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RESUMEN

Aunque la Organizaciéon Mundial de la Salud
ha evidenciado la importancia de adoptar modelos
integrados de asistencia basados en el enfoque
bio-psico-social, en los servicios de salud, como
los hospitales, existe todavia mucha resistencia
para su implementacion. Se presenta un estudio
exploratorio cualitativo dirigido a comprender las
representaciones y las demandas de los médicos
hospitalarios con respecto a la intervencion psi-
cologica en los contextos hospitalarios italianos.
Conforme a este objetivo se desarrolld un guion de
entrevista semi-estructurada y se entrevistaron 15
médicos italianos divididos por género, edad y es-
pecialidad médica. Fueron investigados las repre-
sentaciones de la enfermedad, el acercamiento a
los pacientes y los modelos de intervencion, la ex-
periencia de colaboracidon con psicologos, las re-
presentaciones de donde, cuando y como los psi-
cologos podrian ser ttiles en el contexto hospi-
talario, las visiones generales del hospital y de su
futuro, los puntos de fuerza y de debilidad de su
trabajo, las estrategias utilizadas para superar las
dificultades diarias y las estrategias propuestas
para mejorar el sistema hospitalario. El analisis de
contenido de las entrevistas ha revelado que la in-
tervencion psicologica esta representada predo-
minantemente como una intervencion a nivel in-
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dividual dirigida a contener el distrés emocional en
relacion con la enfermedad. Ademas se ha evi-
denciado la falta de consideracion de la compe-
tencia psicologica como til para promocionar el
funcionamiento organizativo de los servicios hos-
pitalarios. Estos resultados pueden apoyar la in-
vestigacion futura en esta area y son utilizados pa-
ra discutir las oportunidades de un didlogo cons-
tructivo entre ciencias médica y psicologica en los
contextos hospitalarios.

Palabras clave: Competencia psicologica; Inter-
vencion psicologica; Contextos hospitalarios; Mé-
dicos hospitalarios; Representaciones; Deman-
das.

ABSTRACT

During the years, the World Health Organiza-
tion has been emphasising the importance of
promoting integrated models of care consistent
with a bio-psycho-social approach to health-illness.
Nonetheless, healthcare services still show much
resistance to the implementation of such models
and the use of multidisciplinary teams. As a con-
sequence, and despite the efforts made over the
years by psychologists, the role and specificity of
psychological competence in healthcare settings
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continues to remain unclear. This is particularly
true as regards hospital settings. Based on these
considerations, this article presents an exploratory
qualitative study aimed at understanding hospital
physicians’ representations of, and demands for,
psychological intervention in Italian hospital set-
tings. The main argument on which the study was
based is that the integration of psychological
competence into hospital settings very much
depends on other professionals’ representation of
the psychological profession, as well as on the
emotional symbolization of their work context and
professional practice. A key role is played by
physicians, whose representations of the psychol-
ogical intervention in hospital settings have been
under studied at the international level, and almost
not studied with regard to the Italian context. The
purpose of this study was to respond to this gap in
the literature. In this regard, a semi-structured
interview script was developed and used to inter-
view 15 Italian hospital physicians varying in
gender, age, and medical speciality. Participants
were selected by convenience and interviews were
carried out individually in the hospital settings.
Representations of disease; approach to patients
and models of intervention; experiences of collab-
oration with psychologists; representations of
where, when and how psychologists could be use-
ful in the hospital context; overall visions of one’s
hospital and its future; strengths and weaknesses of
one’s own work; strategies used to overcome
everyday difficulties and strategies advocated to
improve the hospital were focus of analysis. The
interviews, administered by two researchers, were
audio-recorded and transcribed. Then a content
analysis was developed by three analysts that cod-
ed the units of the text (sequences) according to the
categories and subcategories identified. The cate-
gories were: (a) perspective on medical interven-
tion; (b) problems and weaknesses; (c) strengths;
(d) current and future strategies; (e) psychosocial
component of disease, and (f) relationship between
Medicine and Psychology. Transcripts were ana-
lyzed independently by the analysts, and the inter-
rater agreement was 83%. Results revealed a
widespread view that psychological science is of
limited relevance in the hospital context. The
difficulty in perceiving psychologists as a medical
resource appeared to be largely related to phys-
icians’ endorsement of a bio-medical approach, as
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well as to their lack of opportunities for formal
and/or informal collaboration with psychologists.
Psychologists were thought of primarily as diag-
nosticians or therapists, and psychological inter-
vention was mainly characterized as an individual-
level intervention whose main objective is to
support the patient and manage his / her emotional
response to the disease (and the response of his /
her family). Despite physicians felt the hospital
system plagued by problems, especially at the
structural and functional levels, they did not
envisage psychological competence as useful for
fostering hospital organisational functioning. On
the contrary, they advocated a top-down change in
the hospital system, delegating responsibility for
change to hospital management or policy makers.
As a consequence, an urgent demand for Psychol-
ogy remains unexpressed. Although based on a
small sample, the present study provides useful
insights which may prompt further research in this
area. Furthermore, it provides information about
the demand for psychological intervention in the
hospital context which can be used to develop
strategies to promote multidisciplinary care and
integrated mind-body interventions. Results suggest
the necessity to rethink professional roles and to
promote a constructive dialogue between medical
and psychological science in Italian hospital set-
tings.

Key words: Psychological competence; Hospital
settings; Hospital physicians; Representations;
Demands.

