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ABSTRACT
Falling ill and the need for hospitalization may imply psychological damage to the patient. In this sense, the work 
in multi-professional teams is configured as an important tool to offer integrated health care. The psychological in-
ter-consultation is characterized by a brief and focused service requested by the team responsible for the patients’ 
care, in which the psychologist proposes practices together with the health team. This study aimed to compare the 
psychological demands identified by the physician in the inter-consultation request, with the demands evaluated 
by the psychologist in the first assistance to patients hospitalized in a tertiary-level university hospital. The data 
were obtained from the medical records, categorized by the researchers according to the quantitative-interpretative 
method, and analyzed in terms of frequency and percentage by McNemar’s test and degree of agreement between 
the evaluators by the Kappa Coefficient of Agreement. 104 inter-consultation requests made between March 2017 
and March 2018 were evaluated, with a predominance of female patients (59.8), over 50 years of age (63%), and 
professionally inactive (61.9%). Most requests originated from the medical clinic (80.8%) and a patient with a 
chronic condition (52.9%). The results found were described in 11 categories. It was noted that there was greater 
agreement among caregivers in recognition of emotional symptoms as a justification for psychological intervention, 
which found correspondence with the available scientific literature. Disagreements were noted in the perception of 
demands among professionals, especially regarding emotional suffering related to difficulties in understanding the 
diagnosis and/or treatment, little family/social support, problems of adaptation to hospitalization, and emotional 
problems unrelated to the disease. We conclude that the multi-professional perspective is an important strategy to 
promote integral attention to the patient, with inter-consultation as an effective possibility, and that the approach 
to the patient presents different perspectives linked to each team component’s knowledge. The need to invest in 
training for emotional problem identification and management, communication and a good doctor-patient relation-
ship, and aspects of the individual history that can contribute to a good treatment outcome is emphasized. Also, 
it is important that academic training equips professionals to work in a multi-professional team, which requires 
communication skills, sensitivity, and an understanding of the complementarity of knowledge.

Keywords: Interdisciplinary health team, Interprofessional education, Mental health assistance, Hospitalization, 
Referral and consultation.  

INTRODUCTION

The process of falling ill is linked to psycho-
logical changes and the emergence of new de-
mands for patients, which are aggravated if there is 
a need for hospitalization. Emotional symptoms di-
rectly related to the disease, difficulty in accepting 
or understanding the clinical condition, and the re-
appearance of pre-existing psychological problems 
can be identified. Thus, the observation of the psy-
chological status has a relevant impact on health 
follow-up and recovery from clinical conditions 1–3. 

Considering the importance of a compre-
hensive approach to patient health, the existence 
of a multi-professional team aggregates different 
knowledge to supply tools that provide the best 
care. When it comes to the recognition and inter-
vention focused on the patient’s psychological de-
mands, multi-professional teamwork can improve 
the treatment outcome, including during the hospi-
talization period 4. In highly complex services, the 
existence of the multi-professional team becomes 
even more essential due to the difficulty of the pro-
cedures, diagnoses, and treatments performed and 
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to the structuring of the team idea itself. Consider-
ing the reality of health services in Brazil, with the 
scarcity of human resources, the composition of a 
multi-professional team in all services is not always 
feasible, and therefore, it is necessary to have al-
ternatives for these patients’ care 5. 

The development of psychological in-
ter-consultation services is a possibility to en-
able an integrated care model for patients from a 
multi-professional perspective. The psychological 
inter-consultation is based on the care provid-
ed by a mental health professional, in this case, 
the psychologist, to an inpatient as requested by 
someone directly responsible for the physical illness 
treatment. Thus, its purpose is to perform an ob-
servation of the psychological conditions and their 
impacts on the clinical conditions and to help the 
team in proposing improvements in patient care 6,7. 
According to the definition, psychological inter-con-
sultation is characterized by brief and focused care 
and requires interaction with those responsible for 
the patient’s care. It is an appropriate proposal for 
services with high demand and short hospital stays, 
and it is also a mechanism for approximation and 
exchange of knowledge among professionals, ac-
cording to their areas of expertise 8,9.

The doctor is generally responsible for rec-
ognizing the psychological demands and also for 
requesting follow-up by a mental health team 
within a multi-professional care. However, after 
the patient’s meeting with the mental health pro-
fessional, it is usual that other demands are iden-
tified 10,11. The divergence between the demand 
identified by the requesting professional and the 
need assessed by the inter-consultant profession-
al can negatively impact the inter-consultation 
consolidation in the hospital, as it makes com-
munication between professionals difficult, frus-
trates expectations regarding the service, and 
reduces the acknowledgment of the psychological 
inter-consultation service role, resulting in weak-
ening of the trust and bond between the teams 8,9.  

Some difficulties in the implementation of 
psychological inter-consultation are frequent, 
such as communication gaps between profession-
als and information recording, especially in the 
request process, and the low recognition of the 
impact of mental health and inter-consultation 
care on the clinical condition of patients by physi-

cians. In addition, the support given by the insti-
tutions is not always ideal, with recurrent struc-
turing problems. The literature on the subject is 
scarce and based on the psychiatric inter-consul-
tation model, which presents different objectives 
and definitions 8,9,12. 

