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SUMMARY
Background: Advance directives and powers of attorney are increasingly 
 common, yet data on their use in clinical situations remain sparse. 

Methods: In this single center cross-sectional study, we collected data by 
 questionnaire from 1004 intensive care patients in a university hospital. The 
frequencies of advance directives and powers of attorney were determined, 
and the factors affecting them were studied with multivariate logistic regres-
sion analysis. 

Results: Usable data were obtained from 998 patients. 51.3% stated that they 
had prepared a document of at least one of these two kinds. Among them, 
39.6% stated that they had given the relevant document(s) to the hospital, yet 
such documents were present in the patient’s hospital record for only 23%. 
508 patients stated their reasons for preparing an advance directive or a power 
of attorney: the most common reason (48%) was the fear of being at other 
people’s mercy, of the lack of self-determination, or of medical overtreatment. 
The most important factors associated with a patient’s statement that he/she 
had prepared such a document were advanced age (advance directive: 1.022 
[1.009; 1.036], p = 0.001; power of attorney: 1.027 [1.014; 1.040], p<0.001) 
and elective admission to the hospital (advance directive: 1.622 [1.138; 2.311], 
p<0.007; power of attorney: 1.459 [1.049; 2.030], p = 0.025). 39.8% of the 
 advance directives and 44.1% of the powers of attorney that were present in 
the hospital records were poorly interpretable because of the incomplete 
 filling-out of preprinted forms. Half of the patients who did not have such a 
document had already thought of preparing one, but had not yet done so. 

Conclusion: For patients hospitalized in intensive care units, there should be 
early discussion about the presence or absence of documents of these kinds 
and early evaluation of the patient’s concrete wishes in critical situations. 
 Future studies are needed to determine how best to assure that these docu-
ments will be correctly prepared and then given over to hospital staff so that 
they can take their place in the patient’s record.
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I n no area of medicine is progress so visible as in in-
tensive care. Ever-improving machines, technology, 

new drugs, and invasive interventions are all features of 
any intensive care unit. The number of patients who are 
older, or have multiple comorbidities, is ever increas-
ing. Intensive therapy must first and foremost align 
with the patient’s wishes; continuing to treat beyond 
reasonable limits, e.g., in a patient with an unfavorable 
long-term prognosis, should be avoided (1, 2).

Patients in intensive care are often so ill that it is im-
possible to explain invasive interventions to them and 
gain their consent. To maintain the individual’s right to 
self-determination beyond the acute setting, and, from 
the physician’s point of view, to avoid being open to a 
charge of legal assault, information must be provided to 
the patient about all further treatment measures (3). 
Normally, the patient is legally represented by a close 
relative or a professional health care proxy.

A medical power of attorney makes it unnecessary to 
employ a legally appointed proxy. A power of attorney 
that includes validity for medical decisions makes it 
possible to implement the patient’s wishes so far as 
they are known. Often, however, even the patient’s 
 closest relatives are unable to say what the patient 
really wishes, or can do so only with some uncertainty. 
In one survey, for example, only 13% of relatives of 
100 intensive care patients had ever discussed prefer-
ences regarding life-sustaining treatment with the pa-
tient (4). This dilemma can be avoided by setting up a 
patient advance directive describing the individual 
wishes of its creator.

According to a recent survey by a German opinion 
research institute (IfD Allensbach), 28% of German 
citizens now have an advance directive in place; the 
number has been rising steadily since 2009 (5). Among 
intensive care patients, too, powers of attorney and 
 advance directives are becoming increasingly common. 
Up until now, only one German study (2009 to 2010) 
had investigated the prevalence of advance directives 
among intensive care patients. In this retrospective data 
analysis of deceased ICU-patients 12% had advance 
 directives. However, the study did not assess any of the 
characteristics of the documents (6).

The aim of the present study was to collect data from the 
adult intensive care patient population about the  frequency, 
characteristics, and factors influencing written statements 
of patients’ wishes before admission to  hospital. 
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Methods
In this single-center cross-sectional study, between 
1 November 2013 and 31 July 2014 a survey was car-
ried out of adult patients treated in one of the 11 wards 
(132 beds) of the intensive care unit of the Hamburg-
Eppendorf University Hospital, which had specialized 
wards for heart surgery, cardiology, internal medicine, 
neurosurgery, neurology, and surgery, in addition to five 
interdisciplinary wards. The study was approved by the 
ethics committee of the State Medical Association 
 Hamburg (PV-4411).