INTRODUCTION

For several years the World Health Organi-
zation (WHO, 2000) has been emphasising the
importance of promoting integrated models of
care consistent with a biopsychosocial ap-
proach to health-illness (Engel, 1977). At pre-
sent the international healthcare agenda is
shaped by the increase in chronic diseases
which result in complex needs. As a con-
sequence, there is a requirement for new mod-
els of care which integrate different profes-
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sional competences and take advantage of syn-
ergisms among them (Axelsson, R., Axelsson,
S., Gustafsson, & Seemann, 2014; Diikers,
Wagner, Vos, & Groenewegen, 2011). At the
European level, the European Parliament has
encouraged the development and monitoring
of health programmes centred on inter-
disciplinary teams [Resolution of 14 March
2012 on addressing the EU diabetes epidemic
(2011/2911(RSP))]. Moreover, there is a sub-
stantial body of evidence that service users and
their caregivers prefer integrated care provided
by multidisciplinary teams to standard services
(e.g., Rummery, 2009; Wong, Ho, Yeung, Tam,
& Chow, 2011), that multidisciplinary teams
provide higher quality of care at lower cost
(e.g., Sierra Murguia, 2013; Weeks et al.,
2010), and that integrated systems often per-
form better than the fragmented forms of care
that predominate (Shih et al., 2008).

Integrated models of care are, however, still
not completely accepted within health services,
and when they are adopted, they do not always
result in detectable changes in the interaction
between physicians and other health profes-
sionals (Burns & Pauly, 2002; Waisberg, Ve-
ronez, Tavano, & Pimentel, 2008).

Changes introduced to the health system
during the 1920s in the United States, and sub-
sequently in Europe and in other parts of the
world, have facilitated the integration of psy-
chological science into the hospital context
(Wright & Friedman, 1991). However, even
today, in many countries only a minority of
patients receive integrated mind-body inter-
ventions (Astin, Shapiro, Eisenberg, & Forys,
2003; Wolsko, Eisenberg, Davis, & Phillips,
2004). In Italy, the condition of development
and integration of Psychology in healthcare
settings appears particularly critical and com-
plex. The lack of attention to psychosocial
health in Italian medical training programs and
medical contexts has been highlighted by
several authors (Carli, 2013a, 2013b; Clerici &
Veneroni, 2014; Imbasciati, 2008). Further-
more, multidisciplinary teams are rare in Ital-
ian healthcare services, and do not neces-
sarily include a psychologist.

Historical and cultural conditions in Italy are
largely responsible for the neglected state of
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Psychology. In 1923 Psychology was abrogat-
ed as a teaching discipline (Babini, 2009), and
it was only in 1970 that the first undergraduate
degree in Psychology was established.

As regards the healthcare system, the inclu-
sion of Psychology occurred only in the late
seventies beginning with community services.
At that time Law n. 833 was enacted, providing
for the presence of psychologists in mental
health centers, family care centers, services for
drug addiction (SERT), and district services
(e.g., family services, services for people with
a disability, elderly care services). In the hos-
pital setting, psychologists entered about 10
years later, limited to highly qualified contexts
of care and to rehabilitation services. Currently
their presence is regulated by regional legisla-
tion. This gives rise to a very heterogeneous
national scenario, with large differences be-
tween geographical areas. At present in Italy
there is no national legislation concerning the
role and functions of psychologists in the
hospital setting.

In the 1978, the healthcare reform establish-
ed in Italy a national health system of univer-
salistic type. The consequent exponential in-
crease in health spending favoured, in the
following decades, the adoption of a business
orientation to delivering healthcare. This led to
areductive and technicist use of the new orga-
nizational values, to a request to healthcare
staff to increase their productivity in order to
achieve efficiency criteria, and to disinvest-
ment in variables considered non-essential or
not immediately profitable (e.g., psychosocial
ones). The introduction of a third dimension,
the cost, substantially transformed the tradi-
tional physician-patient relationship (Carli,
2013a).

In all Western countries, the growth of man-
aged care was accompanied by concern about
the impact that changes in the healthcare
organization would have had on the physician-
patient relationship (Alexander & Lantos,
2006).

The formation of patient values, the patient
autonomy and the physician divulging / dis-
semination / transmission of medical inform-
ation have been key variables in many models
of physician-patient interaction developed in



the 90’s. In the classification system proposed
by Emanuel, E.J. and Emanuel, L.L. (1992),
the interaction of these three variables prod-
uced four possible types of physician-patient
relationship: paternalistic, deliberative, inter-
pretive, or informative. The model created by
Charles, Gafni, and Whelan (1999) pointed out
that the combination of patient autonomy and
information exchange is represented by a
continuum, rather than by discrete points as
argued by Emanuel, E.J. and Emanuel, L.L.,
(1992). Humphrey, Littlewood, and Kamps
(1992) developed a model incorporating phys-
ician interaction style and patient coping
abilities. Recent studies (Agarwal & Murinson,
2012) have noted that key variables of the
patient-physician interaction models are appro-
priate but sometimes fail to understand the
potential independent expression of values and
autonomy in individual patients because they
are all coupled and change simultaneously.
Nevertheless, the framework of Emanuel, E.J.
and Emanuel, L.L. (1992), providing an useful
taxonomy (Klein, 2012), is still the most
widely adopted.

Over the last few decades technological ad-
vances in diagnostic and therapeutic practices,
the efforts toward treatment standardization,
the growing pressures for economic efficiency
that lead to a faster consultation process make
it lose the attention to the individuality of pa-
tients, and to their need for autonomy and in-
formation (Agarwal & Murinson, 2012). Medi-
cal Anthropology scholars (e.g., Good, 2006)
highlighted the increasing difficulty of physi-
cians to listen to their patients, and capture in
their words the essential elements for under-
standing and caring of the disease.