This research aimed to compare the psy-
chological demands identified by the physician in 
the request for psychological inter-consultation 
with the demands assessed by the psychologist 
in the first care of hospitalized patients in a high-
ly complex service, identifying the difference in 
frequency and the degree of agreement in each 
type of demand seen by the professional. Based 
on the data obtained, an attempt was made to 
understand the results and justifications for pos-
sible divergences, linked to professional practice 
or to the inter-consultation process itself.

METHODOLOGY

This is a descriptive documentary study with 
qualitative and quantitative data analysis. The in-
ter-consultation requests made to the Psychology 
Service of the Clinics Hospital of the School of 
Medicine of Ribeirão Preto of the University of São 
Paulo (HCFMRPUSP), a tertiary-level university 
hospital located in São Paulo state inner-state, 
from March 2017 to March 2018, were evaluated. 
All requests handled during this time period were 
included and there were no exclusion criteria in 
the research.

The analysis of the records in the patients’ 
electronic medical records sought to identify the 
sociodemographic data and the psychological de-
mands that justified the request for inter-consulta-
tion, identified in the request made by the physician 
and in the first visit made by the psychologist.

STUDY CONTEXT 

The Psychological Inter-consultation Service 
belongs to the Psychology Outpatient Clinic of the 
HCFMRPUSP and is made up of one psychologist 
under contract (supervisor) and three resident 
psychologists (students from the post-graduation 
program in Professional Training). This outpatient 
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clinic is responsible for responding to inter-con-
sultation requests from patients admitted to the 
General Practice wards (Dermatology, Rheuma-
tology, Immunology, Nutrology, Geriatrics, and 
Nephrology), General Gynecology, Gynecologi-
cal Urology, General Surgery, Thoracic Surgery,  
Plastic Surgery, and Vascular Surgery. 

Requests for psychological care are made 
through a specific form called “Inter-consultation 
Request” (IR), which contains data related to the 
patient’s characterization, ward of origin, a brief 
description of the clinical diagnosis, and the pur-
pose of the inter-consultation request, which with 
regard to psychological inter-consultation, refers 
to the identification of demands for psychological 
care by the requesting professional. This request 
must be answered within a maximum of 48 hours. 

After receiving the inter-consultation re-
quest, the psychologist responsible for the case 
must perform an initial evaluation, to clarify the 
demand and collect information about the case, 
which is registered in the patient’s medical re-
cord. Then, if the presence of demands is con-
firmed, the patient will follow in psychological 
care, in which psychological interventions will be 
carried out, as well as return and orientation to 
the health team and necessary referrals.

DATA ANALYSIS 

In the analysis of the information con-
tained in the patients’ medical records, the de-
mands described by the requesting physician and 
the inter-consulting psychologist were coded and 
categorized by the researchers according to the 
quantitative-interpretative method, proposed by 
Biasoli-Alves 13. The medical records were read 
repeatedly, in an attempt to identify the regulari-
ties and differences for the creation of categories. 
This categorization took into account the criteria 
of (1) exhaustiveness, encompassing all types of 
content present in the records, (2) exclusivity, 
with each category grouping a set of responses 
that clearly differs from another, and (3) mainte-
nance of the same level of inference and/or inter-
pretation among all categories verified. 

In order to ensure methodological control, 
the coding of the demands identified after the 

analysis of the records was performed by two in-
dependent evaluators in order to verify the agree-
ment between the evaluators. In case of any dis-
agreement in the coding, the procedure adopted 
was a joint discussion with a third researcher, aim-
ing to establish a consensus. The data relating to 
the clinical picture and the medical request were 
evaluated by two fifth-year medical students, and 
the data related to the first psychological vis-
it were evaluated by two psychologists hired by 
the psychology service. Thus, the research was 
able to obtain a broader perception among the 
different professionals, considering their areas of 
training and their interpretations of the records.

The categorization results were analyzed 
quantitatively in terms of frequencies and per-
centages, which were compared using McNemar’s 
statistical test. This test makes it possible to ob-
serve the quantitative difference in the recogni-
tion of each psychological demand by the phy-
sician and psychologist. The significance level 
adopted was p<0.05. 

In addition, they were submitted to the 
Kappa Coefficient of Concordance, which sought 
to quantify to what degree the physician and the 
psychologist recognized the same psychological 
demand in each inter-consultation request and 
service. This test was based on the intervals pro-
posed by Landis and Koch in 197714, as shown 
in Figure 1.  
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Figure 1: Parameters for interpretation of Kappa’s Coefficient 
of Concordance, proposed by Landis and Koch

The present research was reviewed and 
approved by the Research Ethics Committee,  
according to Resolution n.466/2013, under pro-
cess number 2.667.078/2018.
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RESULTS

A total of 104 inter-consultation requests 
(I.R.) to the Psychology Service, made by resi-
dent physicians from March 2017 to March 2018, 
were analyzed. In five of these cases, more than 
one I.R. was requested for the same patient, due 
to subsequent hospitalizations or due to a change 
of medical specialty within the hospital institution, 
resulting in a total of 97 patients seen during this 
interval. Regarding the sociodemographic vari-
ables, 59.8% of the patients were female, 63% 
were 50 years old or older, and 61.9% were pro-
fessionally inactive (retired, pensioners, or un-
employed). The origin of 80.8% of the I.R.s was 
from medical specialties and 19.2% from surgical 
specialties. The clinical picture of the patient was 
chronic in 52.9% of the cases, under-diagnosis in 
26%, acute in 17.3%, and palliative in 2.9%.

