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The Importance of the Doctor-Patient Relationship in Adherence
to HIV/AIDS Treatment: A Case Report
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Inthiscasereport, which includesa statement related by the patient himself, theauthorsalso
discussthe importance of a good doctor-patient relationship in treating HIV patientsand in
assuring the patient’s adherence to his treatment. Related issues, such as the importance of
treating psychiatric comor bidities, of preserving the patient’ shopeand motivation, and of giving
him an adequateamount of infor mation regar ding thediseaseand itstr eatment, ar ealso discussed.
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Adherence has been called the Achilles’ heel of
highly activeantiretrovird therapy (HAART), andisa
major issuein HIV treatment. It refersto how closely
one follows a prescribed treatment management.
Adherence helpsdecreaseviral load, also preventing
drug resistance, whichisessentia inpreventing AIDS-
related conditionsand death. Sincethe appearance of
ARV trestment, asgnificantimprovement hasbeen seen
inpatients quality of life[1,2]. AIDSthusbecamea
chronic disease; however, despite the enormous
benefitsoriginating fromthistheragpy, severd other non-
medical issuesremain to beresolved, one of themost
important being adherenceto treatment [ 3].

Overall adherence is directly related to the
degree of complexity of the course of treatment: the
number of pills, frequency of administration, side
effects, and whether or not the schedule of drug
administration entails changesin dietary habitsor
lifestyle. Toinsure adherence, atrilogy composed
of information, motivation and behavioral skills
isessential iInHAART [4].
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I nformation

Patients need to know about their medication,
and information sources such as pamphletsand other
printed material or videoscan helpthem acquirethis
information. However, bas c information may not be
enough. Despitefull comprehension of their disease
and its potential consequences, some patients still
may not comply with their medication regimens
because of personal, cultural or other factors.

Motivation

When the patient is depressed, he/she does not
want to betreated. Depressionisstrongly connected
to motivation because depressed patients often fail
to participate actively intheir own care, and adopt
negativeattitudes[5]. Inaddition, patientsdefinether
ownvalues, andif they have been consistently treated
with consideration throughout their lives, they will
be more motivated to adhere to treatment.

Behavioral Skills
Treatment must be adapted to thelifestyle of the

individual patient; thereforehisdaily routine, which
includespill-taking, dietary patterns, job activitiesand
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biorhythms, must be monitored by his/her care-
providers[6].

Werelateacasereport here, astold by the patient
himself, which we believe clearly portrays the
importance of the doctor-patient relationship in
adherenceof thepatient to histrestment andinachieving
asatisfactory outcome.

Case Report

G.R,, 32yearsald, single, ownsasmall business
and livesin Salvador, Bahia, Brazil.

Pateint’s Report

Thefirsttimel ever heard of AIDSwasat theend
of theeighties. Themassmediawasreferringtoit as
the*gay plague’ or even asthe“gay cancer”, inaclear
referenceto thefirst peoplewho becameinfected. A
more conservative sector of the pressreferred to the
illnessas* God's Punishment”, inapunitivereference
to the sexual orientation of those infected with the
disesse.

| remember thefirst well-knownvictimof AIDSIn
Brazil, thefashion-designer, Markito. Hewasthefirst
“celebrity” todieof AIDS. Hisdeath was broadcast
nationwide, and between thelinesone could read the
critica inferencethat it washislifestyle, sexud orientation
and promiscuity that led to the disease. | am grateful
for the opportunity to give this personal report that
proves how prejudiced opinions can lead to avery
narrow and erroneousview of facts.

In August 1995, | noticed alump in my neck, and
atfirst| smply didn’t worry about it. However, it kept
growingand | decided to seeadoctor. | did not inform
himof my bisexudity asl consderedit aprivate matter
that bore no relevanceto the situation in question. He
thought it might bealymphomaand asked for abiopsy.
Theresult was negativefor Hodgkin'slymphomaand
suggestive of ganglionic tuberculosis. | decided to
consult a specialist. By this time, | was forced to
confront thevery strong possibility of AIDS, whichwas
unfortunately confirmed through variousblood tests,

including apositive Elisaserologic test. In November
1995, | learned that | had definitely beeninfected with
the AIDSvirus.

