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The doctor-patient relationship is keystone of care. This article shows “how it is done” according to
the psychosocial aspects of diseases: 1) Doctor-patient Relationship (DPR) in cardiovascular diseases
(Is required control of verbal and non-verbal manifestations to transmit security); 2) DPR in arterial
hypertension (Focusing on the persuasion that seeks to guarantee therapeutic compliance); 3) DPR in
asthma and COPD (Ventilating the patient conflicts); 4) DPR in digestive diseases (The patient usually
has feelings of dependence); 5) DPR in psychiatric diseases (Maximizing quiet listening skills); 6) DPR in
endocrinological problems (Requires detailed explanations at the cultural level of the pathophysiological
mechanisms); 7) DPR in hematological diseases (Take into account the mental stability of the patient
during chemotherapy); 8) DPR in cancer (Maintain a clear and permanent communication with the
patient); 9) DPR in SIDA (Knowledge of diagnosis and confidentiality); 10) DPR in rheumatic diseases
(Being seen as an individual and not as a mere diagnosis, and being believed in regard to pain and
suffering); 11) DPR in dermatological diseases (Explanations about the probable cause of the disease
and its duration); 12) DPR in neurological diseases (the patient has to know his diagnosis and the
evolution of the disease, foreseeing possible emotional reactions, and the doctor-patient relationship is
extended to the family environment). Contextualization of the doctor-patient relationship according to
the psychosocial aspects of diseases has as much to do with “what is done”, with “how much is done”, and
with “how it is done”.
Keywords: Physician-patient communication; Physician-Patient Relations; Psychological Factors;
Disease; General Practice; Framework

Introduction

The doctor-patient communication is one of the most essential dynamics in health care.
Specifying more, the doctor-patient relationship is a cornerstone of medical care in general
medicine. In addition, general medicine/family medicine are defined in terms of relationships,
rather than in terms of diseases or technology [1]. The doctor-patient relationship is a
complex phenomenon shaped by doctor-patient communication, patient participation in
decision-making and patient and physician satisfaction. The transcendence of the doctorpatient relationship is given by the confirmed fact of its influence on the results of health
care [2,3]. Among the various benefits that have been described about the doctor-patient
relationship, are:
1.

2.

3.
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Clinical advantages: by increasing knowledge about the patient, facilitates diagnosis and
treatment; presents the unique opportunity to study the natural history of the disease;
allows to see that the presence of a problem in a family member can be a marker of conflict
in another or other members of the same; facilitates the monitoring of the chronically ill.
Benefits of medical intervention: evidence has been found of better compliance,
satisfaction and recovery of patient information in consultations with a good relationship
of trust with patients or consultations focused on the patient (consultations where “the
patient is placed first “or there is a relationship of trust between the patient and the
provider, or there is a shared support for decision making).
Advantages with respect to prevention: it facilitates the implementation of preventive
elements.
1
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4.
5.

2

Public health benefits: it allows transforming actions on
populations into actions on individuals

Benefits on the health service provided: contributes to the
quality of care; favors satisfaction with the service; saves
costs to the health system (better use of services, fewer
hospitalizations, etc.) [4-10].

However, the doctor-patient relationship is a professional social
relationship and, as such, on the one hand it is subject to avatars
and the evolution of society, and on the other hand, it is a complex,
multiple and heterogeneous relationships that cannot be define in a
unique way or generalize a unique concept of relationship [11,12].
That is, there are “many” doctor-patient relationships that are
appropriate according to their contexts, which on the other hand
may be changing, in addition to this doctor-patient relationship is
not monolithic (it is not established in a way and remains constant
forever ), but it is different according to different moments or
encounters. In addition, because of the above, the doctor-patient
relationship is difficult to measure [13,14]. Consequently, the
concept of doctor-patient relationship is poorly defined, and the
desirable model of doctor-patient interaction has been the subject
of controversy and debate in recent years without ever reaching
an adequate degree of consensus on how to define and even
name it [15]. It can be said, therefore, that there are many ways
of understanding, classifying and practicing the doctor-patient
relationship [16]. On the other hand, the disease modifies the
doctor-patient relationship. When a person who feels sick visits
the doctor, and finally he establishes a diagnosis of illness, a change
in the doctor-patient relationship occurs as a result of a third
factor, the disease. The social judgment is confirmed by the doctor
(member of the society) who perceives that something different
from what is established as a norm occurs in the patient, which
is why he classifies it as an individual different from the others.
Therefore, their response in the treatment corresponds to a kind of
discrimination and rejection [17].
Usually, doctors assume that the disease once diagnosed must
be cured or improved (at least in the somatic sphere), but this is
not always true. Only 8% of cases are “cured” in the sense that
they do not need successive medical attention. On the contrary,