In opposition to this trend, at the beginning
of the 20th century, the proposal from the
Patient-Centered Medicine (Levenstein, Mc
Cracken, McWhinney, Stewart & Brown,
1986) first, and the narrative approach of Med-
ical Anthropology (Charon, 2006; Charon &
Wyer, 2008), later, supported the idea that
psychological competence (listening, empathy,
and reflective thinking) can reduce the distance
between physicians and their patients, consid-
ered in their complexity and uniqueness
(Murphy, 2015). Being a relatively new ap-
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proach to the therapeutic relationship (especial-
ly in Italy), remain to be verified its feasibility
in health contexts different from the Anglo-
Saxon ones, where it has been developed
(Clerici & Veneroni, 2014).

In the Italian context, the opportunities for
physicians and other hospital staff members to
create an informed vision about the contribut-
ion of Psychology in healthcare settings, part-
icularly in hospital ones, are limited. This
evidence represents an obstacle to the implem-
entation of integrated mind-body interven-
tions.

WHAT HINDERS THE IMPLEMENTATION OF MULTI-
DISCIPLINARY WORKING IN A HEALTHCARE SETTING?

In recent decades many researchers have
analyzed the barriers to the implementation of
multidisciplinary working in a healthcare set-
ting, highlighting the importance of a variety of
factors including structural factors, such as
hospital management policies (Curry & Ham,
2010), and group factors, such as team size and
composition (Xyrichis & Lowton, 2008), infor-
mation sharing and communication (Burns,
2004), leadership (Ploeg, Davies, Edwards,
Gifford, & Miller, 2007), or capacity to share
values, goals and practices among team mem-
bers (Cubic, Mance, Turgesen, & Lamanna,
2012). Recent research on the education and
socialization of health professionals revealed
that developing a professional identity in is-
olation from related professionals impedes the
construction of an accurate representation of
their competence (Khalili, Hall, & DeLuca,
2014). In general, the emphasis on speciali-
zation of knowledge and skills, which char-
acterizes the training of medical, and health
professionals, as well as its separation from
other specialties or related professional areas,
promotes the development of a professional
identity that some authors have defined as uni-
professional (Khalili, Orchard, Laschinger, &
Farah, 2013). This isolationist identity creates,
as a result, a lack of understanding of the roles
and perspectives of other professionals, and is
considered to be one of the main barriers to
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interprofessional collaboration (Khalili et al.,
2014).

Ignorance about the specific expertise of
psychologists on the part of professionals in
related areas, such as Medicine, adds to the
confusion and uncertainty surrounding social
representation of the specialism. Social rep-
resentations constitute a spontaneous form of
social knowledge that originates from personal
experiences and cultural dimensions in which
the individual is immersed (Moscovici, 1988);
they allow the interpretation of reality, giving
meaning to events and guiding actions. Social
representation theory (SRT) (Moscovici, 1988)
offers a framework to understand how groups
of people communicate about and make sense
of emerging or novel phenomena. In this view,
social representations shape interactions within
a community or organisation as well as the be-
havioral expectations that govern such ex-
changes (Moscovici, 1989). Ifit is true that it is
a social mandate that allows the psychologist
to work in a specific context, it is only the
perceived necessity and usefulness of his / her
competence in such a context that determines
his / her intervention (Carli & Salvatore, 2001).
It means that changes at the macro level, whilst
important, may not be sufficient to achieve
organizational change (Curry & Ham, 2010),
unless they are supported by changes in repre-
sentations of professionals’ everyday practices.
As a result, the integration of psychological
competence into hospital settings and the real-
isation of the benefits it can offer very much
depend on other healthcare professionals’
(particularly physicians’) representations of
Psychology as a profession.

These considerations notwithstanding, res-
earch on physicians’ representations of psy-
chological interventions in hospital settings
remains under-developed at international level,
and almost non-existent in the Italian context.
The extant research, much of which is rather
dated, mostly focused on physicians’ eval-
uations of the effectiveness of psychologists in
hospital settings, the characteristics that a psy-
chologist operating in a hospital setting should
have, or the physician’s perspective on factors
that hinder or facilitate professional collabora-
tion with psychologists. The evidence provided
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suggests that most physicians value the
contribution of psychological services in the
hospital context, with the percentage ranging
from 71% (Nethercut & Piccione, 1984) to
90% (Schenkenberg, Peterson, Wood, & Da
Bell, 1981), and that they believe that psychol-
ogists who work in hospital settings should be
reliable, friendly, empathic, helpful, and skilled
in communications. A study conducted by
Meyer-Probst, Roether and Wolfram (2002)
found, however, that although the majority of
physician endorsed the use of a holistic,
interdisciplinary approach (integrating medical
and psychological expertise), only one in five
(19.2%) had practised in this way at the begin-
ning of his / her professional career owing to
the nature of medical education. Physicians
identified three main barriers to professional
collaboration with psychologists (Kainz,
2002; Goldsmith, Wittenberg-Lyles, Rodri-
guez, & Sanchez-Reilly, 2010); these concern-
ed the time pressure under which medical
consultations and interventions are carried out
in hospital settings (e.g., need for emergency
treatment), the lack of understanding of the
objectives and techniques used in psychol-
ogical intervention (e.g., uncertainty about the
boundary between Psychology and Psychia-
try), and the differences in professional
cultures and related problems in com- mu-
nication.