My doctor, who worked for the public health
system, referred me to afemale doctor in aprivate
clinic, whosefeeswere covered by my private health
insurance. The consultation with thisphysician turned
to be one of the most negative emotional experiences
I’veever beenthrough.

My parents decided to go with me to this
consultation. They have always supported me, both
emotional andfinancidly, and | firmly believethat this
support hasbeenthemain pillar inmy daily fight for
urvivd.

We were hoping for an optimistic management
of the treatment that | would have to undergo, but
we were far from finding it on that occasion. My
father told thedoctor thereason for our consultation,
shelistened to him and then asked them to leavethe
office and wait outside. When we were alone, she
asked me how | felt with respect to the fact that |
was dying. She put medown, and | felt asif | was
goingto faint. My whole being suffered and | bore
very strong feelings of anger against her asadoctor,
but | could not find asingle word either to answer
her question or to tell her of theindignation | felt
towards her.

| lacked the strength to argue with her. | felt lost,
but since the previous doctor had recommended her
so highly, | did not immediately makethedecisonto
change physicians. However, after another fiveweeks
| left her care because of aseriesof facts of which |
would liketo describejust two. First, sherefused to
put meon retroviral therapy, whichwasmy only hope
for survival. Second, at the end of December | had a
very highfever for threedaysinarow, so | called her
on the phone and shetold me | had to get used to it;
that from now on thiswastheway it wasgoing to be,
right up to theend. That wasenough. | wassurel did
not deserveto betreated thisway.

| chose anew doctor | had never heard of. To tell
youthetruth, | chose him becausel liked the sound of
hisname. Thistime, however, | waslucky, for hehas
proved to be highly qualified both to deal with the
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disease and to deal with the human emotions and
fragility that arearesult of theillness.

When [ first met thisdoctor, | had lost all hope. |
believed | wasdying, and theonly thing | waslooking
for wasdignity and helpinthelast momentsof my life.
| had no hopesof getting any better or even of surviving.
That was January 1996, the date of my rebirth. My
CD, count was above 200 cells'mm? and from that
day on my health begantoimprove considerably. | am
now absolutely surethat the second pillar of support
for any successful trestmentisahighleve of interaction
between the patient and acompetent doctor.

Between August 1995 and January 1996, | lost 20
Kg. | started taking AZT and 3TC, plus a triple
combination of anti-tuberculosisdrugs, among them
rifampicin. | had avery good, rapid responseto the
treatment. One month | ater, the ganglions, which had
been extremely swollen, were much smaller and | had
gained 10Kg.

Two monthslater when | paid another visit to the
doctor, hedid not evenrecognizeme! My CD, count
wasnow 450 cellgmm? and theviral |oad was 10,000
copies.

Around thefifth month of treatment, | suffered an
attack of herpes zoster. | believe that the enormous
amount of information | was reading on AIDS was
affecting me negatively. | had just read a paper that
described the most frequent opportunistic diseases of
AIDS, particularly brain toxoplasmosis, and this
information affected megreetly and caused adepressive
effect on my immune system. Two days after | had
read this paper, the first signs of herpes zoster
appeared. Itisimpossibleto forget that awful pain. It
wasasif | had steppedinto Dante’'sHell. Onreflection
today, it seemsasif all theguilty feelings| had were
manifesting themsalvesthroughwoundsand pain.

