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A PATIENT’S JOURNEY

The last wish of a patient with end stage chronic obstructive
pulmonary disease

Daisy J A Janssen,1 Ton P G Alsemgeest,1 Guy AMWiddershoven,2 Emiel F MWouters,3,4 Jos M G A Schols,5

Martijn A Spruit6

At her explicit request, euthanasia allowed a
55 year old woman in the Netherlands with
end stage chronic obstructive pulmonary
disease to end her life

Our patient was 55 years old when she was admitted to
the nursing home with end stage chronic obstructive
pulmonarydisease (COPD) inNovember 2007. She had
had the disease since 1997 and had participated in a
pulmonary rehabilitation programme seven times (in
1998,2000,2001,2002,2005 (×2),and2006). In2000she
underwent lung volume reduction surgery. That same
year she also had a stroke, which resulted in paralysis of
her left arm and pain in the left side of her body. Shewas
prescribed long term oxygen therapy in 2006.
In February 2007, she was admitted to the nursing

home for an intensive patient tailored interdisciplinary
management programme, which improved her health
status and daily functioning. She was sent home in April
of that year. After discharge, however, she was admitted
to the hospital several times because of acute exacerba-
tions. She was prescribed non-invasive positive pressure
ventilation because of progressive respiratory failure.
At her second admission to the nursing home in

November 2007, she was hopeful that intensive
treatment and physical training would again enable
her to improve her daily functioning and allow her to
live in her ownhome.However,within twomonths she
deteriorated progressively, despite an intensive patient
tailored interdisciplinary management programme
aimedat improvinghealth status anddaily functioning.
Discharge was not possible.
Because of the progressive decline in her health status

and increasing daily burden of symptoms, a palliative
approach was increasingly offered alongside curative
treatment. It consisted of managing daily symptoms and
care needs, and discussing prognosis and advanced
directives. She had already decided to refuse resuscita-
tion or admission to an intensive care unit. Now, she also
refused admission to hospital in case of acute illness.
Twomonths after her second admission to the nursing

home, she first expressed her wish for euthanasia to her

treating physician at the nursinghome, in thepresenceof
her closest family. She wrote in her living will, “Since
1997, I amaCOPDpatient. In2000, I hada stroke. Since
1997, I have been constantly going in andout of hospital.
Every three weeks I have an infection and every time I
have to fight to recover. Every time I get worse. I can’t
fight any more. I am so tired. My shortness of breath
becomes worse every time. If I have to go to the
bathroom, Ihave towait for half anhourbefore I amable
to leave. I am afraid of going to the bathroom. Also the
pain becomes worse. I have always said that my disease
should not become unbearable. Now the moment has
come that my life is nothing but suffering, I want this to
end. My greatest wish is not to suffer any more.”
Because of her increased pain and dyspnoea, the

management of symptoms was intensified in the days
after her request. Psychosocial and spiritual end of life
needs were also dealt with. Thirteen days after she
expressed herwish to die, euthanasiawas performed in
the presence of her closest family, after consultation
with a psychiatrist and an independent doctor.

A medical perspective

In the Netherlands, euthanasia is defined as termina-
tion of life by a medical practitioner at the explicit
requestof thepatient.Euthanasiamayallowapatient to
end his or her life in dignity after having received every
available type of curative and palliative care.
However, euthanasia is legal only in a patient who is

suffering unbearably, with no prospect of improvement,
and if the following statutory criteria of due care are
fulfilled.

Explicit request of the patient

Theattendingdoctormustbe satisfied that thepatienthas
made a voluntary and carefully considered request. Our
patient had discussed euthanasia years ago with her
treating chest physician and her general practitioner.
Since then, she repeatedly said shewished todie if her life
was unbearable with no chance of improvement. Two
weeks before her death, she asked explicitly for
euthanasia. Her request was not made under pressure
from or influence by other people, such as her family or
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friends. She expressed her wish in the presence of her
partner, mother, sisters, and daughters, who respected
her wish. She completed a living will in which she
declared that shewished to die of euthanasia because her
suffering was no longer bearable. A week after her
explicit request she saw a psychiatrist to exclude the
possibility that her wish to die was a symptom of a
depressive disorder. The psychiatrist declared that she
hadno symptomsof apsychiatric disease that couldhave
influenced her wish for euthanasia. Moreover, the
psychiatrist declared that her request was voluntary and
well considered.

