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Objectives: Discharge against medical advice (DAMA)
from the hospital may negatively impact patients’ well-
being. The present study aimed to investigate the main
reasons for DAMA among parents of children admitted
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in Zahedan, Iran.

Methods: Participants in this case—control study
included 130 children who had been admitted to the
hospital’s paediatric ward. Participants were divided into
two equal groups: (1) those with incomplete treatment
and (2) those who stayed in the hospital until the
completion of their management and followed regular
discharge procedures. A self-administered questionnaire
was utilised for data collection.

Results: Participants included 130 children aged <1—18
years with an average of 3.3 & 3.7 years; 51.5% (67) were
girls, and 48.5% (63) were boys. The results showed a
significant relationship between DAMA and the father’s
level of education (p < 0.05), length of hospitalization
(p < 0.001), and duration of treatment (p = 0.027). No
significant correlation was found for other factors
(p > 0.05).
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Conclusion: This study found that the key reasons for
DAMA were as follows: lack of satisfaction with physi-
cians and hospital staff, family disturbance due to the
presence of other children at home, inadequate economic
situation, and being away from home. Providing profes-
sional education to parents and expressing the benefits
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and disadvantages of refusing complete treatment may
help parents make better decisions.

Keywords: Comparison; Discharge against medical advice;
Normal discharge; Paediatric wards; Patient satisfaction
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Introduction

Discharge against medical advice (DAMA) is a term
utilised in human services foundations to denote when a
patient leaves the hospital before completing treatment,
against the proposal of specialist to treatment end.!
Although leaving the hospital before a medically-specified
end to treatment may not promote the patient’s health,
there is widespread ethical and legal consensus that compe-
tent patients (or their authorised surrogates) are entitled to
decline recommended treatment. The refusal of treatment
was initiated by the patient’s or parents’ untimely termina-
tion and, in some cases, issued a readmission or even a
death.”’ The data available suggest that, in general, patients
who discharge AMA have an increased risk of hospital
readmission, potential morbidity, and even sudden death.*

One can say that care can only be considered ‘high
quality’ if the patient is satisfied with the services presented.
When patients feel more satisfied, they cooperate more with
clinical staff; furthermore, when they receive treatment
consistently, they are more likely to utilise medical office
services.”*

It has been shown that early discharge from the hospital
and refusal to continue treatment causes mortality or re-
hospitalization about 180 days after leaving the hospital.3

Some factors related to hospital discharge include: socio-
economic status, gender, age, substance abuse, reliance on
traditional treatment, hopelessness related to the disease state,
parents’ limited medical knowledge,’* quality of life, doubt or
mistrust of doctors, self-reliance, and suffering children.’
Sometimes, despite being informed of the side effects and
consequences of DAMA by physicians or nursing staff,
parents, or even patients, still insist on being discharged and
ending the treatment process; it is a patient’s right to exit the
hospital according to their desire.” Additionally, it is believed
that, while parents are free to make decisions regarding
themselves, even ones that are inconsistent with their survival,
they are not, however, free to make this kind of decision on
behalf of their sick children; that is, parents cannot deprive
their children of proper treatment on the basis of their
beliefs.'” Refusal of treatment is a global phenomenon and is
not limited to developing countries,' and from this global
view, the overall cost of care for patients who end treatment
early is very high. Therefore, identifying factors relevant to
paediatric DAMA to help prevent early termination of
treatment is useful for both patients and health care
systerns.12 However, to date, there has been no estimation of

the rate and reasons for personal satisfaction in children with
fragmented treatment in examination with finishing
treatment, and the explanation behind such refusals is the
significance of the continuation of treatment and release from
the perspective of a healing centre and sickness
administration. Along these lines, this study assessed the
factors and explanations behind declining treatment and
ending it with individual fulfilment by the guardians of children.

Materials and Methods

For this case—control study, 130 patients in the paediatric
ward of Ali Ebne Abitaleb Hospital in Zahedan, Iran, were
randomly selected as participants. Participants were divided
into two groups: those who were discharged against medical
advice (case) and those who completed their treatment
(control). The study took place in 2015.