According to the quantitative-interpreta-
tive method, the researchers analyzed the psy-
chological demands described by the requesting 
physician and the inter-consulting psychologist 
and established 11 categories, presented below 
and exemplified with excerpts from the records. 
In parentheses are the frequencies in which each 
category was identified by the physician (fM) and 
the psychologist (fP).

Category 1: Emotional symptoms related to 
the disease. Includes symptoms of anxiety and 
depression related to the illness, fear of proce-
dures, expectations regarding the diagnosis, and 
excessive crying, among others (fM=55; fP=56).

“Feeling of sadness, agitation, despair, and fre-
quent crying since the onset of symptoms” (Patient 1)

“Patient related her illness history, referring 
to nervousness and fear in the face of scheduled 
surgery” (Patient 28)

“Assessment of 82-year-old patient admit-
ted for evaluation of abdominal pain and diarrhea, 
with complaint of easy crying, sadness, and inap-
petence” (Patient 59)

“Patient reported feelings of sadness, anger 
and said she perceives herself to be ‘cold’ (SIC) 
since receiving a cancer diagnosis” (Patient 83)

Category 2: Adherence to treatment. Prob-
lems related to difficulties observed or reported 
by the patient or family member to follow the 
health team’s guidelines (fM=14; fP=9).

“Patient with poor adherence to lupus treat-
ment, with multiple reactivations, due to discom-
fort that the medications cause” (Patient 4)

“Assessment of patient hospitalized for 
worsening pemphigus foliaceus, with a history of 
depression and difficult treatment compliance” 
(Patient 13) 

“Assessment of a patient admitted for cor-
onary artery bypass graft surgery. Presented with 
psychomotor agitation, aggressiveness, and re-
fusal to take medications” (Patient 30)

Category 3: Lifestyle changes. Covers pa-
tient difficulties in engaging in healthy habits, 
such as exercise, proper eating patterns, and 
smoking cessation (fM=9; fP=7). 

“Told that since the amputation he has been 
smoking free. Demonstrated willingness to quit 
smoking upon discharge and understands that 
smoking worsens his disease” (Patient 35)

“Assessment and follow-up of a patient try-
ing to lose weight, with important psychological 
demands” (Patient 93)

Category 4: Difficulty in accepting the dis-
ease. Refers to cases in which the psychological 
demand was specifically described as a difficulty 
in accepting the disease or the losses resulting 
from it (fM=6; fP=9).   

“I request assessment for patient after am-
putation of right lower limb due to thromboangii-
tis obliterans, for better acceptance of sequela” 
(Patient 6) 

“Patient reported difficulty in accepting the 
disease due to physical appearance. She was a 
butcher and can no longer work” (Patient 44)

Category 5: Psychiatric illness follow-up. 
Refers to cases of patients diagnosed with psy-
chiatric illness in whom psychological follow-up 
is requested to mitigate psychiatric illness symp-
toms and effects during the current hospitaliza-
tion (fM=5; fP=5).

“Evaluation of patient admitted to hospital 
to investigate syncope and palpitations 5 years 
ago. Patient presented possible dissociative and 
somatization disorder during hospitalization, as-
sessed by psychiatry, which directed psychother-
apeutic follow-up” (Patient 11).

“Psychological evaluation of patient with a 
previous diagnosis of major depressive disorder” 
(Patient 67).
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“Patient evaluated by psychiatry and diag-
nosed with Borderline Personality Disorder with 
antisocial traits + dependence syndrome associ-
ated with Cannabis use. Indicated follow-up with 
psychology” (Patient 88).

Category 6: Difficulty in adapting to hospi-
talization. It covers issues related more to hospi-
talization than to the disease itself, such as diffi-
culties in adapting to the hospital environment and 
intense desire to be discharged (fM=4; fP=22). 

“Uncommunicative and saddened patient, 
having difficulty accepting hospitalization due to 
distance from her son” (Patient 2)

“Patient was in respiratory contact isolation, 
complaining of difficulty adapting due to the envi-
ronment, feeling trapped and stressed” (Patient 26)

“Assessment of quadriplegic patient admit-
ted to the 9th-floor ward for plastic surgery. He 
is accompanied by his wife who reports conflict 
between the couple due to long hospitalization” 
(Patient 27)

Category 7: Little family and/or social support. 
When the psychological demand, in the physician’s 
or psychologist’s assessment, was related to the lack 
of family and/or social support (fM=3; fP=10).

“Assessment of patient with attempted 
self-extermination with caustic soda ingestion 
evolving with stenosis and need for gastrostomy. 
She does not ingest anything orally. She reports 
financial difficulties in acquiring food and that 
family members use food that should be hers 
alone. Patient reports preferring to stay hospi-
talized due to relationship difficulties with family 
members” (Patient 23). 

“Referred to not having a person she could 
count on, ask for help. Presented depressed mood 
in some moments, due to the fact of feeling alone 
and helpless” (Patient 68).

Category 8: Family member embracement. 
It includes cases in which the psychological care 
was performed with the patient and his/her rel-
ative, or only with the relative when the main 
demand for psychological inter-consultation was 
from the latter or when there was no possibility of 
direct care to the patient (by refusal, lowered lev-
el of consciousness or some disability preventing 
contact) (fM=3; fP=23).