In the 13 days between her request and her death she
discussed her wish to die, the possibilities for end of life
care, and the things that were important in her life with
her doctor almost every day.

Suffering and no prospect of improvement

The attending doctor must be satisfied that the patient’s
suffering is unbearable, and that no prospect of
improvement exists. Our patient clearly had no chance
of improving, and her suffering was unbearable. The
main reason for this was her progressive decline in daily
functioning and increasing dependency on care givers
and loved ones. She needed help with almost all tasks of
daily living. She had dyspnoea at minimal exercise and
sometimes even at rest. Since she had a stroke in 2000,
she had neuropathic pain in the left side of her body,

which was hard to treat effectively. For several months
she also had thoracic pain.

An informed patient

The attending doctor must have informed the patient
about his or her situation and prospects. In the nursing
homeourpatient talkedwithherdoctoraboutherdisease
and its expected trajectory, which would probably be
characterised by a further decline and punctuated by
acute deteriorations in health status and daily function-
ing. She fully understood the nature of her condition, her
prospects, and the possibilities for treatment.

No reasonable alternative

The attending doctormust have concluded, alongwith
the patient, that no reasonable alternative exists in the
light of the patient’s situation. Themain reason for our
patient’s wish for euthanasia was her progressive
decline in daily functioning and increasing depen-
dency on care givers and loved ones. There was no
possibility that her daily functioning would improve.
Her lung function had deteriorated over the past few

years. A year before she expressed her wish for
euthanasia, her forced expiratory volume in the first
second was only 26% of predicted values. Her chronic
obstructive pulmonary disease was optimally treated
according to the current international guidelines—she
received long term oxygen therapy and non-invasive
positive pressure ventilation. She had participated in
seven comprehensive inpatient pulmonary rehabilita-
tion programmes. In 2000, she had lung volume
reduction surgery. She had recently deteriorated, despite
an intensive patient tailored interdisciplinary manage-
ment programme.Lung transplantationwas not possible
because she smoked.
She also mentioned that dyspnoea and pain contrib-

uted to her suffering. In the days after her request for
euthanasia, her dosage of opioids was increased until the
painanddyspnoeawereoptimally treated.However,her
wish for euthanasia became stronger every day. The
optimal management of pain and dyspnoea did not
improve her physical functioning and did not reduce her
dependency. In the days before her death, her physical
functioning declined quickly so that leaving her bed
became harder every day.

Independent opinion

The attending doctor must have consulted at least one
other independent doctor, who must have seen the
patient and given a written opinion on the due care
criteria, as mentioned above. Twelve days after our
patient’s request for euthanasia, she was visited by an
independent doctor—a general practitioner trained in
performing consultation for euthanasia. He assessed the
four due care criteria explained above and reported that
these criteria were met.

Medical care at termination

The attending physician must terminate the patient’s
life with due medical care and attention. After the

A SISTER’S PERSPECTIVE

Since1997mysister hashad lungdisease. Gradually, her
situationbecameworse. However, shenever complained.
Shewas always grateful for everythingwe, as a family, did
for her. Living in her own home became more difficult
during the last years. Shewasanxious at homeand called
me almost every day. In the nursing home she felt safe.

On the day she toldme that she wanted to ask her doctor
for euthanasia I was angry with her. I told her that I didn’t
wanther todothat. Ididnotunderstandherwish. I toldher
that Iwanted todoeverything forher, that I didn’tmind the
travelling to the nursing home. I loved her and wanted to
take care of her. However, she kept saying she did not
want to live like this any more.

In thedaysafterwe talkedabout this, I gradually started to
understand her wish. She was suffering every day. Every
day she had to fight against her breathlessness and her
pain. Shedidnotwant toaskother people tohelpherwith
everything she had to do. Although it was difficult, I
accepted her wish.

The night before the euthanasia was very difficult. I was
constantly watching the clock and counting the hours—
the hours she had left. On the morning that euthanasia
was carried out we went for her last cigarette together. It
hurtme toseehowmucheffort it took to smoke just a little
bit of this cigarette.

I was sitting next to her when she died. She died very
quickly and quietly. I am grateful that her last wish was
honoured, that she does not have to suffer anymore, and
that she died the way she wanted. However, I miss my
sister somuch, Imissher callingmeand Imiss taking care
of her, every day.
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independent doctor’s visit, the euthanasia was planned
for the next day.Once the plans weremade our patient
seemed to be quiet and peaceful. She said she had
finished everything she wanted to do and that she had
completely accepted her situation. On the day of her
death, her family was with her to say goodbye. In the
presence of hermother, sisters, daughters, and partner,
she died quickly and quietly after intravenous infusion
of a barbiturate to induce a coma, followed by a
neuromuscular relaxant, as per protocol.