Sampling included up to 65 children who were discharged
AMA and 65 children who were discharged after treatment
ended with their parents’ consent. Sampling was performed
based on consenting, contactable participants. Admission to
the Ali Ebne Abitaleb Hospital served as the inclusion cri-
terion, while unwillingness to participate in the study or lack
of parental cooperation served as the exclusion criteria.
Based on a previous study by Danou et al. (2003)13 and the
following derived parameters (p = 0.64 and d = 0.12), the
sample size was estimated 62 in each groups in which
considered 130 in both case and control for the study.

(Zl—a/z)z *p(1—p)
d?

n =

where: the value of a, the probability of type I error (choose
either one-sided test or two-sided test) with Za/2 = 1.96,
value of P, proportion of characteristic present in propor-
tion of DAMA and d, effect size (the difference in
proportions).

Paediatric patients were considered to have been dis-
charged AMA if their parents signed a standard hospital
form acknowledging that they were discharging their chil-
dren and accepting all responsibility for withdrawing their
children’s care against the paediatrician’s advice. Before
leaving the hospital, either these parents or the patients were
interviewed using a set of questions that related to the likely
factors for DAMA. Staff nurses asked the participants to
complete a structured questionnaire containing the following
items: patient’s age, gender, number of children in the family
(parity), possession of health insurance, parents’ education,
parents’ employment, length of hospitalisation, and treat-
ment while in the ward.

Data analysis

The data was analysed with version 20 of the SPSS sta-
tistics software using frequencies and percentages. For cat-
egorical variables, Chi-square tests were applied for
inferential statistics. For continuous variables, the mean and
standard deviation were estimated, and related tests, such as
the t-test and one-way analysis (ANOVA), were conducted
to determine the probable significant relationship. The level
of significant considered in 0.05 error.
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Results

The study population consisted of 130 children aged 1—
18 years with a mean of 3.3 4+ 3.7 years and matched in
case (3.28 + 4.03) and controls (2.73 &+ 3.41). The pattern
showed that the means for the length of hospitalisation
were 1.24 4+ 0.43 and 4.56 4+ 2.97 for the patients who were
discharged normally and AMA, respectively (P < 0.001).
The means for treatment length were 1.24 + 0.43 and
1.67 &+ 1.31 for the patients who were discharged normally
and AMA, respectively (P = 0.027). The gender sharing
was 51.5% (67) and 48.5% (63) for girls and boys,
respectively. This sharing was similar in types of discharge
(p = 0.219). Parents’ economic status did not show a sig-
nificant association with the discharge types (p = 0.113).
The majority of normally discharged participants were in
the median class (50.80%), while the majority of partici-
pants who were discharged AMA were in low class

Table 1: Types of discharge comparison in variables categories.

(41.5%). The parents’ ages were similar for both groups
(Table 1).

The data in table revealed that the fathers’ level of edu-
cation meaningfully correlated with discharge type
(p = 0.019), whereas the mothers’ education was not signif-
icantly associated (p = 0.200). There was no significant
correlation between the nature of parental employment and
the discharge types. In both discharge types, most of the
fathers owned their own businesses and the mothers were
unemployed. From the table resulted that child’s parity was
similar in the groups. The patients were hospitalised in
different sections of the paediatric wards according to
speciality, and the data showed that the type of discharge
varied according to these sections (p = 0.042). For instance,
most of the patients with infectious diseases were discharged
in the normal way (54.84% vs. 45.16%), whereas a very low
percentage of nephrology patients were discharged in the
normal way (12.50% vs. 87.50%) (see Table 2).

Variables Groups Normal discharge Discharged AMA P value
Hospitalization length (days): Mean (SD) 1.24 (0.43) 4.56 (2.97) <0.001
Treatment length (days): Mean (SD) 1.24 (0.43) 1.67 (1.31) 0.027
Gender: Numbers (%) Girls 37 (56.9) 30 (46.2) 0.219
Boys 28 (43.1) 35 (53.8)
Participant’s age (years): Mean (SD) 3.28 (4.03) 2.73 (3.41) 0.569
Economic status: Numbers (%) Low 16 (24.6) 27 (41.5) 0.113
Median 33 (50.8) 24 (36.9)
Good 16 (24.6) 14 (21.5)
Father’s age (years): Mean (SD) 35.26 (8.18) 33.65 (9.20) 0.292
Mother’s age (years): Mean (SD) 29.09 (6.98) 29.2 (6.89) 0.93