During thefirst eight months, therewasachangein
the tubercul osis medication, together with anew drug
caled 1DV, whichisaproteaseinhibitor. Thiscocktail
reduced theviremiato undetectablelevels.

| becamealoner, who only left hometo gotowork
but never to havefun. | thought | had to be extremely
careful, that | should avoid society, and | created a
kind of shell by gaining alot of weight until | actually

becameobese. | an 1.75 meterstall and | wasweighing
100 Kg. Now | realize that this was a sign of

depression. | told thefirst doctor that | wasawarethat
| had become infected because | had sex without a
condom, andthat | felt guilty about this. | blamed mysdlf

for it, and these constant thoughts, over and over again,

werevery painful. Heanswered that at thetimewhen |

becameinfected with HIV, probably ten or twelveyears
previoudly, the scientific community knew very little
about AIDS and the ways in which infection could
OCCur.

| was suffering alot emotionally so | decided to
begin psychotherapy. | wanted to talk. | needed to
sharemy fears, my thoughts. | wanted to overcomedl|
that suffering. | needed to freemyself fromtheshell |
had built. | wasreferredto apsychiatrist and fromthe
very beginning | felt her empathy towardsmy suffering.

Theillnesswas under control but I wanted to get
my lifeback. | had other issuesto dedl withaswell as
AIDS; issues| already had beforel acquiredthevira
infection.

After 18 month, thedoctor changed themedication,
combining APV+AZT, andagainthevird |oad remained
below detectablelevels. | would liketo mention that
during thisdecade of trestment | have never hadto be
hospitalized.

Therewasanother changeinthecocktail to3TC +
d4T + 1DV, and once again the suppression of viral
replication wasachieved. Thentherewasyet another
change; thistimeto AZT + NVP+ APV, andtheviral
load marker remained the same. So, during that year
andahalf, | tried severa new combinationsof drugsto
stop vira replication; whenever thevira |oad reached
adetectablelevel, | was submitted to achangeinthe
medication.

In 1999, the psychiatrist prescribed clonazepam
because | was having avery hard time at work then
and sleeping badly. | used this medication for five
monthsand aviremiaincrease occurred, rising from
undetectablelevelsto 70,000 copies. Apparently, the
clonazepamwasinterferingwiththe AZT + EFZ +d4T
+ APV, and | wasforced to discontinueit.

Following determination of thevirusgenetictype,
drug combination became easier and more efficient.
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Nevertheless, the following combinations failed to
achievetheviral suppression that we had so hoped to
obtain: NFV + 3TC + EFZ; RTV + NPV + AZT;
SQV + APV +d4T; RTV + NFV + AZT. Vira load
varied between 1,000 and 100,000 copies.

This obliged the doctor to choose a drug
combination different from the ones generally
prescribed inthemedical literature, and hedecided to
prescribethree different typesof proteaseinhibitors:
APV + RTV + IDV, which proved successful.
However, | wastold | would only be allowed to take
thisfor six months. After thisperiod, | wasgiven DDI
+ 3TC+EFZ + APV, which waseffective but only for
acertain period. | annow taking ATV + DDI + RTV
+TFD. My CD, level isaround 700 cellmm? and my
viral load under 5,000 copies.

Itisnow 2005. | feel healthy and | am optimistic
about thefuture. | believethat thissuccessisduetothe
building of the pillars| mentioned above: thelove of
my family and friends, a good patient/doctor
relationship, aswell asappropriateinformation onthe
ilInessand itstrestment.

Discussion

Unlike many other paradigmsin common use, a
changemodd (like psychotherapy) recognizesboththe
potentia chronicity of HIV/AIDS and the hope of
recovery. When expectations of such anintervention
areredlistic, they offer an important basisfor hope,
and provideanincentivefor patientsand therapiststo
goonandimprovetheir Srategiesfor dealingwith the
patient who hasHIV/AIDS[7,8].

Psychiatristscan play animportant rolein promoting
patient adherence since comorbid psychiatric
disorders, (e.g., substance abuse, depression or
anxiety) have been shown to adversely affect patient
compliance with an already complicated treatment
regimen[9]. The psychiatric management of patients
withHIV/AIDSincludes.

e Edablishingatherapeuticaliance.
0 Asthecasereport clearly shows, if the patient

had stayed with the first doctor he was
referred to, hewould havedied withinashort
period of time. His recovery was only
possible thanks to his second doctor’s
decision to treat him, and the hope that the
doctor wasableto transmit to his patient.