All intensive care patients were screened every day. 
Inclusion criteria were: admission to any of the inten-
sive care wards, age >18 years, and written consent to 
participate.

A condition of inclusion in the study was that the 
 patients must be oriented in space, time, and their own 
person; i.e., they had to be capable of understanding a 
questionnaire that was administered immediately before 
they were moved to an ordinary ward. The patient’s 
suitability for participating had to be confirmed by the 
consultant physician on the ward and by the interviewer. 
The exclusion criteria are detailed in the eBox. The 
study was carried out by means of a questionnaire 
 developed by ourselves, designed after extensive dis-
cussion with the director and senior consultants of the 

hospital and implemented after piloting on 70 patients. 
The items were evaluated by means of frequency analy-
sis. The same person (C.R.) carried out all the inter-
views.

Data analysis
Categorical variables were presented as absolute preva-
lences and percentages, while continuous variables were 
presented as means with standard deviations. The cor -
relation between power of attorney or advance directive 
and age group was tested using the χ2, Fisher’s exact, and 
 linear-by-linear association tests. Correlations between 
the influential factors ”admitting medical department,” 
“mode of admission (elective or emergency),” ”sex,” 
”age,” “marital status,” “children,” ”history of disease 
(general),” ”history of specific disease (cardiac, pulmo -
nary, neurologic, cancer),” ”medication consumption,” 
and “mode of life” (e.g., in a nursing home) and “pres-
ence of the documents” were tested using univariate and 
multivariate logistic regressional analysis. In multivariate 
regression analysis, all the influential factors listed above 
were included in the regression model in order to account 
for any confounding factors. Only datasets with values for 
all the variables were used (listwise deletion of missing 
cases). This corresponded to 958 cases; i.e., about 4% of 
cases were missing in the multivariate analysis. All 
 anal yses were carried out using SPSS Statistics version 
23.0.

Results
Patient characteristics, admission mode, and admission 
 diagnosis
Out of 5992 patients treated in intensive care in the hos-
pital during the study period, 1049 were enrolled in the 
study, 45 of whom declined to take part. Of 1004 inten-
sive care patients, 6 were unable to say whether they 
had set up a power of attorney or advance directive. 
Thus, data from 998 patients (16.7%) were analyzed 
(Table 1).

Of the 998 patients enrolled, 788 (79%) were ad-
mitted with a surgical main diagnosis, 211 (21.1%) 
were admitted with a nonsurgical diagnosis, and 5 pa-
tients (0.5%) could not be definitely assigned to either 
category. Admission was planned (elective) in the case 
of 618 patients (61.9%), while 361 patients (36.2%) 
were admitted as emergencies. Twenty-five patients 
(2.5%) could not be definitely assigned to either cat-
egory.

Prevalence of powers of attorney and advance  directives 
Of the 998 patients, 512 (51.3%) reported having set up 
either a power of attorney or an advance directive or 
both. A total of 385 powers of attorney (38.6% of 
 patients) and 293 advance directives (29.4%) were 
 reported as having been completed, while 486 patients 
(48.7%) had not completed either document.

Of the 512 patients who reported having completed a 
power of attorney or advance directive, 203 (39.6%) 
stated that the document had been handed over by 
themselves or their relatives during their hospital stay. 

TABLE 1

Patient characteristics

SD = standard deviation
* “At least one relevant previous disease” equates to a medical history of severe disease requiring long-term 

medical treatment

Patient characteristics

Male

Age (years) (SD)

<30 years

>30–45 years

>45–65 years

>65–75 years

>75 years

History of disease

No previous disease

At least one relevant previous disease*

–  Cancer as underlying disease

– Underlying cardiac disease

–   Underlying pulmonary disease

–   Underlying neurologic disease

Mode of life before hospital admission

Living independently at home

Cared for at home

Care home/nursing home

No data

n (total 998)

569 

62.7 ± 14.7

42 

86

378

306

186

83 

915 

412 

392 

159 

90 

933 

48 

12 

5 

%

57.0

 4.2

 8.6

37.9

30.7

18.6

 8.3

91.7

41.3

39.3

15.9

 9.0

93.5

 4.8

 1.2

 0.5
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The electronic patient data records contained docu-
ments from 118 patients (11.8% of the overall study 
group), made up of 88 of the 385 powers of attorney 
(22.9%) and 93 of the 293 advance directives (31.7%) 
(Figure). The age distribution in relation to documents 
that had been completed and were actually available in 
the patients’ records is shown in Table 2.