the disease greatly influences the doctor-patient relationship. This
field is formed by the personal and social contexts of doctor and
patient, including beliefs and symbols. For example, an accident
tends to provoke our sympathy, a venereal disease, our repulsion.
The family usually incorporates their anxieties into this doctorpatient relationship [18]. Although there is much literature on
the topic of doctor-patient relationship, it is surprising how little
has been written about the fact that doctor-patient relationship
can be different according to the psychosocial aspects of diseases,
that is, this relationship can be different in various diseases. In this
context, this article aims to show very briefly a panoramic view of
the differences in the doctor-patient relationship according to the
disease attended from general practitioner

Discussion

The doctor-patient relationship is of great complexity and
results from a long process that involves participation and active
work of both parties to reach harmony. “It takes two to dance the
tango.” So, it is possible that doctors still need to practice some steps
[19]. Therefore, the medical-patient relationship can be different
according to the psychosocial aspects of diseases. Some examples
we have them in:
1.

Doctor-patient relationship in cardiovascular diseases

3.

Doctor-patient relationship in asthma and COPD

2.
4.
5.
6.
7.
8.
9.

10.
11.

Doctor-patient relationship in arterial hypertension

Doctor-patient relationship in digestive system diseases
Doctor-patient relationship in psychiatric diseases

Doctor-patient relationship in endocrinological diseases
Doctor-patient relationship in hematological diseases
Doctor-patient relationship in cancer
Doctor-patient relationship in AIDS

Doctor-patient relationship in rheumatic diseases

Doctor-patient relationship in dermatological diseases

12. Doctor-patient relationship in neurological diseases
(Table 1)

Table 1: Differential aspects of the medical-patient relationship according to diseases.
Diseases

Differential Aspects of the Medical-Patient Relationship

Doctor-patient relationship in cardiovascular
diseases

The relationship with a patient with the imminence of death anxiety, also generates distress to the
doctor, and requires a control of verbal and non-verbal manifestations to transmit security

Doctor-patient relationship in asthma and COPD

There are important psychosocial factors that advise a relationship of “mutual participation” where
to explore, ventilate and help the patient about their conflicts

Doctor-patient relationship in psychiatric
diseases

It becomes more necessary to fine-tune sensitivity and maximize quiet listening skills. Frequently,
the relationship with these patients is feared and rejected. There is the need to address emotions,
feelings, and personal and socio-family situations that are critical, which often accompanied by very
different somatic symptoms

Doctor-patient relationship in arterial
hypertension

Doctor-patient relationship in digestive system
diseases
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The relationship can focus on the persuasion that seeks to guarantee therapeutic compliance

The great importance of psychosocial factors in these pathologies, usually produce feelings of
dependence
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Doctor-patient relationship in endocrinological
diseases

Treatment is often chronic and requires dietary and hygienic changes, as well as detailed explanations
at the cultural level of the pathophysiological mechanisms

Doctor-patient relationship in cancer

Doctor must maintain a clear and permanent communication with the patient with cancer, offering
the possibility of finding the space that may be denied in his personal area to express everything that
concerns him. The doctor-patient relationship that is established will have a direct impact on the
patient being able to openly express their fears and doubts, and to know in a real and objective way
their illness and the possibilities of treatment

Doctor-patient relationship in hematological
diseases

Doctor-patient relationship in AIDS
Doctor-patient relationship in rheumatic diseases
Doctor-patient relationship in dermatological
diseases
Doctor-patient relationship in neurological
diseases

A subjective-individual protocol of the mental stability of the patient during cytotoxic chemotherapy
is important. The success of the coping strategies to be developed is based not only on objective
criteria, but also on the subjective evaluation mechanisms

Knowledge of diagnosis and confidentiality are important. The disease can cause loss of work, family
conflicts, derision and discrimination. The rights of these patients include non-discrimination, free
movement, access to technology and information, right to medical choice, dignified treatment,
confidentiality and even death with dignity, among others
Patient must “be seen” as an individual and not as a mere diagnosis, and “be believed” in regard to
pain and suffering

Patient should receive explanations about the probable cause of the disease and information about
how long the symptom will likely last, in an environment that demonstrates empathy
Patient has to know his diagnosis and the evolution of the disease. Anticipate the possible emotional
reactions after knowing the diagnosis. the doctor-patient relationship expands to the family