Based on the above-mentioned consider-
ations, and in order to promote a better in-
tegration of medical and psychological practice,
the present study aims to study physicians’
representations of psychological intervention in
the Italian hospital context. In particular, the
exploration of physicians’ representations was
conceived in terms of the study of the collusive
dynamics operating in healthcare organizations.
According to the analysis of the demand, a
psychological theory and methodology of inter-
vention developed by Carli and Paniccia (2003)
in consulting work for organizations, the term
collusive dynamics indicates

“the emotional symbolization of the context
socially shared by those who belong to it”
(Carli, Paniccia, Giovagnoli, Carbone, &
Bucci, 2015, p. 112).



Through the emotional symbolization of the
context one activates an emotionally engaging
relational mode that is a source of implication
not only at the level of emotional imagination,
but also in terms of adaptive action (Carli &
Giovagnoli, 2011) According to this frame-
work, exploring physicians’ emotional symbol-
ization of their work context (i.e., hospital
setting) and professional practice, also in rela-
tion to that of psychologists (or the intervention
they imagine psychologists may conduct), can
provide insights about the particular demand
that physicians require of psychology, high-
lighting areas of possible application of the psy-
chological competence in the hospital context.

This study is the first attempt to explore
such issues in the Italian context.

METHOD

To explore hospital physicians’ views and
demands concerning the psychological func-
tion within hospitals, a semi-structured inter-
view protocol was created. The interview ex-
plored hospital physicians’ views about the
following topics: representation of disease;
approach to patients and models of interven-
tion; experiences of collaboration with psy-
chologists; representations of where, when and
how psychologists could be useful in the hos-
pital context; overall visions of one’s hospital
and its future; strengths and weaknesses of
one’s own work; strategies used to overcome
everyday difficulties and strategies advocated
to improve the hospital. The semi-structured
interview is particularly suited to small-sample
research, indeed the format enables collection
of rich, unexpected data. In-depth analyses of
such data can reveal unexpected findings and
help to clarify the links between cognitive,
emotional, and behavioral perspectives on the
phenomenon of interest (Cardano, 2003).

PARTICIPANTS
Individual semi-structured interviews were

conducted with 15 physicians employed in
hospitals located in central Italy. The study was
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limited to the 11 hospitals that gave their
permission to carry out research activities.
Participants were selected through convenience
sampling, considering the heterogeneity of their
medical specialty as a criterion. This criterion
has been chosen not to discuss the impact that
the different specialties have on the individual
physicians’ representations of psychological
practice in hospital settings, but to ensure a
greater richness and complexity of viewpoints.
Heterogeneity sampling (also known as max-
imum variation sampling) is hence used by
researchers when they seek a wide range of
views about a topic of interest, or want to look
at a phenomenon from different angles (Cohen
& Crabtree, 2006; Patton, 2002). Physicians
with less than one year of professional ex-
perience were excluded. Participants varied in
gender (M = 11; FF=4), age (age range: 26-81
years; M =45. 9 SD = 14.4), medical specialty,
and years in professmnal practice (range: 1-50
years; M =15.7; SD = 13.7) (see Table 1).

PROCEDURE AND COLLECTION OF DATA

Individual face-to-face interviews with hos-
pital physicians were conducted at the hos-
pitals’ facilities by two members of the re-
search team. Each interview took an average
duration of half an hour. During the interview
the order of the topics was flexible according to
the participant’s narrative flow. All participants
gave their written informed consent, after
having received detailed explanations about
the study aims and procedures (e.g., criteria of
confidentiality), and had the possibility to ask
questions. Interviews were digitally recorded
for better accuracy and transcribed verbatim.
All research procedures used in the study were
approved by the Ethical Commission of the
Department of Dynamic and Clinic Psychol-
ogy of the Sapienza University of Rome.

ANALYSIS
A content analysis, according to Losito

(2007), was performed. Content analysis is
used in many fields of psychological research,
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such as clinical, health, and organizational. In
particular, content analysis is used in explor-
atory research for bringing to light new insights
and reveal the complexity of phenomena. This
technique helps to reduce a large body of
qualitative information

“to a smaller and more manageable form of
representation” (Smith, 2000, p. 314).

Unlike other techniques of qualitative data
analysis, it also allows the transformation of
qualitative information into quantitative one,
such as category frequencies or ratings (Smith,
2000). Being suitable for studying phenomena
that are little explored or of which exist a frag-
mented knowledge (Losito, 2007), we opted
for the use of content analysis in our study. The
risk of excessive subjectivity and researcher
bias, as well as of data fragmentation are both
present in the analysis conducted with this
technique. In our study we tried to limit these
risks by involving three analysts in the coding
process, as well as by using an ecological
framework to enhance the connection between
the several aspects (categories and subcate-
gories) emerged during the analysis.

The unit of meaning or sequence was used
as the unit of analysis (Trentini, 2001). In this
context sequences are defined as narrative units
that tell a complete thought, and whose alterna-
tion coincides with a change in the subject or
direct object of the action, place, time, narrative
mode, topic of discourse or specific aspects of
same (Marchi, 1989). Sequences vary in length
and may end with any form of punctuation.
Sequences which consisted of information
about gender, age, professional specialization
or work experience; repetitions or partial rep-
etitions of interviewer questions; requests to
repeat or clarify questions; negative responses
to interviewer requests for additional informa-
tion or clarification were un-coded. Three
analysts, members of the research team, took
on the responsibility for the coding process. The
analysts compared, discussed and clarified the
meaning of the categories and subcategories
identified until there was consensus on a final
coding framework. Then, the transcripts were
independently coded by the analysts. There was
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an 83% inter-rater agreement. In case of dis-
agreement, the majority prevailed among the
coders.

RESULTS AND DISCUSSION

The presentation of results is organized
according to the categories and subcategories
identified. For each of them the number of
relative sequences are reported in order to
highlight their relevance. Relevant quotations
are also reported.

