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Abstract
Health surveys are commonly used to measure morbidity, but this type of instrument is not exempt from errors and
difficulties. An alternative is the use of the data generated in the general practitioner's office, which can be especially
useful. However, one aspect that has not been taken into account is the doctor-patient relationship in the
consultation. The doctor-patient relationship is a professional, complex, multiple and heterogeneous social
relationship. The models of doctor-patient relationship, depending on the interrelationship established between
doctor and patient, imply different decision-making models (diagnostic and treatment). Since the symptoms are
subjective evidences of health problems, and are expressed differently according to the context of the doctor-patient
relationship, this variable limits the degree to which the physician obtains psychosocial information from the patient,
and involves different diagnoses, and finally this has epidemiological consequences in morbidity data (prevalence and
incidence of diseases and their distribution in the population). It is concluded that the processes of doctor-patient
relationship play a mediating role between health resources and the outcomes of clinical encounters, and is an aspect
of great importance in the treatment of patients, but also, in the epidemiological information. Due to the fact that
doctor-patient relationship is a theoretically analyzed concept, but little studied, it would be important to try to
characterize the distribution of the types of doctor-patient relationship that occur in the general medicine practice, in
order to correct the epidemiological results or data of the diseases in the community.
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Introduction
Basic Concepts of Epidemiology
Epidemiology is the study of health phenomena that
affect communities or human groups and the factors
that influence these patterns, depending on time, place
and people. It try to determine, over the years, whether
a certain phenomenon or characteristic (for example,

the illness) has increased or decreased, if its frequency
in one geographical area is greater than in another, and
if the people who have that certain phenomenon show
characteristics different from those that do not
The epidemiologic knowledge of morbidity can only
be identified within a population as "denominator:
incidence (New cases or disease events, new symptoms,
etc. in a defined population in a specified period of
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time), and prevalence (number of cases of the disease or
condition in a population defined at a point in time;
prevalence is an appropriate measure in only in that
relatively stable conditions, and it is unsuitable for
acute disorders) [1,2].
Large population health surveys (that generally rely
on respondent self-report) are commonly used to
measure the morbidity. This is despite concerns about
this technique: accuracy of self-reported health
information, differences in measurement techniques sometime not compatible ones with other-, or with
samples that distorted view of the size of the problem,
low response rates which can lead to errors in
estimating disease morbidity, etc. Further, larger
surveys can be difficult to perform, unless large
numbers of individuals are surveyed it is difficult to
determine prevalence in small geographic areas, and
although the cost of cross-sectional studies is relatively
lower than other epidemiological designs -such as
cohort studies-, their cost is not negligible, as they
require some fieldwork, use questionnaires that are
applied by interviewers, etc [3-6].

Importance
of
the
Epidemiological
Contribution of General Practitioner
The general practitioner / family doctor (GP)
occupies a relevant place in the health care of the
population, its role as health guardian, implies a
performance primarily directed to the observation and
action on any phenomenon or event that threatens
against the welfare of the community. GP records are
key sources for morbidity estimates, especially if all
people are registered with a GP and this has a
gatekeeper role in the health system. In this case, the
population recorded in the general practices is
representative of the entire population. In addition, the
GP will also know the diagnoses of medical specialists
and other health care providers [7].
In many health systems with similar organization
(public salaried model, in Western European countries
with public and state health centers, and whose GPs are
paid through salary) these conditions are fulfilled:
Dutch system, National Health Service of the United
Kingdom, Portugal, Denmark, Sweden, etc. In these
situations, in developed countries around two-thirds of
any population consults in a General Medicine service at
least once a year, and more than 80% contact once in 5
years. Collection of data in general medicine is
cumulative and continuous: “the path of all patients”
begins and ends with the family doctor [8,9].
So, general practice is an important source of
information on the occurrence and distribution of
disease in the community [10]. Although it must be
taken into account that if the data obtained in general
doctor are from samples of consultations, a person

likelihood of being sampled is dependent on visit
frequency. Therefore, frequent attendants (such as
patients who have more health problems) will be more
likely to be sampled than infrequent attendants. It has
been proposed the adjustment of the result according to
the number of visits of the patients in the sample or
includes patients only one time (for example, only the
first visit) [3].