Doctor-patient relationship in cardiovascular diseases

The long-term link between chronic mental stress, anxiety,
depression, and hostility with adverse cardiovascular events has
been well established [20]. Lifetime depression and depression
around the time of an acute coronary syndrome event have been
associated with poor cardiac outcomes. Se ha sugerido that poor
sleep quality may be causal or indicate high anxiety/neuroticism,
which increases risk to depression and contributes to poor
cardiac outcomes rather than depression being the primary causal
factor [21]. A substantial proportion of patients have anxiety and
depression symptoms after coronary heart disease events, but
these conditions are undertreated. These disorders, especially
depression, are associated with other risk factors, including
educational level, sedentary lifestyle, smoking, unhealthy diet
and reduced compliance with risk factor modification [22]. For
example, it is described that at the end of the life cycle, in men
myocardial infarction occurs more frequently in situations of
family conflicts OR that there are familiar patterns of expression
of diseases [23]. On the other hand, it has been reported that
direct effects of psychological interventions to treat patients with
myocardial infarction or revascularization or with diagnosis of
angina pectoris or coronary heart disease defined by angiography,
improved depressive symptoms, anxiety and stress [24]. All these
circumstances can guide the doctor on how to build the relationship.
On the other hand, the relationship with a patient with the anguish
of imminence of death, also generates anguish to the doctor, and
forces a control of the verbal and non-verbal manifestations to
transmit security [19].

Doctor-patient relationship in arterial hypertension

It has been described that when the patient has more years of
education, more knowledge about hypertension, longer duration
of hypertension and beliefs of natural causes, these factors
predict a more cognitive representation of the disease in patients,
Associative J Health Sci

while conversely: fewer years of education, less knowledge of
hypertension and beliefs of behavioural causes (eg, diet and
exercise) predict a more emotional representation of the disease
[25]. These elements must therefore be considered to build the
relationship. On the other hand, in hypertension, a relationship
that includes persuasion, which seeks to guarantee therapeutic
compliance, may be important [19]. And a relationship of the
type of mutual participation will be preferable when there are
clear psychological and environmental factors: the doctor and
patient will value the solutions to these psychosocial factors [26].
A trusting doctor-patient relationship shared decision-making
support, full disclosure of side effects and cost sensitivity are
attributes that might enhance primary adherence. Developing
decision support interventions, that strengthen the doctor-patient
relationship by enhancing doctor credibility and patient trust
prior to prescribing, may provide more effective approaches for
improving primary adherence [27]. In addition, it must be borne
in mind that the deficient interrelation between doctor and family
are very significantly associated with the lack of control of blood
pressure. When the doctor-family relationship is good, control of
blood pressure figures is more appropriate [28].

Doctor-patient relationship in asthma and COPD

In asthma and COPD there are important psychosocial factors,
which suggests that the appropriate model of doctor-patient
relationship is that of “mutual participation” in which will be
possible to explore, ventilate and help the patient about their
conflicts. But, often, information is not addressed, and the emotional
burden of disease is underappreciated [29]. On the other hand,
patient perceptions of financial burden and rates of cost-related
nonadherence are high among individuals with asthma across the
socioeconomic spectrum [30]. Patients most frequently report
lack of communication surrounding issues relating to day-to-day
management of asthma (30%) and home management of asthma
(25%) [31]. Daily use of inhaled corticosteroids is the cornerstone
Copyright © Jose Luis Turabian
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of asthma treatment, although it is often suboptimal. The physician
should consider the impact of positive and negative beliefs about
inhaled corticosteroids on adherence in asthmatic patients. These
beliefs are potentially modifiable and can help improve adherence
and results, so they should be part of the communication and
doctor-patient relationship [32]. In doctor-patient relationship, it
must be taken into account that, approximately, 25% of patients
with asthma prefer active role, 35% a collaborative role, and 40%
to passive role. Only 33% of patients report that they received their
most preferred role; 55% are less involved than they preferred.
Patient related, professional related, and organizational factors
(especially quality and duration of consultations), facilitate or
hinder involvement. And role preferences are not associated with
demographic variables or asthma severity [33].