Completion of powers of attorney or advance directives
For 384 out of 512 patients (75%), the power of attor-
ney and/or advance directive was completed indepen-
dently of the disease that led to admission, while 50 
(9.8%) completed a document at the onset of their dis-
ease, and 75 (14.6%) because of the planned hospital 
admission. Three patients (0.6%) gave no information 
on this point.

One hundred and five patients (20.5%) completed 
their documents without help, whereas 79 (15.4%) did 
so after consultation with a physician. The documents 
of 172 patients (33.6%) were completed with assistance 
from a legal professional, while 153 patients (29.9%) 
received help from friends or relatives.

Factors influencing completion of a power of attorney or 
 advance directive
A variety of influential factors in the overall study 
group were investigated. Descriptive data of all pa-
tients—those who reported having a power of attorney 
or advance directive and those who reported having 
none—with relevant influential variables are shown in 
Table 3. Of all the factors investigated, univariate 
analysis showed “age” and “mode of admission,” and 
also “children,” ”marital status,” “history of disease,” 
and “medication consumption” to be relevant factors 
for reporting having completed a document (Table 3, 
Table 4). In the multivariate model this held only for 
the factors ”age” (advance directive: 1.022 [1.009; 
1.036], p = 0.001; power of attorney: 1.027 [1.014; 
1.040], p <0.001) and ”mode of admission” (advance 
directive: 1.622 [1.138; 2.311], p<0.007; power of 
 attorney: 1.459 [1.049; 2.030], p = 0.025) (Table 4). 
The probability that a power of attorney or advance 
 directive had been completed was higher for patients 
admitted electively than for those admitted as emergen-
cies, and rose with patient age.

Reasons for completing a power of attorney or   
advance  directive
Regarding the reasons for having completed one of 
these documents, evaluable data were available for 
508 patients. Of these, 244 (48%) said the reason 
was fear of being at the mercy of others, of the lack 
of self- determination, or of overtreatment. One 
hundred thirty-four patients (26.4%) had been 
 encouraged by the  advice of relatives or their primary 
care physician. Seventy-eight patients (15.4%) had 
been prompted by the media or by information 
 leaflets, etc. Fifty-two (10.2%) stated that they had 
been influenced by past experience, while 9 (1.8%) 
gave no information.

Reasons for not completing a power of attorney or  
advance directive
The 486 patients who had completed neither document 
were also asked about their reasons. Of these, 245 
(50.4%) had previously thought about completing one, 
but had not done so at the time of the survey; 191 
(39.3%) had never thought about it; 40 (8.2%) refused 
on principle to think about it; and 10 patients (2.1%) 
 reported a fear of undertreatment. Thus, 50 (5%) of the 
overall study group actively refused to complete one of 
these documents. Seven patients (1.4%) gave no 
 information.

Analysis of powers of attorney and advance directives
The electronic patient records contained documents from 
118 patients who had completed 88 powers of attorney and 
93 advance directives. A completely prewritten document 
had been used for 32 powers of attorney (36.4%) and 15 
advance directives (16.1%). A similarly prewritten form 
containing additional alternative options regarding condi-
tions of validity or treatment measures had been used for 
16 powers of attorney (18.2%) and 24 advance directives 
(25.8%). Documents of this nature had also been used for a 
further 35 powers of attorney (39.8%) and 41 advance 
 directives (44.1%), but the alternative options had not been 
filled in, or not in a way that could be interpreted. Five 
powers of attorney (5.7%) and 13 advance directives 

FIGURE

Prevalence of powers of attorney and advance directives: percentages reported as 
completed in the whole study group and percentages actually present in patient 
records
*1 Percentage relates to the numbers reported by patients
*2 Percentage relates to the total number of powers of attorney or advance directives 

 reported as completed by patients

Number of patients

500

400

300

200

100

  0

Power of attorney 
and/or  

advance  directive 
completed 
(51.3%)*1

Power of attorney 
completed 
(38.6%)*1

Power of attorney 
document present  
in patient records 

(22.9%)*2

 
  Advance directive 

completed 
(29.4%)*1

Advance directive 
present in patient 

 records 
  (31.7%)*2

Deutsches Ärzteblatt International | Dtsch Arztebl Int 2017; 114: 363–70 365



M E D I C I N E

(14%) had been written entirely by the individuals 
 concerned.