¢ Diagnosngandtreatingal associated psychiatric
disorders.

0 Thepatient'sdepressoninterfered negatively
withthetreatment in severa ways.

e Providing risk reduction strategies to further
minimizethespread of HIV.

¢ Knowledge about theside effectsof medication
and drug interactionsof psychotropic agentsand
HIV-related medications in order to provide
optimum patient care.

o Information could result in improved
medication management as well as the
opportunity tomonitor patient’sclinica satus
and treatment response (behavioral skills)
[10]. Nevertheless, onehasto be careful how
theinformation given isunderstood by the
patient. Reading about HIV-related diseases
had a very strong emotional effect on G,
which may indeed haveinterfered with his
immunological system, contributing towards
theoutbreak of herpeszoster.

e Mo of thepsychotherapiesincluded areflexible
anddynamic.

e Thethergpist’squditiesshouldinclude: empathy,
good therapeutic relationship, optimistic
reassurance and support to the patient, giving
him hope[11].

Thepsychiatrist and thedoctor in chargeof tresting
theHIV-positive patient must work together and should
communicatefrequently. Thepsychiatrist should aso
be aware of the side effects of themedication and its
rel ated drug interactionswith psychotropic agents. He/
sheshould a so be knowledgeabl e about HIV-rel ated
medicationsin order to provide optimum patient care
[12,13].

0 When G wasprescribed clonazepam, hewas
depressed, anxious and suffered from
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insomnia. His vira load had increased to
70,000 copies before the specialist
discovered theinteractions of clonazepam
and its side effects. The psychiatrist was
unawareof thisat thetime,
e Currentleve of support fromfamily and society.
0 G stresses the importance of his family’s
support to hisvery survival. We know that
patientsabandoned by their familieswho have
no other social support tend to have amuch
worse prognosis, and their adherence to
treatment ispoorer. They also tend to have
more psychiatric comorbidities.
e Psychiatric symptoms and problems must be
perceived and treated fast.

Theobjectivesof therapy must includethedegree
to which thetherapist can encourage discussion of the
patient’ streatment goal s, the patient’scommitment to
adherenceto medication, and strategiesimplemented
toincreasethepatient’ smativationto changehislifestyle
and to assure hisadherenceto treatment.

On the other hand, the patient values the
psychotherapist’s work, and during this treatment
attention should be paid to the patient’ sego defenses
and the defensesthat appear during therapy of painful
affectivestates. Thiscan beused, for example, totreat
the stress that is a result of the use of prescribed
medication.

Clinica Follow-up and Prognosis

Overdl, ahopeful outlook seemsjustified. A long-
term treatment goal will beto empower Gto ded with
thestressorsin hislifeand to prevent depression. The
overall prognosis for G is favorable. He has a
supportive, loving family, doeswel| professonaly and
hasapostiveaffect.

Conclusions

In conclusion, the following topics should be
emphasized:

1. Family support: Many studieshave been carried out
on this subject. Patients who have greater family
support comply better with treatment.

2 . Comorbidity: Patientswith depression or anxiety
have apoorer compliance with trestment.

3. A goodresponseto ARV treatment isacondition
that encourages patientsto seek medical careand to
adhereto thetreatment.

4. Therapeuticrelationship. Inthiscase, it may have
been responsiblefor the success of thetreatment. G at
first had two specidistswho did not know how towork
with hiscase.

5. The importance of associated treatment
(psychotherapy pluspsychiatry plusclinica care) may
be the greatest success factor, the biopsychosocial
association providing better adherence and a better
qudity of lifefor thispatient.

6 . Psychiatric care and support help establishahigh
level of motivationtowardstrestment, hedthingenerd
and abetter quality of life.

As this report clearly shows, it was the
combination of many factorsthat led to thispatient’s
successful treatment. In HIV treatment, itisclear
that good medical practice, fortunately, is still the
most important factor in combining technical
proficiency with the art of human warmth and
compassion.
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