“I request assistance with patient’s family 
members in palliative care, lowered conscious-

ness with pulmonary nodules highly suggestive of 
malignancy” (Patient 5).

“Daughter told about mother’s illness his-
tory with good understanding about diagnosis 
and treatment. She appeared overwhelmed with 
care» (Patient 54).

“Patient unresponsive to the proposed treat-
ment, entering palliative care process. Daughter 
is manifesting behaviors related to non-accep-
tance of her mother’s condition. I request psy-
chological care for her” (Patient 66).  

Category 9: Poor understanding of diagno-
sis, prognosis, or treatment. It includes problems 
in doctor-patient communication, low patient un-
derstanding of their health condition, which can 
be observed or referred, and inter-consultations 
aimed at joint communication of diagnoses and 
bad news (fM=2; fP=19). 

“Assessment of patient with recent HIV diag-
nosis. I request to inform joint diagnosis” (Patient 2).

“Patient understands pathology of uterus 
agenesis, however, holds concerns about surgery. 
She reports being afraid and worried, however, she 
can’t say exactly what she is afraid of” (Patient 9).

 Category 10: Emotional problems not re-
lated to the disease. It includes cases in which, 
after professional assessment, the conclusion is 
that the psychological demands are associated 
with previous factors and not related to the dis-
ease or hospitalization (fM=0; fP=27).

“Patient reported sadness and anxiety since 
her father passed away 3 years ago, feeling dis-
tress and wanting to cry if she is left alone since 
then” (Patient 1).

“[She] reported that the anguish is because 
of missing one of her children who lives abroad” 
(Patient 30).

Category 11: No detail in the records. Cas-
es in which the requesting professional’s record 
in the inter-consultation protocol analyzed did not 
contain enough information to define the case de-
mand (fM=10; fP=5).

“Evaluation of patient who was in a car ac-
cident in August 2016 and has been care-depen-
dent since then. Patient with hypoacusis and low 
visual acuity” (Patient 14).

“32-year-old patient with localized form 
scleroderma diagnosis, internal for investigation of 
dyspnea and hoarseness condition” (Patient 64). 
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“Patient was receptive and communicative 
during the visit. She mentioned that she was current-
ly living with her sister-in-law and previously lived 
with her daughter and 3-year-old grandson. She is 
retired and from Ribeirão Preto” (Patient 65).

The frequencies and percentages of the demand 
categories were submitted to McNemar’s statistical test 
to determine whether there was a significant difference 

(p<0.05) between the identification of some type of de-
mand by physicians and psychologists. It is noteworthy 
that each I.R. analyzed may have described demands 
that fell into more than one category, thus the total 
number of demands is higher than the total number 
of protocols analyzed. The percentage, however, was 
calculated in relation to the total number of requests 
analyzed (n=104). The data is shown in Table 1.

Table 1
Categories of psychological demands identified by the physician and the psychologist in inter-consultation care - 
frequencies and percentages and results of McNemar’s statistical test

Analyzed category Physician frequency Psychologist frequency McNemar test
Emotional symptoms related to the disease 55 (52.9%) 56 (53.8%) p=1
Treatment adherence 14 (13.5%) 9 (8.6%) p=0.2673
Lifestyle changes 9 (8.7%) 7 (6.7%) p=0.7728
Difficulty accepting the illness 6 (5.7%) 9 (8.7%) p=0.5791
Psychiatric illness follow-up 5 (4.8%) 5 (4.8%) p=0.6831
Difficulty in adapting to hospitalization 4 (3.8%) 22 (21.2%) p=0.0003
Little family / social support 3 (2.9%) 10 (9.6%) p=0.0233
Family member support 3 (2.9%) 23 (22.1%) p<0.0001
Poor understanding of diagnosis,  
prognosis, or treatment 2 (1.9%) 19 (18.3%) p=0.0002

Emotional problems unrelated to the illness 0 27 (26%) p<0.0001
No detail in the records 10 (9.6%) 5 (4.8%) p=0.2673

Source: Authors

There was a statistically significant difference 
(p<0.05) in six categories, in which the frequency of de-
mand identification by the psychologist was higher than 
the identification by the physician. They were as follows: 
difficulty in adapting to hospitalization; little family and/
or social support; family member acceptance; low un-

derstanding of diagnosis, prognosis, or treatment; 
and emotional problems not related to the disease.

Then, the data were evaluated by Kappa’s 
Coefficient of Concordance to measure the level of 
agreement in the assessment of the demand. The re-
sults are recorded in Table 2.

Table 2
Test of agreement between the demands identified by physicians and psychologists in psychological inter-
-consultation care

Analyzed category Kappa coefficient of agreement (95% CI)

Emotional symptoms related to illness 0.247 (0.060-0.434)

Treatment adherence 0.368 (0.047-0.689)

Lifestyle changes 0.189 (0-0.620)

Difficulty in accepting illness 0.069 (0-0.542)

Follow-up of psychiatric illness 0.370 (0-0.859)

Difficulty in adapting to hospitalization 0.095 (0-0.431)

Little family / social support 0.437 (0.033-0.840)

Family member’s support 0.189 (0-0.509)

(continues...)
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Analyzed category Kappa coefficient of agreement (95% CI)

Poor understanding of diagnosis, prognosis, or treatment 0.063 (0-0.443)

Emotional problems unrelated to the disease 0 (0-0.325)
Error = 0.166

No detail in records 0.074 (0-0.545)

Source: Authors

Table 2
(continuation)

The Kappa Coefficient of Concordance re-
vealed a concordance index characterized as poor 
(k<0.200) in seven categories, namely: lifestyle 
changes; difficulty accepting the illness; difficulty 
adapting to hospitalization; family member’s sup-
port; low understanding of diagnosis, prognosis, or 
treatment; emotional problems not related to the 
illness and no detailing in the records. The agree-
ment is mild (0.200<k<0.400) in three categories 
(emotional symptoms related to illness; adherence 
to treatment and following psychiatric illness) and 
moderate (0.400<k<0.600) in one category (little 
family and/or social support). 