Outcome

After the patient died the attending doctor completed a
report and notified the municipal pathologist of this
instance of death from non-natural causes. The
pathologist viewed the patient. He informed the public
prosecutor, who gave consent for burial. The pathol-
ogist then sent his own report, the attending doctor’s
report, the independent doctor’s report, and the
patient’s living will to the regional review committee.
This committee—a legal expert, a medical doctor, and
an expert on ethics—used these documents to assess
whether euthanasia hadbeen carried out in accordance
with the due care criteria.
Three weeks after euthanasia was carried out, the

review committee informed the attending doctor that

she had met the statutory due care criteria for
euthanasia and would not be prosecuted. A few
weeks later the doctor discussed the patient’s life
course, her disease, and her death with her family and
loved ones, who were grateful that her last wish had
been honoured.

What can we learn from this case?

Euthanasia is definedas terminationof life byamedical
practitioner at the explicit request of the patient. In
2002, in the Netherlands, the Euthanasia Act legalised
euthanasia in a patient who is suffering unbearably,
with no prospect of improvement, if all the due care
criteria are fulfilled. Euthanasia is used most often in
patients with malignant disease. However, euthanasia
may allow a patient with end stage chronic obstructive
pulmonary disease to end his or her life in dignity after
having received every type of curative and palliative
care available.
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UNCERTAINTIES PAGE

Should we prescribe diuretics for patients with prediabetes
and hypertension?

Bruce Arroll, Timothy Kenealy, C Raina Elley

The uncertainty arises from the findings of the large
randomised controlled ALLHAT 2002 trial (31 512
people 55 years or older with hypertension and one
other risk factor for cardiovascular disease), in which
the thiazide-like diuretic chlortalidone seemed to
increase some cardiac risk factors, including the rate
of developing diabetes. After four years of follow-up
in those who had a normal fasting blood glucose at
baseline, 302 (11.6%) people taking chlortalidone,
154 (9.8%) of those taking amlodipine (a calcium
channel blocker), and 119 (8.1%) of those taking
lisinopril (an angiotensin converting enzyme inhibi-
tor) had fasting blood glucose concentrations of
≥7 mmol/l (P<0.001).1 Diuretics are known to
achieve long term cardiovascular results as good as,
or better than, alternative antihypertensives—at least
in people aged 55 years or older. But clinicians may
not initially treat patients with prediabetes and
hypertension with a diuretic because they worry
that the induced diabetes might result in a worse
outcome than if they prescribed a different class of
antihypertensive.

What is the evidence of the uncertainty?

International guidelines give conflicting advice, pre-
sumably because of this uncertainty. The National
Institute for Health and Clinical Excellence (NICE)
advises general practitioners in the United Kingdom to
use diuretics and calcium channel blockers as first line
treatments in patients over 55 years and angiotensin
converting enzyme inhibitors in those under 55.
Diuretics are not recommended in the younger group
partly because of concern about patients developing
diabetes.2 In the United States, the JNC 7 guidelines
advise doctors to start with a diuretic when treating
hypertension and do not see prediabetes or diabetes as
reasons for choosing another drug class above
thiazides.3

A recent systematic review showed that compared
with diuretics, β blockers do not induce diabetes, and
calcium channel blockers, angiotensin converting
enzyme inhibitors, and angiotensin II blockers (in that
order) may even reduce the incidence of diabetes.4 The
absolute difference in the incidence of diabetes caused
by antihypertensives is modest, at around 3.6%.2

This article is one in a series of
occasional articles that highlights
areas of practice where
management lacks convincing
supporting evidence. The series
advisers are David Tovey, editorial
director, BMJ Knowledge, and
Charles Young, editor of BMJ
Clinical Evidence, and editor in
chief, BMJ Point of Care.