Doctor-patient relationship in digestive system diseases

The most serious group of patients with functional digestive
disorders (the most frequent being irritable bowel syndrome and
non-ulcer dyspepsia) suffer more frequently from psychiatric
illnesses and psychological dysfunctions (depression, anxiety,
hypochondriasis, somatization, difficulties of interpersonal
relationship, hostility, etc.). In these patients there is also a greater
frequency of history of psychologically traumatic events, such as
sexual or physical abuse, loss and unresolved duels. Therefore,
there is a great importance of psychosocial factors in these
pathologies. Social relationships, fatigue and other coexisting
medical problems have a stronger effect on how patients with
irritable bowel syndrome rate their overall health, than the severity
of their gastrointestinal symptoms [34]. In these patients there is a
greater concern for corporality, greater anxiety, apprehension and
fears about the meaning of their symptoms. Interestingly, they tend
to deny or minimize the influence of stress on their symptoms and
the psychological problems that affect them. They are more likely
to adopt the role of the sick, giving full responsibility for care to the
doctor, without being able to make minimal therapeutic decisions.
Generally, the digestive patient displaces feelings of dependence.
They report their symptoms as of great intensity, in disproportion
to the objective findings, and report greater social functional
disability. From what has been said above, it seems evident that
what stands out in this group of patients is a special attitude
towards the disease. Consequently, it is of paramount importance
in the treatment, to can establish a solid and effective doctorpatient relationship. The paternalistic model or the authoritarian
model that can be effective in other situations is not in front of
these patients. In these cases, it is best to appreciate that empathy
(putting oneself in their place, understanding their motivations,
fears and expectations) opens the doors to dialogue. It is not enough
to verbalize it (“I understand perfectly how painful it has been for
you ...”) but it is necessary to show it, since the patients, rather than
by the phrase, perceive it by the gestures, the look, the posture.
In these patients, the transference and counter-transference
phenomena that appear in any therapeutic relationship arise with
intensity; in such circumstances, overreacting must be avoided at
all costs. It may be useful for the doctor to ask himself what this
patient has that makes me feel that way. Only once a solid doctorAssociative J Health Sci
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patient relationship has been achieved is it now possible to begin
the process of re-education of the patient, to agree with him the
most realistic expectations of the treatment, to make him more
participative in the management of his illness and, above all, now
it will be possible to investigate the traumas secrets guarded so
jealously and finally propose psychological or psychiatric help [35].

Doctor-patient relationship in psychiatric diseases

The doctor-patient relationship is considered as a factor of great
importance for the treatment of depression, where psychotherapy
plays a significant role [36]. But often the relationship with these
patients is feared and rejected by the doctor. Here there is usually
a need to address emotions, feelings, and personal and sociofamily situations that are critical. These patients also often present
accompanying or underlying very different somatic symptoms.
This makes it necessary to fine tune sensitivity and maximize
quiet listening skills. Further, in the relationship with these
patients should be considered issues such as transference and
countertransference, to consent and liabilities, confidentiality and
patient protection [37].
For treating depression, a patient-centred model of practice
helps to acquire necessary diagnostic information, but also to
understand the patient’s subjective experience that presenting
problems and the patient’s psychosocial context. That seems to
be an important point to focus on in clinical practice, to improve
the treatment of depressed patients. On the other hand, depressed
patients with higher involvement in medical decisions have a
higher probability of improving their symptoms. So, interventions
to increase patient involvement in decision-making may be an
important mean of improving care for and outcomes of depression.
One of the goals clinicians may have is to achieve shared
understanding between patient and themselves about the patient’s
problems and their treatment [38].

Doctor-patient relationship in endocrinological diseases

The treatment is often chronic and requires hygienic-dietary
changes, with detailed explanations at the cultural level of the
pathophysiological mechanisms. The quality of the doctor-patient
relationship has been shown to impact upon several health outcomes
in diabetes, including psychological well-being. The association
between doctor-patient relationship and diabetes-related distress is
fully mediated by personal control, suggesting that the individuals’
beliefs surrounding their capacity to control their diabetes
mediate the association between the doctor-patient relationship
and disease-related distress [39]. Complex environmental, social,
behavioural and emotional issues (known as psychosocial factors)
influence the health of people living with diabetes, as well as
their ability to manage it. The frustration, worry, anger, guilt, and
burnout are caused by diabetes and its management (by glucose
monitoring, medication dosing, and insulin titration) is known as
diabetes distress. With a reported prevalence of 18% to 45%, this
disease burden is quite common. Because high levels of diabetes
distress are associated with low self-efficacy, poor glycaemic
outcomes, and suboptimal exercise/dietary habits it is important
Copyright © Jose Luis Turabian
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to take it into account in the doctor-patient communications.
Expression of fear, dread, or irrational thoughts, avoidant and/or
repetitive behaviours, and social withdrawal are signs of anxiety
that should prompt screening. It should be considered screening
for anxiety in patients who express worry about diabetes, insulin
injections or infusion, taking medications, and/or hypoglycaemia
that interferes with self-management behaviours. Patients with
diabetes should be screened for depression when medical status
worsens; it is recommended to include caregivers and family
members in this assessment. Patient-centred care is essential to
promote optimal medical outcomes and psychological well-being
in patients with diabetes. Doctor must be respectful and responsive
to patient preferences, needs, and values; clinical decisions
should be guided by patient values. If HbA1c is not at goal despite
maximized medication therapy and lifestyle modification, it must
be consider identifying and addressing any psychosocial factors
that may be involved [40]. Empowerment perception, and diabetes
distress are important determinants of HbA1c levels, so applying
empowerment approaches such as enhancing self-awareness of
improved glycemic control and sharing more decision-making
power with insulin-treated patients with diabetes might have
benefits for their glycemic control [41].