DISCUSSION

Regarding the sociodemographic aspects of 
the patients seen in this period, it was observed 
that the most frequent profile was of female pa-
tients, over 50 years of age and without profes-
sional activity, similar to what was found in other 
studies 6-9. The predominance of women in psy-
chiatric samples, especially with mood disorders, 
has already been reported in previous studies 15, 
and this prevalence can, in a certain way, bias the 
health professionals’ perception in the recognition 
of emotional demands in female populations.

Regarding the data on the I.R.’s specialty of 
origin, there was a predominance of clinical pa-
tients, specifically with chronic conditions.  Some 
hypotheses were raised for this result. Initially, 
chronic patients have more clinical comorbidities 
that require lifestyle changes and long-term ther-
apeutic interventions that are often difficult to 
understand or adapt to. On the other hand, the 
care for surgical patients is shorter and focused 
on a punctual event by the medical professional, 
which may hinder the recognition of demands 

and the need for psychological intervention. It is 
also noteworthy the number of patients in the 
diagnostic investigation phase, which can be ex-
plained by the fact that the hospital is a tertiary 
level hospital, receiving many patients with spe-
cific and uncommon diseases in medical practice, 
which require more time for diagnosis.

Regarding the types of emotional demands 
identified, the findings reveal that the most prev-
alent emotional demand was the presence of 
symptoms of anxiety or depression related to the 
process of becoming ill, which is also observed 
in other studies in the literature. In a documen-
tal research carried out in a university hospital 
in the city of Campinas, Gazotti and Prebianch 8 
analyzed the reasons for requesting psychologi-
cal inter-consultation in 67 records and identified 
depressive symptoms in 32.83% and anxiety in 
28.36% of the cases. 

Mood disorders appear, in fact, as the major 
psychiatric problem in medical samples in studies 
from around the world. IsHak et al 15 reviewed arti-
cles published from 1990 to 2016 and identified that 
the average rate of depression occurrence in hospi-
talized patients was 33%. Anxiety rates range from 
33% to more than 60% considering hospital sam-
ples with different diagnoses and treatments 16, 17, 18. 

These disorders are related not only to dif-
ficulties in adapting to the hospital environment 
(lack of privacy, exposure to threatening stimuli) 
but also to financial concerns and other stressful 
situations arising from the disease 19. Depression 
and anxiety are also associated with worse func-
tional outcomes from treatment, poorer overall 
physical health and quality of life, higher morbidi-
ty and mortality, and increased readmissions after 
discharge 15,16,18. Because of the high prevalence 
and negative influence on prognosis, psychiatric 
disorders have gained more attention from health 
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researchers and the importance of identifying and 
managing such demands in the hospital environ-
ment is stressed. 

The psychological demands assessment 
of the hospitalized subject depends, to a great 
extent, on the professional’s clinical view of the 
patient, being strongly influenced by the biases 
related to their training. This study revealed some 
fundamental disagreements in the physicians’ and 
psychologists’ perceptions, which were in charge 
of the same patients. At least partially, these dis-
agreements can be explained by the professional 
training that physicians and psychologists receive 
during their undergraduate studies.

It was observed in the documents analyzed 
that psychologists most often reported that the 
patient’s emotional distress was due to challeng-
es in understanding the diagnosis, prognosis, or 
treatment. It is known that this is an important 
source of anxiety in hospitalized patients and that 
psychoeducational interventions have good re-
sults in reducing anxious and depressive symp-
toms in this scenario 20,21. It is possible that, in 
these cases, the attending physician identified 
the anxious and/or depressive symptom, which 
justified his/her request for psychological in-
ter-consultation. However, his evaluation did not 
reach the possible causes of the symptom and 
the patient’s low understanding of his/her clinical 
status was not identified. 

It is noteworthy that a good doctor-patient 
relationship may favor the patient’s voicing of 
doubts and insecurities associated with the treat-
ment and prevent the emergence of psychological 
symptoms. Therefore, the adoption of clear and 
accessible language, the offering of a space for 
listening and expressing questions, and the phy-
sician’s availability to clarify patients’ queries are 
fundamental for emotional disorders prevention 
and the promotion of good patient compliance to 
treatment 22. Good communication enables the 
professional to better identify the patient’s needs 
and expectations, facilitating emotional regulation, 
increasing diagnostic accuracy, and improving the 
patient’s satisfaction regarding health 23. Such 
abilities can - and should - be promoted during 
the health professional’s training, in programs to 
develop social and communication skills 24.