For 52 of the 118 patients (44.1%), the answer to the 
question about whether their power of attorney or advance 
directive contained a statement about organ donation 
contradicted what was later found when the document 
concerned was analyzed. Of 14 patients (11.9%) who said 
their document made no statement about this matter, 10 
had refused organ donation and 4 had expressly agreed 
to it.

Discussion
In this cross-sectional study, a large group of intensive 
care patients were asked about their possession or other-
wise of a power of attorney or advance directive. The 
prevalence of these documents as reported by the patients 
is higher than some figures published elsewhere in the 
 literature, but the number of documents actually available 
for inspection—powers of attorney for 8.8% and advance 
directives for 9.3% of the whole group—is rather lower. 
For example, a study carried out in the USA, in which 112 
cardiac intensive care patients were interviewed, found a 
prevalence of advance directives of 26% (7). While a Ger-
man retrospective study of patient records showed that, 
out of 658 intensive care patients who died, 12% had an 
advance directive (6), a US retrospective data analysis 
from 2010 showed as many as 19% powers of attorney 
and 22% advance directives in a group of 512 cardiac 
 intensive care patients (8).

Up to 2009, the year in which the German Advance 
Directives Act was passed, the prevalence of the docu-
ments of interest in various patient groups, both in sur-
veys and in data analyses, was lower than it has become 
since that date (9). A data analysis carried out in 2007 in 
11 German nursing homes showed only 11% of residents 
to have an advance directive (10), whereas a similar data 
analysis of 181 geriatric traumatology patients performed 
by a German university hospital in 2013–2014 showed 
that 33% had completed a power of attorney and 27% an 
advance directive (11). In a questionnaire survey carried 
out in the hematology-oncology outpatient department of 
a German university hospital in 2011–2012, as many as 
31% of the 503 patients said they had completed an 

 advance directive; 54% of them had done so since 2009 
(12).

In the present study, “more advanced age” was inde-
pendently associated with the existence of one of the 
documents under study. This has already been confirmed 
in a variety of studies (13, 14). In old age the need is 
greater for patients to be involved in decisions about the 
nature and extent of medical interventions (15, 16). 
 However, it is not possible to infer wishes about life-
 sustaining interventions on the basis of age alone—doc-
tors frequently draw false conclusions in this regard 
(15–19).

Of those patients who reported having a power of 
 attorney and/or advance directive, 39.6% reported having 
also handed them over to the hospital. However, the 
documents were actually available in the patient records 
for only 23% of this patient group.

This discrepancy cannot be explained with absolute 
certainty. Misfiling of documents on such a scale is not 
likely. A more probable explanation is that not all 
 patients knew exactly what had happened to their 
documents; it may be that more of the documents 
should have been presented by relatives. Other studies 
have also found a relatively low rate of powers of 
 attorney or advance  directives either deposited with 
the hospital or brought into it by the patient or a 
relative (11, 14, 20).

Irrespective of the availability of powers of attorney or 
advance directives, a judgment needs to be made about 
how helpful these documents are for decision making in 
intensive care. In a questionnaire survey of physicians 
and relatives, Leder et al. found that agreement about the 
practical meaning of advance directives containing 
widely used, prewritten wording was assessed as low, and 
that this form of advance directive therefore appeared un-
suited to the intensive care setting (21). Similar findings 
have been reported by other groups (22, 23). A retrospec-
tive cohort study of 477 patients who had died in inten-
sive care showed that resuscitation was carried out less 
often in patients who had an advance directive (24). In 
 regard to other life-sustaining measures and the duration 
of stay in the intensive care unit or hospital, no significant 
difference was found.

