The signed consent may help but does not make
healthcare providers immune from legal implications.(3)

Now the question arise what should be done in such
situation where patient need treatment, family members
want to take patient AMA due to various reasons?
There should be proper guidelines regarding this sort of
situation. National guidelines would be most appreciated
if not hospital policy makers should make a guideline
for their hospital on how to deal with these situations
especially when finance is the reason for not continuing
the treatment. A collective decision should be taken after
proper assessment and prognostication of the patient by a
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team which should include treating physicians, patient’s
relatives who can properly understand the risks of not
continuing the treatment and prognosis of the disease and
independent witness along with a legal officer and hospital
administrator. Hospital administrators and the hospital
legal officer should always be aware and involved in this
situation because they are in decision-making process
of supporting finances if treatment is to be continued in
potentially salvageable patients when the family cannot
financially support the treatment. They should have a
policy of funding the treatment of such patients. However
in the situation is different when healthcare providers are
not fully convinced that the relatives are acting in the
best interest of the patient, they can approach a court for
involuntary or compulsory admission to hospital.(10) But
again who would take the financial burden of the treatment.
The State should ideally be responsible for these patients
but the social responsibility of the health institutes cannot
be undermined as well.
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