PERSPECTIVE ON MEDICAL INTERVENTION

This category included 114 sequences relat-
ed to the understandings of the goals of
medical intervention and practices, the proce-
dures used in medical interventions; the phy-
sician’s role; the relationships with patients,
colleagues, and other professionals, the role of
patient values and the conception of patient
autonomy.

Among our participants, emerged two phy-
sician-patient relationship models very similar
to those called informative (49 sequences,
43%) and paternalistic (47 sequences, 41.2%)
in the classification system proposed by Ema-
nuel, E.J. and Emanuel, L.L. (1992). These
models appeared very frequently in the inter-
view transcripts.

According to the authors, in the informative
scenario the patient is characterized by well
formed values and high autonomy, and the
physician functions as a conduit of all relevant
medical information. In our participants’ nar-
ratives emerged an intervention approach
based exclusively on clinical / organic data,
and not open to considering patients’ subjec-
tive meanings and values. Within this ap-
proach, the physician was represented as a
technical expert, and the character of the phy-
sician-patient relationship was determined by
the physician’s competence in his / her area of
expertise, as well as by his / her ability to
provide truthful factual information (quote 1).

Emanuel, E.J. and Emanuel, L.L. des-
cribed the paternalistic model as a situation
in which the patient has poorly formed values

1



regarding the medical situation. The physician
independently decides the interventions to be
taken, providing the patient with minimal
medical information. Among our participants
we identified an intervention model based on
the physician’s power and authority, where the
physician-patient relationship was grounded
on physician’s a priori trust and reliability
(quote 2). In this model the physician acted as
a patient’s guardian, discerning what was best
for his / her health with limited patient partic-
ipation and autonomy.

In the interpretive model, the patient has
inchoate values regarding the situation, and
the physician act mainly as a counselor (Ema-
nuel, E.J. & Emanuel, L.L., 1992). A small
number of references in our interviews seem-
ed consistent with the interpretive scenario (18
sequences, 15.8%) (quote 3). In this medical
intervention the physician wanted to know the
values and characteristics of the patient, and
helped the patient to understand his / her
condition and values, as well as to choose the
treatment that best suit to his / her case.

Finally, the deliberative model, which refers
to an intervention approach where the patient
has minimally formed values, and the phy-
sician works with him / her to discover these
values, and to formulate an health-related
decision, was not mentioned by our interviews.

If the patient already knows and has under-
stood his disease... he should be instructed on
the different treatment options that the Medi-
cine may provide, for example, “A new drug
is coming out on the market.... we have the
opportunity to insert you into a clinical trial...”
(quote 1). We follow the patient for through the
entire journey... this makes you truly a
reference: this is what I like, to be a point of
reference for someone (quote 2). It is always
important to understand a little bit about who is
in front of you, otherwise we are faced with a
clinical picture without the person (quote 3).

PROBLEMS AND WEAKNESSES
This category included 154 sequences in
which physicians reported obstacles to good

practice, gaps in care and other problems relat-
ed to their work.
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The problems and challenges facing the
medical profession were many and diverse
according to the participants. Problems in the
strategic and structural dimension (concerning
the political, legal, economic, and architectural
levels) (58 sequences, 37.7%) were mainly
related to the political and economic manage-
ment of the hospital (e.g., lack or mismana-
gement of funds and lack of meritocracy), and
were mentioned with reference to their impact
on physicians’ contracts of employment, pa-
tient care and hospital functioning in general
(quote 1). Problems in the psycho-environ-
mental dimension (concerning the person-
organization fit, including the expectations and
demands of both parties) (48 sequences,
31.2%) included criticisms of hospital mana-
gement and the leadership team (e.g., head
physicians), as well as competition and con-
flicts with colleagues. Many physicians also
referred to difficulties in communicating
diagnoses and prognoses to patients, and their
families and to problems with disease manage-
ment. The legal risks faced by physicians were
a crucial concern of participants and they des-
cribed how this made them practice defensi-
vely (quote 2). The main problems in the func-
tional dimension (concerning roles, functions,
and activities through which the hospital
deliver services) (33 sequences, 21.4%) were
excessive working hours, backbreaking shifts,
having insufficient time to provide a high-
quality service, and the rigid nature of hospital
protocols and roles (quote 3). Finally, in the
psychodynamic dimension (concerning the un-
conscious representations of work settings,
shared assumptions, beliefs, values, individual
and group emotions that govern everyday life
within hospital settings) (15 sequences, 9.7%,
eight physicians) (the subcategory with fewer
sequences) the main barriers and weaknesses
reported by participants were the social deval-
uation of the medical profession (quote 4), a
sense of frustration and helplessness at not
always being able to intervene effectively, and
emotional difficulties in the relationships with
the patients.

In practice in healthcare there is first the
policy and then the sick... this is not good for
the sick (quote 1).
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I try to simplify what I mean: the complaint
is always around the corner (quote 2).

We work on quantity rather than quality
and... this makes you run (quote 3).

Our profession is devaluated on a daily
basis, for a guard of 24 hours I earn seven
euros gross per hour... while a cleaning lady
takes eight (quote 4).

STRENGTHS

This category included 32 sequences in
which physicians mentioned resources, strengths,
and positive aspects of their work.