TABLE 2

Documents reported as completed in the study group and those actually available in patient records, in relation to age

*1 As a percentage of the number of patients in the age group
*2 As a percentage of the number of completed powers of attorney or advance directives in the age group

Age (years)

≤ 65

> 65 to ≤ 75

>75

n =

Patients

506

306

186

998

Power of attorney

Completed

155

141

 89

385

 % *1

30.6%

46.1%

47.8%

–

Present in 
the records

40

21

27

88

 % *2

25.8%

14.9%

30.3%

–

Advance directive

Completed

120

101

 72

293

 % *1

23.7%

33.0%

38.7%

–

Present in 
the records

38

27

28

93

 %*2

31.7%

26.7%

38.9%

–
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An Anglo-American retrospective data analysis of 
1121 intensive care patients found that the availability of 
a medical power of attorney (“health care proxy”) or 
 advance directive (“living will”) did not influence treat-
ment, treatment decisions, or patient outcome (25).

Recently, the German Federal Supreme Court decided 
that phrases such as “I decline life sustaining treatment” 
are not specific enough for the individual case, and that a 
written patient advance directive under Section 1901a, 
Paragraph 1 of the German Civil Code (Bürgerliches 
 Gesetzbuch, BGB) is binding only when it contains spe-
cific decisions about patient consent or withholding of 
consent for particular medical interventions that are not 
immediately imminent (26). For a non-medically trained 
person, creating a patient advance directive alone and 
without medical advice is difficult because of the unpre-
dictable and medically complex developments that can 
occur in intensive care. A structured consultation is 
 helpful for patients writing an advance directive, and is 
welcomed by patients (27, 28).

Few patient advance directives accurately reflect the 
complex situations that arise in an intensive care unit. 

However, if patients and/or relatives have already gone 
through the process involved in writing an advance 
 directive, this makes it easier to approach the subject in 
physician-patient conversations.

Limitations
The patient selection could be regarded as a limitation 
of this study. Our sample consisted of 16.7% of the pa-
tients treated in intensive care during the study period. 
Since we surveyed only patients who were transferred 
to ordinary wards after a stay in intensive care, we have 
no data from patients who 
● were unable to take part, or consent to taking part, 

in the survey at the time of transfer, e.g., because 
of persistent delirium or dementia

● were being ventilated on transfer to a rehabili-
tation or weaning unit

●  died as a result of their disease.
However, the questionnaire was administered on 

11 different intensive care units, to patients in all age 
groups, irrespective of their admission diagnosis or 
whether they had been admitted as an emergency or 

TABLE 4

Factors potentially influencing completion of medical powers of attorney and patient advance directives

*1 Reference categories: Admitting department: internal medicine; Mode of admission: emergency; Sex: female; Marital status: married; Children: no; History of disease: none; Cardiac: no;  
Pulmonary: no; Cancer: no; Neurologic: no; Medication consumption: no; Mode of life: independent

*2 “Global” Wald test
Rows in bold type indicate influential factors shown to be statistically significant in both univariate and multivariate analysis.
OR, odds ratio; 95% CI, 95% confidence interval

Variable and/or category

Admitting department: surgical *1

Mode of admission: elective

Sex: male

Age

Marital status*2

 – Divorced

 – Widowed

– Cohabiting

– Single

Children: yes

Previous disease: yes

Cardiac: yes

Pulmonary: yes

Cancer: yes

Neurologic: yes

Medication consumption: yes

Mode of life*2

Mode of life: at home with help

Mode of life: care/nursing home

Medical power of attorney

Univariate

OR

1.11

1.42

1.01

1.03

0.85

1.56

0.85

0.51

1.34

2.61

1.34

1.35

1.42

1.44

1.57

0.86

0.79

[95% CI]

[0.81; 1.52]

[1.08; 1.86]

[0.78; 1.30]

[1.02; 1.04]

[0.56; 1.28]

[1.06; 2.30]

[0.41; 1.77]

[0.34; 0.75]

[0.99; 1.82]

[1.51; 4.52]

[1.04; 1.74]

[0.96; 1.90]

[1.09; 1.83]

[0.93; 2.23]

[1.12; 2.19]

[0.47; 1.59]

[0.24; 2.64]

p

0.51

0.01

0.95

<0.01

<0.01

0.43

0.02

0.67

<0.01

0.06

<0.01

0.03

0.09

<0.01

0.10

<0.01

0.84

0.64

0.70

Multivariate

OR

0.95

1.46

0.98

1.03

0.96

1.40

1.14

0.85

0.94

1.31

0.95

1.39

1.27

1.39

1.12

0.60

0.44

[95% CI]

[0.65; 1.40]

[1.05; 2.03]

[0.74; 1.30]

[1.01; 1.04]