Department of General Practice
and Primary Health Care,
University of Auckland, Private
Bag 92019, Auckland, New
Zealand 1142

Correspondence to: B Arroll
b.arroll@auckland.ac.nz

Cite this as: BMJ 2008;337:a679
doi:10.1136/bmj.a679

PRACTICE

BMJ | 13 DECEMBER 2008 | VOLUME 337 1415



On the other hand, a systematic review undertaken in
the NICE guideline compared cardiovascular outcomes
for five commonly used antihypertensive drugs. Its
comparison of angiotensin converting enzyme inhibitors
with thiazide diuretics found that the only statistically
significant difference was an increase in stroke associated
with angiotensin converting enzyme inhibitors (relative
risk 1.13, 95% confidence interval 1.02 to 1.25). A similar
comparison between calcium channel blockers and
thiazidediuretics foundthat theonlystatisticallysignificant
difference was an increase in congestive heart failure
associated with calcium channel blockers (1.38, 1.25 to
1.53). This suggests that diuretics are at least as good as
angiotensin converting enzyme inhibitors and calcium
channel blockers in terms of cardiovascular outcomes.
The large ALLHAT study found that patients with

impaired fasting glucose (and thosewith normoglycaemia
and known diabetes mellitus) taking the thiazide-like
diuretic chlortalidone had cardiovascular outcomes as
good as or better than those taking amlodipine or
lisinopril.5 For chlortalidone versus amlodipine, coronary
heart disease, and combined coronary heart disease
(myocardial infarction, coronary revascularisation,
and hospital admission for angina) outcomes favoured
chlortalidone (1.73, 1.10 to 2.72; 1.37, 1.00 to 1.87). No
difference was seen for stroke, congestive heart failure, or
cardiovascular disease combined with end stage renal
disease. In addition, no differences were seen for all
outcomes, including coronary heart disease alone and
coronary heart disease combined with stroke, congestive
heart failure, cardiovascular disease, and end stage renal
disease for chlortalidone versus lisinopril.
The 14 year follow-up of the SHEP study (the original

randomised trial lasted 4.3 years) found that although
diabetes increased in the chlortalidone group, the cardio-
vascular outcomesof thosewith diuretic induceddiabetes
werenotsignificantlyworseandtheirprognosiswasbetter
than thosewith pre-existing diabetes.6However, the large
confidence intervals mean a large deleterious effect of
diuretic induced diabetes cannot be excluded.
Another systematic review found no difference in

cardiovascular outcomes across classes of anti-
hypertensive drugs in people with and without diabetes.
Evidence that lowerbloodpressuregoals resulted in larger
reductions in total major cardiovascular events was
limited.7Loweringbloodpressuremaybemoreimportant
than inducing diabetes, all else being equal.
Diabetes caused by diuretics may be different from

naturally occurring diabetes. Although diuretics increase
the incidence of diabetes, they seem to be effective at
lowering blood pressure and have benefit on cardio-
vascular outcomes that may outweigh their diabetogenic
tendency, at least in the short term (most cardiovascular
randomised trials are less than five years in duration and
we can only speculate about longer terms effects.)

Is ongoing research likely to provide relevant evidence?

The definitive answer to this question requires a
randomised controlled trial in people under 55 that
compares a thiazide with one or more antihypertensive

agent inpatientswithbothformsofprediabetes—impaired
fasting glucose and impaired glucose tolerance. We
searched the World Health Organization international
clinical trials registry (www.who.int/ictrp/en/), which lists
trials at various stages of planning and conduct frommost
major trial registers in theworld.A trial in Japan (diuretics
in themanagementofessentialhypertensionstudy;http://
clinicaltrials.gov/show/NCT00131846) is investigating
this uncertainty in 30-79 years olds by comparing a
thiazide diuretic with no diuretic. The primary outcome is
new onset type 2 diabetes and secondary outcomes
includecardiovasculareventsanddeath,but theresultsare
several years away.

What should we do in the light of the uncertainty?

On the basis of current evidence, it is justifiable to use a
thiazide diuretic as first line treatment in people with
hypertension andprediabetes (especially in resource poor
settings because thiazides are relatively inexpensive). In
people without diabetes, people with impaired fasting
glucose, and those who develop diabetes during trials,
cardiovascular outcomes from treating hypertension with
diuretics are at least as good or better than with other
antihypertensives.Theseresultshavebeencollectedforup
to14years andaremainly fromthoseaged55orover. For
youngerpatientswithprediabetes theuncertaintyremains,
but the data from older patients are encouraging, and the
key problemwill probably be ensuring a consistently low
bloodpressurerather thandecidingwhichdrugsshouldbe
used to obtain it.
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