The epidemiological importance of
diagnosis of disease in general medicine

the

The incidence and prevalence of diseases in the
practice of general medicine have an important effect
on the probability of the disease and the sensitivity,
specificity and predictive value of symptoms, signs and
tests. In addition, the frequency of diseases in the
community and the symptoms in each of the diseases,
the risks to which the patient is subject, as well as the
prior knowledge that the doctor has of it, are very
important to elaborate the different diagnostic
hypotheses.
The importance of epidemiological research at the
GP level is often overlooked, not only in network work,
but also individually, and the latter is undervalued. GPs
have great opportunities to observe, analyze and
investigate their patients, their problems and the
diseases they present [11].
It must be borne in mind that the certainty of a
diagnosis is not only important for the patient, but also
for morbidity studies. In this regard, it has been
reported that diagnoses of chronic diseases recorded in
general practice are generally valid with a low number
of false positive cases [12], and that there is
concordance between health surveys and family
medicine prevalence data are good for chronic
conditions [10,13-16]. On the other hand, data from
general medicine may have higher reliability at a local
level, and thus can improve community health
surveillance by identifying local variation of disease
prevalence.
In this scenario, this article aims to reflect on the
effects on clinical and epidemiological data that the
introduction
of
the
variable
"doctor-patient
relationship" has, and consequently its implications
regarding public health.

Discussion
The Symptoms are Subjective and their
Expression and Nuances Depend on the
Context of the Communication and DoctorPatient Relationship
The symptoms are "any subjective evidence of a
health problem as perceived by the patient." The
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symptoms are the result of a process of interpretation.
Symptomatic experiences are integrated into a complex
interaction between biological, psychological and social
factors. And the expression of symptoms depends more
on psychosocial than biological aspects. Consequently,
there is a wide variety of interpretations and
expressions of sensations, which are not equivalent to
the expressions of the underlying disease [17,18].
Consequently, the symptoms are expressed or not, in
one way or another, by the patient in the context of the
doctor-patient interview, and can be received and
understood by the doctor.
Even a study by image (which is theoretically the
most "objective" there is) can lose its meaning if it is
abstracted from the clinical context of the patient. An
image in a test can be seen in multiple processes and
analyzed without knowing the clinical picture of the
patient can lead to a diagnostic error. Even the
pathologist needs clinical data to make a diagnosis! The
clinic must decide on the diagnosis. That is, the
subjective decides the diagnosis; or in other words,
contextualization makes this "subjectivity" is "objective"
[19,20].
Diagnosis is one of the fundamental tasks of
physicians and the basis for effective therapy. But, the
doctor-patient relationship is fundamental to obtain the
information doctor needs in the diagnosis process. With
a good doctor-patient relationship we managed to give
tranquillity and security, as well as a better exposure of
the symptoms by the patient and a greater cooperation
in the physical examination. You have to bear in mind
that anamnesis is the fundamental base for the
diagnosis of the health problems of our patients: from
50 to 80% of the diagnoses are made by the interview.
In addition, the physical examination should not be
neutral, but guided by the anamnesis [19,21,22].

The epidemiological importance of doctorpatient relationship
The doctor-patient relationship is a professional
social relationship, and as such subject to avatars and
the evolution of society itself. It is a complex, multiple
and heterogeneous relationship that can not be defined
in a unique way or generalize a only concept of
relationship, but there are "many" doctor-patient
relationships appropriate according to their contexts,
which on the other hand can be changing, according to
different moments or encounters. All this makes doctorpatient relationship also difficult to measure [23]. In the
doctor-patient relationship, technical, human and social
elements coexist, and it is a relationship that can be
specific or extend for years [24].
In the attitudes of physicians during the doctorpatient relationship, many personal factors influence:
their emotional and affective situation, their self-