[0.62; 1.51]

[0.91; 2.15]

[0.51; 2.55]

[0.53; 1.36]

[0.65; 1.36]

[0.69; 2.50]

[0.69; 1.30]

[0.95; 2.03]

[0.95; 1.72]

[0.87; 2.24]

[0.76; 1.65]

[0.31; 1.16]

[0.13; 1.56]

p

0.80

0.02

0.89

<0.01

0.48

0.87

0.12

0.76

0.49

0.75

0.41

0.74

0.09

0.11

0.17

0.57

0.16

0.13

0.20

Advance directive

Univariate

OR

1.40

1.76

1.08

1.03

0.60

0.95

0.74

0.42

1.61

2.92

1.46

0.98

1.55

1.69

1.51

0.99

0.80

[95% CI]

[0.99; 1.98]

[1.30; 2.37]

[0.82; 1.42]

[1.02; 1.04]

[0.38; 0.95]

[0.63; 1.43]

[0.34; 1.62]

[0.27; 0.65]

[1.15; 2.25]

[1.52; 5.58]

[1.11; 1.92]

[0.67; 1.42]

[1.17; 2.03]

[1.08; 2.64]

[1.05; 2.16]

[0.52; 1.87]

[0.22; 2.98]

p

0.06

<0.01

0.58

<0.01

<0.01

0.03

0.82

0.45

<0.01

 <0.01

<0.01

<0.01

0.90

<0.01

0.02

0.03

0.95

0.98

0.74

Multivariate

OR

1.05

1.62

0.94

1.02

0.72

0.86

1.30

0.73

1.15

1.38

1.18

0.98

1.28

1.55

1.06

0.78

0.69

[95% CI]

0.69; 1.59

[1.14; 2.31]

[0.69; 1.28]

[1.01; 1.04]

[0.44; 1.18]

[0.55; 1.36]

[0.55; 3.03]

[0.43; 1.24]

[0.77; 1.73]

[0.66; 2.86]

[0.84; 1.65]

[0.65; 1.47]

[0.93; 1.75]

[0.96; 2.52]

[0.70; 1.60]

[0.39; 1.56]

[0.18; 2.69]

p

0.83

<0.01

0.70

<0.01

0.46

0.19

0.53

0.55

0.25

0.48

0.39

0.34

0.91

0.13

0.07

0.79

0.69

0.49

0.59
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electively, and for this reason we believe the results of 
the study may be taken as valid. Furthermore, this 
study did not analyze the disease leading to admission 
in any detail, distinguishing only between surgical 
and nonsurgical patients. In the course of the docu-
ment analysis, discrepancies became apparent be-
tween the survey results and those of the analysis. 
Whether these discrepancies arose because, when 
documents were created a long time ago, some of the 
details may be remembered incorrectly, or because 
patients felt uncomfortable about some 
answers—e.g., about stating their attitude to organ 
donation—cannot be determined.

In conclusion, we found that older, electively  admitted 
patients more often report having a power of attorney and/
or advance directive in place. However, the documents 
often fail to be handed over to the hospital. Also, although 
they have often been created due to a fear of being at the 
mercy of others or of overtreatment, and are intended to be 
used as a basis for significant medical decisions, few 
 patients ask for a physician’s help in writing them.

Documents regarding a patient’s wishes are too 
often unavailable on the intensive care unit, or cannot 
be applied because they are inappropriately worded. 
With all its limitations, the face-to-face interview 
 between the physician and the patient or relative con-
tinues to be the most frequent route to assessing the 
patient’s wishes. 
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CLINICAL SNAPSHOT

White Spots on the Conjunctiva

A three-year-old boy was treated for malnutrition at a hospital in 
Tanzania. According to family members, his diet included daily 
portions of milk, corn meal, and kidney beans, as well as chicken 
once a week (all of these foods are poor in vitamin A). Physical 
examination revealed foamy white spots on the conjunctiva lateral 
to the limbus in both eyes. Vision was normal. These pathognomonic 
Bitot spots, due to keratin production in metaplastic conjunctival 
squamous epithelium and most commonly seen in three- to  
six-year-olds, indicate marked chronic vitamin A deficiency on 
a nutritional basis (WHO stage X1B). Preschool children with 
 vitamin A deficiency in this stage have an at least threefold 

 elevation of mortality and of the risk of blindness. The patient was given 200 000 IU of vitamin A on two consecutive days, 
as recommended in the WHO guidelines, and the lesions gradually improved. Now that many refugees are coming to 
Europe from Africa and elsewhere, attention should be paid to this clinical sign, generally unknown in Germany up to the 
present, so that vitamin A deficiency can be clinically recognized early. 
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eBOX