Doctor-patient relationship in hematological diseases

The diagnosis of a blood disease and its treatment raises many
questions and concerns and entail multiple changes in the life of
the patient and his family. This can affect the patient physically and
psychologically, frequently appearing emotions and thoughts such
as: fear of death, anger, hope, guilt, denial, sadness, envy, loneliness
or anxiety. Another aspect to note is that after the treatments the
patient feels abandoned and notices that they lack tools for their
social integration (work, couple, sexual, family, friends, fertility,
fatigue, etc.). A good doctor-patient relationship will facilitate the
empowerment and the active role of the patient in the disease
process. It should be provided to patients and their families the help
and support they need. It is also important a subjective-individual
protocol of the mental stability of the patient during cytotoxic
chemotherapy. The success of the coping strategies to be developed
is based not only on objective criteria, but also on the subjective
evaluation mechanisms [19].

Doctor-patient relationship in cancer

Doctor must maintain a clear and permanent communication
with the patient with cancer, offering the possibility of finding
the space that may be denied in his personal area to express
everything that concerns him. The doctor-patient relationship that
is established will have a direct impact on the patient being able to
openly express their fears and doubts, and to know in a real and
objective way their illness and the possibilities of treatment [19,42].
Survivors of cancer often describe a sense of abandonment posttreatment, with heightened worry, uncertainty, fear of recurrence
and limited understanding of what lies ahead [43]. Good-quality
patient care extends beyond effective treatment to include good
communication about therapeutic options, side effects, and the
development of trust and confidence. Patients need access to
Associative J Health Sci
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accurate information, with providing information according to the
patient’s profile, trying to provide patients with the information
they are entitled to - the truth, although they often doctor can
resort to the family assistance in providing that information, and an
adequate length of the consultation. Providing effective and welltolerated treatments that minimise recurrence may help promote
positive interactions [44,45].

Doctor-patient relationship in AIDS

A positive HIV antibody test or a diagnosis of AIDS changes
many aspects of a person’s life, including the type of relationship
they have with their doctor [17]. The main issues raised in this
relationship are the knowledge of diagnosis and confidentiality (the
diagnosis can be for the patient a reason for loss of work, family
conflicts, derision and discrimination). The rights of these patients
include non-discrimination, free circulation, access to technology
and information, right to medical choice, dignified treatment,
confidentiality and even death with dignity, among others. To be
able to adapt more effectively to this relationship, doctors need
to know how, each person, wants to be treated, particularly with
regard to the degree and form of collaboration they wish to obtain
during the treatment process. For example, taking pills every day
is a permanent reminder of the presence of HIV. Revealing your
condition is usually a problem: the patient may not be willing to
initiate a treatment to be taken around the family or at work [46].

Doctor-patient relationship in rheumatic diseases

Two central themes for these patients are “being seen” and
“being believed”. “Being seen” implies being an individual and
not as a mere diagnosis, and “being believed” in regard to pain
and suffering. These elements also imply being able to obtain a
useful somatic diagnosis [47]. Therefore, these elements must be
considered to establish the doctor-patient relationship in these
patients.

Doctor-patient relationship in dermatological diseases

It has been shown that satisfaction in these patients depends
on the diagnosis, but also on the ability of the doctor to provide
explanations about the probable cause of the disease, information
about how long the symptom will probably last and whether it
shows empathy. Satisfaction also increases if the disease is serious
but decreases if the doctor underestimates the quality of life related
to the symptom [48-50]. These elements, therefore, should be
considered in the relationship with patients with dermatological
diseases.