esteem, their confidence in their own professional
preparation, their beliefs and conceptions, their
personality, their individual and family history related
with disease itself and with the medicine itself, the
characteristics of the disease it faces, the difficulties in
diagnosis and / or treatment, the stage of life through
which it is going through, its social and economic
situation, the degree of discomfort or welfare in the
workplace [25].
With all that baggage of factors that influence him,
the GP performs in the consultation with the patient, a
work of "creation of contexts" through the relationships
and communications established with the patients of
the consultation. The creation of context is the result of
implementing a series of doctor-patient relationship
strategies to make services acceptable, relevant and
accessible [26] [27-32]. The types of relational context
or simply doctor-patient relationship could be classified
into [33]: 1. A type of relationship is the "activepassive": patient participates very little in the
relationship; 2. Probably the type most frequently used
is "guided cooperation": patient can receive guidance
and he should cooperate in their treatment; 3. A type of
relationship as a consumer increasingly frequent:
patient becomes a "buyer" or "client", with specific
demands of this situation, and doctors become
"sellers."; 4. Finally, a relationship of "mutual
participation" or "patient-centered": doctor discusses
with the patient their management of the disease and
the situations that create anxiety, and tries to provide
ways to understand the patient's "experience of getting
sick", considering it a fundamental part to reach the
diagnosis and an adequate treatment. Regarding this
type of relationship (Patient-centered care) it has been
reported that it obtain better psychosocial information
and doctor can connect with patients, so enhancing the
physician's understanding of the patient's life situation,
improving outcomes, ordering fewer unnecessary tests
and referrals, reducing costs, improving the compliance,
satisfaction, empowerment, and the memory of the
information given by the doctor in the consultations
[34-38].
Regarding the attitudes shown by GPs during the
consultation,
in
studies
based
on
patient
communication, it is said that 80% of GPs "take into
account the opinion of the patient" [25]. However,
studies are missing that describe how the different
types of doctor-patient relationship are distributed,
which go only beyond intuitions.
Although the current tendency is to consider the
relationship of "mutual participation" or "patientcentered" as a desirable situation, and in this way the
shared decision, from the technical medical point of
view, it is not always necessary to involve the patient in
the relationship and decision. The elements to be
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considered to assess the need for involvement are:
certainty or uncertainty regarding the course of action
to be followed, and the low or high risk involved for the
patient. Based on this, it will be advisable to use, as the
case may be: 1. An "active-passive" relationship where
the patient, due to his pathology, participates very little
in the relationship, and the decision may involve the
transmission of simple information: 2. A "guided
cooperation" relationship where the patient can receive
guidance and cooperate in their treatment, and can
include the informed consent; and 3. A "mutual
participation" relationship where decision aid tools are
used.
Thus, the doctor-patient relationship model is
probably variable depending on the circumstances. For
example, a unidirectional "active-passive" relationship
may be appropriate where the patient, because of his
pathology, participates very little in the relationship,
and the doctor transmits the simple information to the
patient, which can be framed in a specific relational
context, as in the acute stages of predominantly
biological diseases, where the decisions have as
objective that the patient knows what the doctor has
decided to do.
On other occasions, a relationship of "guided
cooperation" may be relevant after the days of the acute
condition, which pursues ties that guarantee the proper
treatment, or a "Consumerist" relationship model
where the transmission of information and decision
may involve informed consent, which adjusts more to a
"defensive" context, where the doctor has already made
the decision and seeks the patient to assume
responsibility if "foreseeable" problems arise
Finally, in other occasions there may be moments
when the doctor-patient relationship be of "mutual
participation" and include the tools of decision support,
which are those that really are part of a participatory
context (there is no decision made by the doctor) and
have as objective that the patient acquires enough
information to be able to take the decision, with the
help of the doctor [39].
All these types of doctor-patient relationship can be
right in their context, and they may occur over time in
the same doctor-patient dyad, but each of them will
possibly involve obtaining a different quantity and
quality of clinical information, which, added to
community level, will give rise to different
epidemiological data and public health implications.

Conclusion
In short, the processes of doctor-patient relationship
play a mediating role between health resources and the
outcomes of clinical encounters. Doctor-patient

relationship is a fundamental concept to be able to use
the morbidity data of general medicine. The different
possibilities of doctor-patient relations point in the
direction in which in each of these relationship contexts,
the information expressed by the patient and that
obtained by the doctor will be different. The models of
doctor-patient relationship, depending on the
interrelationship established between doctor and
patient, imply different decision-making models
(diagnostic and treatment). This situation would give
different
prevalence,
incidence,
sensitivities,
specificities, predictive values, etc., different depending
on the type of doctor-patient relationship and so, finally
this has "hidden" epidemiological implications in the
morbidity data (prevalence and incidence of diseases
and their distribution in the population). Consequently,
there is no doubt that the doctor-patient relationship is
an aspect of great importance in the treatment of the
sick, but also in the epidemiological information.
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