Criteria for exclusion from the study
● Refusal to participate in the study
● Age <18 years
● Difficulties in communicating
● Cognitive deficits, e.g., because of

– Dementia
– Delirium
– Intellectual disability
– Acute brain disorder, e.g., after trauma or insult with 

concomitant organic psychosyndrome
– Psychiatric illness, e.g., acute psychosis
– High-dose opioid therapy

● Acute depressed mood, e.g., after receiving  information 
about a tumor diagnosis on the day of transfer

● Reduced general condition, e.g., before intended 
 transfer to the palliative unit

Supplementary material to:
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Questionnaire “Advance directives and  
powers of attorney“ 1.4 

 

Doktorvater: Prof. Dr. med. S. Kluge 
Betreuer: Dr. med. G. de Heer, Dr. med. B. Sensen 
Doktorandin: Charlotte Rübsteck  

1 

 
      Date: ______________ 
    
 
Patient and study registration number:______________________   

     
 

1. Have you drawn up one of the following documents? 
☐   Power of attorney (PA)  ☐   Advance directive (AD) 
☐   None of the above options exists 
☐   Not known 

 
2. Have you handed in the document to University Medical Center Hamburg-Eppendorf (UKE) ? 
   ☐   Yes  ☐   No 

 
Personal information/data 
 

3. Ward/department: _____ 
 

4. Care discipline/specialty at admission     ________________     ☐   Elective 
      ☐   Emergency 

5. Sex: ☐   m               ☐   f 
 

6. Age:  ________ 
 

7. Marital status: ☐   Single  Children:  ☐ Yes  
 ☐   Married    ☐ No 
 ☐   Divorced  
 ☐   Widowed  
 ☐   Live-in relationship 
 

8. Occupation: ______________________    (if unemployed:  most recent educational qualification) 
 

9. Religion: ☐   Protestant, ☐   Roman Catholic, ☐   Muslim,  
 ☐   Atheist, ☐   Other: _______________________ 
 
Medical history 

10. Pre-existing illnesses:  ☐   Internistic pre-existing conditions:__________________ 
(more than one answer  ☐   Pre-existing heart disease: ____________ 

                  possible)  ☐   Pre-existing lung disease: ______________________ 
  ☐   Pre-existing cancer:____________________ 
  ☐   Pre-existing neurological disorder: ___________________ 

  ☐   Infectious disease: ____________________________ 

  ☐   Other: _______________________________________ 
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11. Do you take regular medication?      ☐   Yes               ☐   No 
 

12. Living arrangement: ☐   Independently at home 
 ☐   At home, receiving support/care 
 ☐   Care facility 

 
 

13. Why do you not have an AD/PA? 
 ☐ I’m, afraid that I would receive less medical care 
 ☐ I’m not interested in dealing with this subject 
 ☐ I’ve never thought about this 
 ☐ I’ve been meaning to deal with this but haven’t done so yet 

 
 

14. Why do you have an AD/PA? 
 ☐ I have had positive/ negative experiences in the past 
 ☐ Family physician / relative/ friend,  etc. advised me to do so 
 ☐ Afraid of being at other people’s mercy, lacking self-determination/autonomy, 
                                overtreatment:________________________________________ 
 ☐ I have become motivated by media reports/ PR / advertising 

 
 

15. When did you draw up your AD/PA? 
 ☐ Before the onset of the disease (that prompted the current hospital admission) 
 ☐ With the onset of the disease (independently of hospital admission) 
 ☐ On finding out about hospital admission 
 

16. Which format did you choose for your AD/PA?      ☐ Printed template ☐Drawn up individually,  
   ☐  Mixed format  
   ☐  General power of attorney 
 

 
17. Have you used assistance in drawing up the AD/PA? 

   ☐ Documented consultation with physician 
   ☐ Documented consultation with lawyer or witness 
   ☐ Other witnesses 

   ☐ None 
 

 
18. Does your AD/PA include a statement on organ donation? ☐   Yes  ☐   No 

 
    