Participants made far fewer references to
strengths than problems and weaknesses (32
vs. 154 sequences) and most strengths were re-
lated to the psycho-environmental (18 se-
quences, 56.3%, 12 physicians), or psycho-
dynamic dimension (six sequences, 18.8%, 12
physicians). These two dimensions were
closely associated as patients’ gratitude and a
sense of competence derived from being able
to solve patients’ problems were regarded as
the most important satisfaction of medical
work (quote 1). Participants referred to several

functional strengths (four sequences, 12.5%,
four physicians) including the way in which
they managed their work, which often involved
drawing on personal resources and the experi-
ence (quote 2). Economic benefits and oppor-
tunities for collaboration were cited as strategic
and structural strengths (four sequences,
12.5%, four physicians).

What is gratifying is to see a person who
comes back, thanks you, is happy... you un-
derstand... she understands that you have done
all you can. This is, in my opinion, the most
important aspect of this work (quote 1).

.. Very important. Every year that passes I
see that I work better.. experience is very im-
portant (quote 2).

CURRENT AND FUTURE STRATEGIES

This category included 58 sequences in
which physicians reported their strategies for
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dealing with everyday problems (current strat-
egies), and the strategies they advocated to im-
prove their hospital (future strategies).

Participants current strategies for dealing
with everyday problems (30 sequences) mostly
involved personal engagement (20 sequences,
66.7%), 1.e., reliance on personal characteris-
tics, resources and experience (quote 1). Some
physicians complained (six sequences, 20%)
about the difficulties they have to face daily in
their work without proposing any solution,
whilst others mentioned collaboration with
colleagues or other professionals (e.g., psy-
chologist) as a resource. Some participants also
reported a defensive attitude to practice (two
sequences each, 6.7%), making use of profes-
sional power and status to negate, avoid, or
tackle problems. None of the physicians men-
tioned management solutions., 1.e., solutions
related to organizational, economic, or political
changes in hospital management.

The pattem of references to future strategies
for one’s hospital (28 sequences) was different.
Participants made criticisms similar to those re-
garding the current situation, but suggested man-
agement solutions (17 sequences, 60.7%) in-
volving substantial top-down change in the hos-
pital system and changes at the political, eco-
nomic and administrative levels. It was sug-
gested that physicians should have a more strate-
gic role in the hospital system, and that there
should be changes to financial and human re-
source policies (quote 2). There were fewer ref-
erences to complaints (four sequences, 14.3%),
collaboration (three sequences, 10.7%) or to the
use of a defensive attitude (two sequences,
7.1%). It is worth noting that personal en-
gagement was rarely mentioned in the context
of future strategies (two sequences, 7.1%,
one physician).

It’s everything. I mean... also because the
experience especially within the surgery field
is crucial, as in the medical field in general.
Also because experience lets you solve prob-
lems that you’ve already faced and step by step
you have figured out how to solve (quote 1).

Greatly restrict bureaucracy, give physi-
cians more say, especially in the organisation
of work. Physicians should also be involved in
the administration system (quote 2).

13



PSYCHOSOCIAL COMPONENT OF DISEASE

This category included 36 sequences in
which physicians referred to the concepts of
health and disease, reporting their perspective
on the role of psychosocial factors.

Analysis revealed that the majority of the
participants (23 sequences, 63.9%) considered
that psychosocial factors played a role in the
onset of disease, often constituting the cause.
However, they mainly focused on environ-
mental factors and lifestyles, personality type
and character (quote 1) or psycho-emotional
factors associated with dermatological and car-
diovascular diseases (quote 2). Some partici-
pants (seven sequences, 19.4%) considered
that psychosocial factors had an important in-
fluence on the course or outcome of disease,
determining its consequences (quote 3), whilst
others (two sequences, 5.6%) focused on their
influence on the therapeutic process and the
management of the disease, particularly their
role in determining people’s attitude towards
disease and adherence to treatment (quote 4).
Finally, some physicians (four sequences,
11.1%), considered that there was a disconnect
between the biological and psychosocial di-
mensions, claiming that non-biological factors
had no influence in the onset of disease. The
comments of a participant were particularly
striking. She argued that serious clinical
pathologies, such as neoplasia were not influ-
enced by psychosocial factors, insisting that
only pathologies with less impact on people’s
quality of life can be influenced by them (quote
5

Irascible, emotional, stressed patients... suf-
fer from cardiovascular problems with greater
frequency than the rest of the population (quote
1).

Our practical experience suggests that there
is always a psycho-emotional component in
everything related to cardiac events (quote 2)

Well, I specialise in the treatment of chronic
inflammatory intestinal diseases, in which the
mood of the patient is certainly an essential
consideration in the management of the dis-
ease. You should consider that this is a disease
that, until recent times, was considered psy-
chosomatic... Then in reality it is not so, in the
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sense that those characteristics are probably the
consequence and not the cause of the disease
(quote 3).

There are therapies that can be tedious and
it can be very important that you are able to
communicate well with the patient, to explain
why he should accept them, rather than just
doing them (quote 4).

I do not know. In our diseases, no. I mean,
it is not that you get breast cancer for this rea-
son (quote 5).

RELATIONSHIP BETWEEN MEDICINE AND PSYCHOLOGY

This category included 155 sequences in
which physicians referred to past, present, and
future relationships between medical and psy-
chological science, e.g., previous experiences
of working with psychologists and how this af-
fected their opinion of the profession, repre-
sentations of psychologists’ competence, views
about which hospital wards need psycholo-
gists, what psychologists’ tasks and functions
should be.