There was also found a low level of agree-
ment between physicians and psychologists in 
identifying problems related to the patients’ ad-
aptation to hospitalization and to the hospital en-
vironment. Once again, psychologists identified 
this demand more frequently than physicians, 
and it can be assumed that, similarly to what was 
previously discussed, only the signs of anxiety 
and depression arising from adaptation difficul-
ties were identified by the requesting physicians, 
whose assessment did not reach the possible 
symptoms causes. 

The emotional symptoms, in these cases, 
do establish a demand for psychological care in 
the hospital. However, when the origin is associ-
ated with specific issues of hospitalization, such 
as reaction to aversive stimuli found in the envi-
ronment or adjustment difficulties to the routine 
imposed in the hospital, these symptoms may 
be avoided or managed by the health team, with 
strategies that are not exclusive to the Psycholo-
gy professional. For example, flexible hygiene and 
meal times, mediation in communication between 
patients who share collective wards, and environ-
ment changes with the removal of aversive stimuli 
when possible (such as devices that emit sounds 
or lights) and the availability of stimuli that may 
favor the patient’s stay (television, books).

Another interesting divergence refers to 
emotional problems unrelated to the disease. 
In the I.R. sample analyzed, there was none in 
which the main demand identified by the phy-
sician was such, while psychologists identified 
these problems in 26% of the cases. Understand-
ing the health-illness process with a biopsychoso-
cial perspective includes considering the patients’ 
mental health history, as well as addressing in 
the scope of clinical investigation other aspects 
of the subject’s life, such as family relationships 
and social situation 22,25. In patients with chronic 
comorbidities, which represent most of the sam-
ple, this becomes even more fundamental, since 
it is related to lifestyle changes and adherence to 
treatment, in the adaptation to the new scenario 
with the disease 3. 

The family and social aspects of the illness 
process are very significant, especially in hospital-
ized patients. Approximately 10% of the patients 
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seen in the analyzed time period suffered from is-
sues related to low social and family support, and 
in 22% of the cases, the psychologist considered 
it necessary to intervene with the accompanying 
family member, in order to address their demands 
associated with the patient’s care and the impacts 
of the illness on the family. 

Social support is considered a protective 
factor against psychiatric disorders in medical 
settings, as well as a facilitator of coping with the 
illness and a contributor to a good quality of life 
in hospitalized patients 26-28. Furthermore, it may 
affect self-care ability and indirectly interfere with 
the patient’s clinical responses, such as the oc-
currence of new adverse events and recurrent re-
admissions 29-31. Thus, the physician must be able 
to act as a mediator between the health team and 
the family, facilitating the information exchange 
and the clarification of queries, and as a problem 
investigator, such as the caregiver’s stress or oth-
er difficulties related to family changes resulting 
from hospitalization or the disease itself. 

Multi-professional intervention and in-
ter-consultation services have great potential for 
promoting qualified care to all these aspects of 
the hospitalized individual, promoting benefits to 
his/her physical and mental health, and also in-
stitutional benefits, such as hospitalization time 
and readmission rates reduction6. However, the 
effectiveness of psychological inter-consultation 
in general hospitals still faces challenges: phy-
sicians and other health professionals must be 
trained to accurately recognize mental health 
demands, as well as trained to handle some de-
mands that require interventions not exclusive to 
psychologists or psychiatrists. It is also denot-
ed the training of psychologists to act in med-
ical contexts, in which emotional problems are 
associated with physical manifestations, and the 
traditional clinical models are not always appro-
priate and effective 32,33. 

In the present study, the inter-consulta-
tion records in the hospital’s electronic medical 
records were the source of data. Thus, it was 
verified that issues related to inter-consultation 
care systematization and recording are daily dif-
ficulties in these services. Record detailing is fun-
damental to guarantee the quality of care that, 

in such cases, depends largely on proper com-
munication between requesting professionals and 
consultants 34. When problematic, this can be an 
indicator of negative outcomes in the patient’s 
initial approach or follow-up 35, as seen in the no 
record detailing category. In this regard, institu-
tional training measures and systematic protocols 
for recording care should be implemented 36.   

CONCLUSION

This study aimed at analyzing the psy-
chological demands identified by physicians and 
psychologists in cases seen in a psychological in-
ter-consultation service of a general hospital. The 
adopted methodology allowed, in addition to the 
observation of common and divergent aspects be-
tween the professionals’ perceptions, a survey of 
the most frequent emotional problems in a sam-
ple of adult hospitalized patients.

Psychological inter-consultation is an effec-
tive strategy to promote integral patient care since 
it gathers the knowledge and perspectives of dif-
ferent professionals from the health teams. It also 
highlights the need to invest in medical and health 
professionals’ training to enable them to effective-
ly identify emotional problems, communicate and 
relate well with patients, use strategies that mini-
mize the undesirable effects of hospitalization, and 
observe aspects of the patients’ individual history 
that may contribute to a successful treatment out-
come. Also, academic education must provide pro-
fessionals with the tools to work in a multi-profes-
sional team, which requires communication skills, 
sensitivity, and an understanding of the comple-
mentarity of knowledge. 

Since this is a university hospital, some lim-
itations must be taken into consideration, such 
as the fact that the professionals (both request-
ing and consulting) are in the educational and 
training process, and the high turnover of the 
team responsible for the cases, which can lead 
to communication issues. Even so, the findings 
provide relevant knowledge about a psychologi-
cal inter-consultation service, which proves to be 
a viable alternative for multi-professional work 
within hospital units. 