Table 2: Types of discharge comparison in parental job, parental education, Child’s parity and in different section of the paediatric

ward.
Variables Groups Normal discharge Discharged AMA p-value
# (%) # (%)
Father’s education Illiterate 11 (16.9) 11 (16.9) 0.019
Primary 7 (10.8) 19 (29.2)
Secondary 11 (16.9) 15 (23.1)
High school 20 (30.8) 14 (21.5)
Higher education 16 (24.6) 6(9.2)
Father’s Job Unemployed 9 (13.8) 8 (12.3) 0.405
Business owner 34 (52.3) 32 (49.2)
Government employee 14 (21.5) 10 (15.4)
Worker 8 (12.3) 15 (23.1)
Mother’s education Illiterate 17 (29.2) 19 (29.2) 0.2
Primary 10 (15.4) 20 (30.8)
Secondary 11 (16.9) 7 (10.8)
High school 15 (23.1) 12 (18.5)
Higher education 12 (18.5) 7 (10.8)
Mother’s Job Unemployed 58 (89.2) 62 (95.4) 0.344
Business owner 1(1.5) 0 (0)
Government employee 6(9.2) 3 (4.6)
Child’s parity 1 22 (33.8) 19 (29.2) 0.869
2 23 (34.4) 22 (33.8)
3 9(13.8) 9 (13.8)
4 4(6.2) 9 (13.8)
5 1(1.5) 2(3.1)
6 2 3.1 2 (3.1
7 2(3.1) 1 (1.5)
8 2 (3.1 1(1.5)
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Table 2 (continued)
Variables Groups Normal discharge Discharged AMA p-value
# (%) # (%)
Diseases Infection 28 (54.84) 34 (45.16) 0.042
gastrology 14 (46.15) 12 (53.85)
Nephrology 7 (12.50) 1 (87.50)
Endocrinology 1 (50) 1 (50)
Cardiology 3 (75) 9 (25)
Haematology 7 (12.50) 1 (87.50)
Neurology 5(58.33) 7 (41.67)

AMA: Against Medical Advice

Discussion

The refusal or unplanned cessation of treatment by
paediatric patients or their parents can lead to a worsening
of the patient’s condition and/or rehabilitation; occasion-
ally, death and complications that cannot be compensated
for in the long run have also occurred.”®’ The results of the
present study showed that the durations of hospitalisation
and treatment were higher in patients who were
discharged AMA. Economic status did not show a
significant association with discharge type. The majority
of normally discharged participants were in the median
class, while the majority of participants who were
discharged AMA were of lower socioeconomic status. The
level of the patients’ parents’ education showed a
meaningful correlation with discharge types; however, the
mothers’ level of education and the parents’ job were not
significantly associated. This study also examined patients
hospitalised in different sections of the paediatric wards,
and the results showed that a majority of the patients in
the infectious diseases unit were discharged normally,
while in the nephrology unit, very few were normally
discharged.

Duno et al."? reported that the prevalence of DAMA
varied from 0.7% to 7% in general hospitals, while
Roodpeyma et al.,14 Saravi et al.,15 and Malek et al.'®
reported 5.3%, 2.2%, and 8.49%, respectively. Berger
et al.!” reported that about 1% of hospital discharges were
AMA; however, Rezaeiimofrad et al.'® found that the rate
was higher. While the present study did not attempt to
determine the prevalence of DAMA, the results of the
aforementioned studies have shown that it is high.l}*lx
Worldwide, therefore, DAMA poses a challenge to the
healthcare system in terms of treatment and medical
expenses because the consequences of untreated disease
processes can lead to worsening conditions, particularly in
the case of children, who cannot perceive their situations
accurately and are not able to participate in decision-
making concerning their treatment.'