The overwhelming majority of references
to actual or hypothetical psychological inter-
ventions in the hospital setting (78 sequences),
in the 82.3% of the cases (65 sequences) de-
scribed an intervention focused on the patient.
Only three participants (four sequences, 5.1%)
referred to patient s family (quote 1) as benefi-
ciaries of psychological intervention, and just
two mentioned their relevance to healthcare
professionals (four sequences, 5.1%) (quote 2).
Psychological interventions in relationships
were mentioned only in five sequences (6.3%),
four referring to the physician-patient relation-
ship, and one sequence to relationships be-
tween healthcare professionals (quote 3). It is
worth noting that no physician mentioned a
role for psychological expertise at the organi-
zational level.

I have people with severe facial malforma-
tions and, therefore, psychological support is
needed both for them and for their families
(quote 1).

But here there are physicians and nurses
who do a difficult job... No one thinks about
them (quote 2).
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The remedies might be... a psychologist
who speaks with both nurses and physicians
and tries to re-establish... a little trust between
physician and patient, and between colleague
and colleague (quote 3).

Various types of psychological intervention
were mentioned (60 sequences). Most refer-
ences to interventions with patients (48 se-
quences) concerned interventions with a
supportive function (28 sequences, 58.3%),
i.e., management of the disease and the pa-
tient’s emotional response to it. Some partici-
pants also mentioned the psychologist’s role in
facilitating the adaptation to and acceptance
of the disease (nine sequences, 18.8%, five
physicians), psychological evaluation (five se-
quences, 10.4%, three physicians), as well as in
performing psychological evaluation (five se-
quences, 10.4%, three physicians), i.e., diag-
nosis and assessment of mental functioning,
and corrective interventions targeting dys-
functional behavior or beliefs (six sequences,
12.5%, two physicians). The only references
to interventions with a patient s family (three
sequences) were to facilitating adaptation and
acceptance of patient’s disease (two physi-
cians). References to interventions with health-
care professionals (four sequences) concerned
the supportive function of psychologists in
three cases, and their evaluative function in one
case. References to interventions in relation-
ships (five sequences) concerned mediation
between physicians and patients (two se-
quences), psychological evaluation to establish
the best approach to dealing with patients (one
sequence), or corrective intervention in dys-
functional relationships, e.g., where trust be-
tween physician and patient has broken down
(one sequence).

The professional relationship between phy-
sicians and psychologists (32 sequences) in the
majority of cases was characterized by discon-
nected interventions, 1.e., interventions made
independently by physicians and psychologists
without any collaboration or exchange of in-
formation other than case assignment (14 se-
quences, six physicians). Five participants
mentioned episodic collaboration (seven se-
quences), usually with reference to the use of
psychological evaluation to inform patient’s
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medical management, which are considered
as independent interventions (quote 1), and
four participants spoke about cooperation (11
sequences), i.e., an integrated approach to all
phases of patient care.

Look... he collects the history of the patient
at the psychodynamic level, to see if there is
some kind of psycho-emotional disorder, or
psychiatric disorder that justifies the patient’s
attitude (quote 1).

The settings in which psychological ex-
pertise was felt to be most relevant were the
oncology ward (10 participants), followed by
surgery, pediatrics and neonatology (each one
mentioned by five participants), and lastly the

gynecology and the obstetrics (three partici-
pants). These wards were considered to have
the psychologically weakest patients. It is note-
worthy that 11 participants declared that they
would like to have a psychologist attached to
their own ward, whilst five participants con-
sidered it would be useful to employ a psy-
chologist on all hospital wards.

CONCLUSION

Due to historical and cultural conditions, in
Italy psychologists still struggle to define a
clear, socially recognised role for the profes-
sion in the hospital context. Although interna-
tional organisations, such as the WHO, and
academics have long stressed the need for in-
tegrated models of care, an inability to tran-
scend professional boundaries and the lack of
attention to psychosocial aspects of health in-
volve limited use of multidisciplinary teams in
most Italian hospitals (Imbasciati, 2008). In
this context, exploratory qualitative research
into physicians’ representations of psycholog-
ical interventions in hospital settings provide
important evidence, which can be used to de-
velop strategies to promote multidisciplinary
care and integrated mind-body interventions.
Such data provide information about the de-
mand for psychological interventions in the
hospital context.

Content analysis of interviews with 15 Ital-
ian hospital physicians yielded evidence which
was largely consistent with the extant litera-
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ture. There was a widespread view that psy-
chological science was of limited relevance in
the hospital context (Waisberg et al., 2008).
Although our interviews provided evidence of
high demand for psychological expertise, it re-
mains the case that psychological intervention
is characterized primarily, similar to the med-
ical one, as an individual-level intervention
(e.g., targeting the patient), whose main ob-
jective is to support patients and manage emo-
tional responses to disease (including re-
sponses of patients’ family). Psychological
competence was not seen as useful in captur-
ing the relationship between the individual and
his / her environment. Such a representation
also fails to acknowledge the role that Psy-
chology can have in providing more complex
and different readings of an organizational or
social context. Physicians in our sample, did
not value psychologists as experts in human
relationships and individual-context interde-
pendence, nor did they consider them compe-
tent to intervene at an organizational level.
Psychologists were mainly viewed as diag-
nosticians or therapists (Carli, 2013a; Imbas-
ciati, 2008).