10 https://www.revistas.usp.br/rmrp

Psychological demands in inter-consultation cases

REFERENCES

1. 	 Rossi L, Santos MA dos. Repercussões psicológicas 
do adoecimento e tratamento em mulheres acometi-
das pelo câncer de mama. Psicol Ciência e Profissão. 
2003;23(4):32–41. 

2. 	 Cherer E de Q, Quintana AM, Leite CT. Repercussões 
psíquicas do adoecer: um relato de atendimentos na 
nefrologia hospitalar. Psicol teor prát. 2012;14(1):66–73. 

3. 	 Williams DA. The importance of psychological assessment 
in chronic pain. Curr Opin Urol. 2013;23(6):554–9. 

4. 	 Nahouraii MR, Karvetski CH, Brintzenhoff RA, Sachdev 
G, Evans SL, Huynh TT. Impact of multiprofessional 
rounds on critical care outcomes in the surgical trauma 
intensive care unit. Am Surg. 2019;85(1):15–22. 

5. 	 Leite MA, Vila V da SC. Dificuldades vivenciadas pela 
equipe multiprofissional na unidade de terapia intensiva. 
Rev Lat Am Enfermagem. 2005;13(2):145–50. 

6. 	 De Giorgio G, Quartesan R, Sciarma T, Giulietti M, Piaz-
zoli A, Scarponi L, et al. Consultation-Liaison Psychiatry -  
From theory to clinical practice: An observational study 
in a general hospital. BMC Res Notes. 2015;8(1):4–9. 

7. 	 Grassi L, Mitchell AJ, Otani M, Caruso R, Nanni MG, 
Hachizuka M, et al. Consultation-Liaison Psychiatry 
in the General Hospital: the Experience of UK, Italy,  
and Japan. Curr Psychiatry Rep. 2015;17(6):1–9. 

8. 	 Gazotti TC, Prebianchi HB. Caracterização da intercon-
sulta psicológica em um hospital geral. Psicol - Teor e 
Prática. 2014;16(1):18–30. 

9. 	 Santos NCA, Slonczewski T, Prebianchi HB, Oliveira 
AG, Cardoso CS. Interconsulta psicológica: Deman-
da e assistência em hospital geral. Psicol em Estud. 
2011;16(2):325–34. 

10. 	Wang J, Wang Q, Wimalaratne I, Menkes DB, Wang X. 
Chinese non-psychiatric hospital doctors’ attitudes to-
ward management of psychological/psychiatric prob-
lems. BMC Health Serv Res. 2017;17(1):1–8. 

11. 	Morgan JF, Killoughery M. Hospital doctors’ management 
of psychological problems - Mayou & Smith revisited.  
Br J Psychiatry. 2003;182(FEB.):153–7. 

12. 	Hamdieh M, Banihashem S, Beyraghi N, Abbasinejad M, 
Hagh-Ranjbar F. Physicians’ attitudes toward integrating 
consultation-liaison psychiatric services in four major 
general hospitals in Tehran. Gen Hosp Psychiatry [Inter-
net]. 2015;37(5):456–8. Available from: http://dx.doi.
org/10.1016/j.genhosppsych.2015.05.006

13. 	Biasoli-Alves ZMM. A Pesquisa em Psicologia: análise 
de métodos e estratégias na construção de um conhe-
cimento que se pretende científico. In: Diálogos met-
odológicos sobre prática de pesquisa. Ribeirão Preto: 
Legis Summa; 1998. p. 135–57. 

14. 	Silva R de S e, Paes ÂT. ￼ Por Dentro da Estatística: 
teste de concordância de Kappa. Educ Contin Saúde 
einstein [Internet]. 2012;10(4):165–6. Available from:  

papers2://publication/uuid/3E5F4C37-E639-43D6- 
89C9-96597CA6AB40

15. 	De Brito Venâncio Dos Santos G, Alves MCGP, Goldbaum 
M, Cesar CLG, Gianini RJ. Prevalence of common mental 
disorders and associated factors in urban residents of 
São Paulo, Brazil. Cad Saude Publica. 2019;35(11). 

16. 	IsHak WW, Collison K, Danovitch I, Shek L, Kharazi P, 
Kim T, et al. Screening for depression in hospitalized 
medical patients. J Hosp Med. 2017;12(2):118–25. 

17. 	Gascón MRP, Ribeiro CM, Bueno LM de A, Benute GRG, 
Lucia MCS de, Rivitti EA, et al. Prevalence of depression 
and anxiety disorders in hospitalized patients at the der-
matology clinical ward of a university hospital. An Bras 
Dermatol. 2012;87(3):403–7. 

18. 	Gullich I, Ramos AB, Zan TRA, Scherer C, Mendoza-Sassi 
RA. Prevalência de ansiedade em pacientes internados 
num hospital universitário do sul do Brasil e fatores as-
sociados. Rev Bras Epidemiol. 2013;16(3):644–57. 

19. 	Shoar S, Naderan M, Aghajani M, Sahimi-Izadian E, 
Hosseini-Araghi N, Khorgami Z. Prevalence and deter-
minants of depression and anxiety symptoms in surgical 
patients. Oman Med J. 2016;31(3):176–81. 