The present study demonstrated that the level of a pae-
diatric patient’s father’s education as well as durations of
hospitalisation and treatment had a strong impact on in-
stances of DAMA that resulted in rehospitalisation, death,
or many other negative conditions for the patients.'® The
mother’s level of education, child parity, the family’s socio-
economic status, and the nature of the parents’ employ-
ment were not found to correlate with DAMA. Instances of

DAMA for adult patients tend to occur among disadvan-
taged patients who lack family support, experience financial
and social difficulty, and are not covered by any health in-
surance.'® However, instances of DAMA for paediatric
patients occur because of the child’s parents, who bear
important health consequences on their children. There are
only a few studies published on DAMA in the paediatric
population 416,920 that  associate mortality  and
rehospitalisation comparable with the results of the present
study. Kabirzadeh et al.”’ concluded that among patients
who were discharged AMA, 12% were re-admitted to the
hospital. For paediatric patients, DAMA is implicitly based
on the parents’ knowledge, especially fathers. While it is true
that physicians clearly know the consequences of DAMA, a
child is unable to express their opinions due to their inade-
quate knowledge of this process.”‘2l The present study
revealed that paediatric patients whose fathers had
completed higher education were discharged normally,
even if they had spent a long time in the hospital.
Ravanipour et al.”? concluded that the highest reason was
the parents’ sensitivity. In this regard, identifying the
factors may be used for proper interventions to reduce the
rate.

Previous studies have shown that the most important
factors relating to DAMA are clinical, social, and de-
mographic.”“ﬂ24 Danou et al.'® demonstrated that there
was a difference in discharge types between genders;
namely, that the rate of DAMA is higher in males, which
is in line with the present study’s results. Age is also a
factor that is likely to be involved in a request to be
discharged AMA. For instance, it has been reported that
younger people more frequently request to be discharged
AMA."** The present study did not observe a difference
in the parents’ ages and the types of discharge. Mabilya
et al.?® found that age has a direct and significant impact
on DAMA,23 which is the result of this study, was
dissimilar with the present in case of fathers’. The present
study revealed that an increase in father’s education the
frequency of patients with DAMA increased when was
not meaningful in mothers’ education. This is most likely
due to governing cultural conditions in which fathers
make the final decisions.” Economic factors are the most
important factors in early clearance with personal
satisfaction. While Aliyu et al.”® showed that economic
issues were the most important factors for DAMA, we
did not find this in our research; although, this may be
because our population displayed values of promoting
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health and a high rate of insurance coverage.23 Child parity
is also likely to be a personal factor for DAMA in
paediatric populations.27 Some researchers believe that, in
curded families, parents are more likely to insist on
DAMA because of the economic impacts,28 but we did
not find a significant relationship between the number of
children in a family and paediatric DAMA. The type of
employment of the patient’s parent was another factor
which had high impact on paediatric DAMA%; this
factor is related to economic status. While one study has
shown that the children of parents who were satisfied
with their jobs spend more time in the hospital receiving
treatment,”’ our investigation concluded that a parent’s
occupation did not play a role in the level of the
completion of their child’s medical treatment. Aliyu
et al.’® showed that patients who experienced long
periods of treatment and hospitalisation had a greater
tendency to insist on DAMA, which was confirmed by
the present study.

Other studies have reported a relationship between
diagnosis and DAMA. A study carried out in Gachsaran,
a city in Iran, showed that infectious patients were dis-
charged AMA at higher rates compared with their coun-
terparts. Digestive diseases, nephrology, and haematology
also reported a higher frequency of patients completing

22 : .
treatment.”” The present study found that patients with
infectious and cardiovascular disease were at higher risk
of DAMA. Baptist et al.’* showed that some of the
factors that had a high correlation with DAMA
included dissatisfaction with hospital services as well as
a host of personal reasons such as: addiction or drug
abuse (by the patient or the parents), high hospital
costs, psychiatric problems, family problems (such as the
presence of other small children at home), no significant
improvement, belief in traditional medicine, long hospital
stays, a feeling of recovery, and place of residence
(urban or rural). The major findings of this study which
correlated with the types of discharge and risk-factors
outlined in the studies mentioned above were as follows:
the child’s feelings of recovery with regard to parental
perception, having other children at home, challenging
economic situations, and residing a long distance from the
hospital.z’z*zg

Study limitation

Our study was limited by its small sample size and inac-
curate reports from patients’ parents.

Conclusion

From the results of this study, it can be concluded that
patients with long durations of treatment and hospital-
isation have a higher tendency for DAMA.
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