Consistent with this image, the strategies
used by physicians to handle the problems that
plague the hospital system mainly rely on in-
dividual resources, rather than on contextual
ones (e.g., colleagues and mental health pro-
fessionals). Contrary to what literature pointed
out, i.e., that mental disconnect and seeking
social support are the strategies most used by
physicians to cope with the demands and
stressors of hospital work (see Martinez-
Zaragoza et al., 2014), personal engagement
was the strategy most commonly mentioned
by our participants for addressing everyday
problems. Conflicting relationships with col-
leagues and infrequent use of collaboration as
a strategy to deal with critical issues suggest a
lack of stress protective factors (Fernandez-
Alcantara, Garcia-Caro, Pérez-Marfil, &
Cruz-Quintana, 2013) in the healthcare set-
tings considered in our study, and appear to
confirm the presence of a lonely professional
identity that fails to perceive the psychologist
as a potential resource in conflict management
and group processes (Landini, 2012).
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Thinking about the future, the physicians in
our sample advocated a top-down change in
the hospital system, thus assuming a position
of impotence and grievance, delegating re-
sponsibility for change to those at a higher
level (hospital management or policy makers).
Given that participants did not perceive them-
selves as potential agents of change in the hos-
pital system, it is unsurprising that they did not
envisage psychologists (whom they considered
to have less power and lower status) in this
role. So, an important and urgent demand for
psychology remains unexpressed. On the con-
trary, psychological competence can poten-
tially make a contribution within the physician-
patient relationship by providing counseling
and advice to the consultant (the physician)
and not only to the patient (Mannino, Mac
Lennan & Shore, 1975), or by training health-
care staff. In practice, the physicians of our
sample did not perceive themselves as poten-
tial beneficiaries of psychological intervention.

The difficulty physicians have in perceiv-
ing psychologists as a medical resource seems
to be largely related to their endorsement of a
biomedical approach, and -in line with
Allport’s contact theory (1954)- to the lack of
opportunities for formal and / or informal col-
laboration with psychologists (Schenkenberg
etal., 1981).

According to previous studies (Meyer-
Probst et al., 2002), although most of the par-
ticipants stressed the importance of psycho-
social factors in the understanding and treat-
ment of health problems, only a minority of
them described an intervention consistent with
an integrated approach (Astin et al., 2003).
Moreover, the collaboration with psychologists
was found to be episodic and uncommon. A
representation of psychology as non-essential
and substantially ancillary to medical science
(Harris et al., 2013) may prevent the realiza-
tion of the potential contribution of psychol-
ogy to medical care. Further, the introduction
of economic variables in the healthcare setting
undermines the physician-patient relationship,
devaluing the subjective and unique dimen-
sions of the patient.

The proposal from the Patient-Centered
Medicine (Levenstein et al., 1986), and later
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from the narrative Medicine (Charon, 2006;
Charon & Wyer, 2008), suggests significant
changes in training systems and working prac-
tices of healthcare settings in English-speak-
ing countries, supporting the idea that psy-
chological competence can reduce the distance
between the physician and the patient. Our data
highlight the delay with which the Italian
health system is incorporating such recom-
mendations. Despite the demand for greater
autonomy and control of patients over medical
decision-making has continued to rise in recent
decades, among our participants prevails a
model of physician-patient relationship char-
acterized by physician power and expertise,
low patient autonomy, and distance between
the two actors of the relationship. This model
of relationship can affect patients’ compliance
and satisfaction, and result into a conflictual
relationship between patients / citizens and
health systems (expressed by the increase in
patients’ protests and complaints to the sick
court) (Carli, 2013a; Rapporto PIT, 2011,
2012). This insight opens up new and interest-
ing scenarios for the psychological profession.

Our data also appear to be consistent with
the evidence provided by previous studies
(Curry & Ham, 2010), which have highlighted
how changes at the macro level (e.g., legisla-
tion) should be accompanied by changes in the
representation of professionals’ everyday prac-
tices in order to be effective. This insight gives
an indication for future interventions aimed at
favouring the inclusion of psychologists in
healthcare settings, and promote more efficient
and integrated healthcare. In particular, we
think that the promotion of joint training op-
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portunities for health professionals (physicians,
nurses and psychologists), could provide an
opportunity to create an adequate knowledge
and representation of the contribution that the
different professionals can respectively make
towards the achievement of a common goal
(promoting patients’ health and wellbeing).

This study has also some limits. The sample
for this pilot study was small and selected by
convenience. This factor, combined with the
uneven regional Italian scenarios, make our
findings not representative of the national con-
text. However, although partial, we believe that
these results can prompt future research in this
area. Indeed, to our knowledge, this study rep-
resents the first attempt to explore these issues
in the Italian context, addressing a gap in the
scientific literature. The result presented may
also be used as a basis for the development of
a quantitative instrument to explore attitudes
and representations in a larger sample of hos-
pital physicians, or of other hospital profes-
sionals (e.g., managers, nurses, social workers
etc.).

When professional identities depend on a
strong group identity, as in the hospital context,
and when there are demands at national and in-
ternational level for new and more complex
care strategies, it is necessary to rethink pro-
fessional roles and relationships (and by im-
plication the relevant social representations
which concern them) in order to deliver orga-
nizational change. We strongly believe that this
is the direction to follow, and that scientific re-
search can have a key role in this process pro-
viding important insights to conduct it.

17



PARTICIPANTS’ CHARACTERISTICS

TABLE 1

Tomai, Esposito and Rosa

Professional
Participants Age Gender experience Medical speciality
(years)
P1 41 M 8 Dermatology
P2 50 M 23 Cardiology
P3 53 F 21 Obstetrics and Gynaecology
P4 35 M 11 Obstetrics and Gynaecology
P5 38 M 7 General surgery
P6 26 F 1 Oncology
P7 37 M 5 Respiratory physiology
P8 81 M 50 Anaesthesia and intensive care
P9 64 F 39 Pulmonology
P10 29 M 2 Neurology
P11 49 M 15 Otolaryngology
P12 43 M 12 Gastroenterology
P13 55 M 23 Cardiology
P14 34 M 9 Maxillofacial surgery
P15 54 F 10 Nephrology
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