20. 	Mirani SH, Areja D, Gilani SS, Tahir A, Pathan M, Bhatti 
S. Frequency of Depression and Anxiety Symptoms in 
Surgical Hospitalized Patients. Cureus. 2019;11(2). 

21. 	Gomes JA da L, Pergher GK. The cognitive behavior ther-
apy before and after cardiac surgery. Rev Bras Ter Cogn. 
2010;6(1):173–94. 

22. 	Lemes CB, Neto JO. Aplicações da psicoeducação no con-
texto da saúde. Temas em Psicol. 2017;25(1):17–28. 

23. 	Caprara A, Rodrigues J. A relação assimétrica médi-
co-paciente: repensando o vínculo terapêutico. Cien 
Saude Colet. 2004;9(1):139–46. 

24. 	Ha JF, Longnecker N. Doctor-patient communication:  
A review. Ochsner J. 2010;10(1):38–43. 

25. 	Sucupira AC. A importância do ensino da relação médi-
co-paciente e das habilidades de comunicação na for-
mação do profissional de saúde. Interface - Comun 
Saúde, Educ. 2007;11(23):624–7. 

26. 	Trindade EMV, Almeida HO de, Novaes MRCG, Versiane 
ER. Resgatando a Dimensão Subjetiva e Biopsicossocial 
da Prática Médica com Estudantes de Medicina : Relato 
de Caso. Rev Bras Educ Med. 2005;29(1):48–50. 

27. 	Tilburgs B, Nijkamp MD, Bakker EC, van der Hoeven H. 
The influence of social support on patients’ quality of 
life after an intensive care unit discharge: A cross-sec-
tional survey. Intensive Crit Care Nurs [Internet]. 
2015;31(6):336–42. Available from: http://dx.doi.
org/10.1016/j.iccn.2015.07.002

28. 	Uslu-Sahan F, Terzioglu F, Koc G. Hopelessness, Death 
Anxiety, and Social Support of Hospitalized Patients with 
Gynecologic Cancer and Their Caregivers. Cancer Nurs. 
2018;0(0):1–8. 

29. 	Li X, He L, Wang J, Wang M. Illness uncertainty, social 
support, and coping mode in hospitalized patients with 



Medicina (Ribeirão Preto) 2023;56(3):e-188788 11

Jesus GR, Nakao RT, Rodrigues MA, Marucci-Dalpicolo FAF

Corresponding Author:
Renata Tamie Nakao 
renatanakao@usp.br

Editor:
Prof. Dr. Paulo Henrique Manso

Received: jul 23, 2021
Approved: apr 04, 2023

systemic lupus erythematosus in a hospital in Shaanxi, 
China. PLoS One. 2019;14(2):1–11. 

30. 	Arozullah AM, Lee SYD, Khan T, Kurup S, Ryan J, Bon-
ner M, et al. The roles of low literacy and social support 
in predicting the preventability of hospital admission.  
J Gen Intern Med. 2006;21(2):140–5. 

31. 	Chamberlain L. Perceived social support and self-care in 
patients hospitalized with heart failure. Eur J Cardiovasc 
Nurs. 2017;16(8):753–61. 

32. 	Krampe H, Barth-Zoubairi A, Schnell T, Salz AL, Kerper 
LF, Spies CD. Social Relationship Factors, Preoperative 
Depression, and Hospital Length of Stay in Surgical Pa-
tients. Int J Behav Med. 2018;25(6):658–68. 

33. 	Gorayeb R, Guerrelhas F. Sistematização da prática psi-
cológica em ambientes médicos. Rev Bras Ter Comport 
e Cogn. 2003;5(1):11–9. 

34. 	Carlos J, Ribeiro S, Pilar M Del, Dacal O. A instituição 
hospitalar e as práticas psicológicas no contexto da 
Saúde Pública: notas para reflexão The hospital institu-
tion and psychological practices in health public context: 
notes for thinking. Rev SBPH. 2012;15(2):65–84. 

35. 	Vasconcellos MM, Gribel EB, De Moraes IHS. Registros 
em saúde: Avaliação da qualidade do prontuário do pa-
ciente na atenção básica, Rio de Janeiro, Brasil. Cad 
Saude Publica. 2008;24(SUPPL. 1):173–82. 

36. 	Alves CRL, De Lima Belizário Facury Lasmar LM, Goulart 
LMHF, Alvim CG, Maciel GVR, De Almeida Viana MR, et 
al. Quality of data on the Child Health Record and relat-
ed factors. Cad Saude Publica. 2009;25(3):583–95. 

37. 	Strain JJ, Blumenfield M. Challenges for consultation-liaison 
psychiatry in the 21st century. Psychosomatics. 2008; 
49(2):93–6. 

CONTRIBUTIONS 
1- Substantial contribution to the study outline or data interpretation: G.R.J., R.T.N., M.A.R., F.A.F.M.
2- Participation in the draft version: G.R.J., R.T.N., M.A.R. 
3- Participation in the review and approval of the final version: G.R.J., R.T.N., F.A.F.M. 
4- Compliance in being responsible for the accuracy or completeness of any part of the study: G.R.J., 
R.T.N., M.A.R., F.A.F.M.

FUNDING
No financing.

ACKNOWLEDGEMENTS
Prof. Dr. Ricardo Gorayeb, for his participation in the study idealization and authorization for data collection.  