Doctor-patient relationship in neurological diseases

In multiple sclerosis the patient must know his diagnosis, which
implies being correctly informed by doctors from the beginning.
Sometimes doctors avoid communication and only transmit the
diagnosis to the patient if he asks directly. The patient and his family
must be aware of each aspect of the disease in order to plan the future
if necessary. Despite this, those affected continue to complain about
the little information that is provided regarding the disease and
the way it is administered. Regardless of the evolution and severity
Copyright © Jose Luis Turabian
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of the disease, the patient with multiple sclerosis always benefits
with the help of a good doctor-patient relationship. It should be
remembered that, with multiple sclerosis, not only the life of the
patient is affected and modified, but also that of the family and the
couple. The orientation to the patient about the new situation is
a very difficult and important task, especially at the psychological
level. They must be informed of the evolution of the disease, of the
possibility of a benign evolution but also of a possible progression,
being able to be led to a situation of remaining in a wheelchair, or else,
of absolute dependence on the family. Patients must also be guided
by the possibilities of medical treatment, rehabilitation and health
care. It is very important in the doctor-patient relationship that the
doctor knows to anticipate the possible emotional reactions after
knowing the diagnosis of multiple sclerosis. If the symptoms and
signs of a first outbreak almost completely subside, the tendency of
those affected is to consider the illness as a passing episode and not
consider the personal or work future as a danger, and they do not
give the value they should to the possible symptoms of disease. But
these symptoms could alter the environment or work performance
relationships. This attitude could be in principle is beneficial, since
there may not be new outbreaks or progression of the disease for
months or years, although careful monitoring is required [51,52].

In migraine, to improve doctor-patient communication in
headache care, active listening and methods to gather information
about deterioration, mood and quality of life related to headache
should be included. [53]. In Parkinson’s disease patients experience
a wide variety of negative emotions in the course of learning
to cope with their illness. The fear and concern regarding its
inevitable deterioration are expressed insistently by patients. Many
of the patients are comforted by not being the only ones who have
the disease, and most are kept afloat by faith that new scientific
discoveries can one day lead to cure of the disease, while still alive.
The quality of the adaptation to the disease depends to a large extent
on the effectiveness of the treatment established, on the impact of
the doctor’s style in dealing with the patient and on the speed of
disease progression. The loss of motor control and the isolation of
the world as the disease progresses become the most problematic
facts of the disease, and generate a greater need for compensation
through the help of the doctor, family, friends, associations or
anyone else to be able to make patient feel a sense of belonging.
Not all doctors can communicate adequately with Parkinson’s
disease patients with the right words and feelings, but all patients
with chronic disease must learn to adapt and endure the disease.
However, there are patients with personality disorders or other
psychiatric handicaps, particularly depression, who may reappear
under the pressure of the disease and require special care. Patients
with Parkinson’s disease have their own story to tell; It is vital for
them to be able to share it with their doctor, as well as for their doctors
to take it out. These stories ultimately speak of the daily courage
and heroism of patients and families. All these stories confront the
decline of good times and the increase of bad times throughout the
day as the disease gradually dominates their lives [51]. Although
basic research in dementia has grown significantly in recent years,
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care for patients with Alzheimer’s disease/dementia depends to a
large extent on the doctor-patient relationship, families and social
services. It is necessary to take care of the aspects that facilitate
the coexistence of the family with the patient and with the social
environment, recommending that the doctor-patient relationship
be extended to the family in order to begin to assume the situation
as soon as possible, as well as to seeking therapeutic treatment
solutions, and avoid family frustration. Patient with Alzheimer’s
disease must be treated with the respect and dignity that every
human being deserves, according to their age, and helping them
to participate and integrate as much as possible in the community.
The abandonment of the patient to his luck accelerates the process
of deterioration, while the insistence on learning new tasks, within
the real capacity of the affected person, facilitates coexistence, the
development of the patient in the middle and lightens the sensation
of futility [51].

Conclusion

To improve communication and doctor-patient relationship
according to the psychosocial aspects of the diseases, the doctor
must listen carefully to the explanations of the patient to try to
understand what he understands. Likewise, the doctor should
explore the social and emotional context of the patient to
understand the meanings of the determined disease. Thus, the
contextualization or adaptation of the doctor-patient relationship
according to different diseases has to do with “what is done”, with
“how much is done”, and with “how it is done”.
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