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Abstract

Background: As an important contributor to rehabilitation outcomes for
individuals experiencing acute injury, the provider-patient relationship has
attracted research attention. Conventionally, physiotherapy has prioritised
the biomedical approaches in the treatment of patients. However, recent
interest in the role of psychosocial factors in therapeutic practice indicates the
need for a comprehensive understanding of how relational dynamics impact
rehabilitation. Therefore, the purpose of this scoping review was to identify and
synthesise pertinent empirical evidence regarding the effects of psychosocial
factors on provider-patient interactions during rehabilitation for patients
experiencing acute injury.

Methods: A systematic search was conducted using CINAHL, PubMed,
Scopus, and SPORTDiscus. Studies investigating psychosocial factors
influence on the provider-patient interaction in acute physiotherapy were
considered. Specifically, studies between 2015 and 2025 were selected if
they examined psychosocial factors, including interpersonal communication,
emotional aspects, and therapeutic alliance within the context of rehabilitation.
Twenty-nine studies were finally selected for inclusion in the analysis. The
studies included patients, athletes, and health care providers.

Results: After careful selection, data from each study were analysed
and synthesised into thematic areas. Five main themes emerged: Therapist
behaviours and interactions; Patient behaviours and responses; Systemic
and Organisational Factors; Therapy Adaptations; and Geographic Disparities
in Therapy. Some themes also produced relevant sub-themes. Findings
emphasised the need for atherapeutic relationship thatencompassed: effective
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communication, person-centred care, collaborative efforts, and structural supports to enhance rehabilitation outcomes

for patients. Implications for the development of relational skills in practitioners that promote patient engagement and

improve the quality of recovery are considered and discussed.

Conclusion: Psychosocial factors are critical to successful acute rehabilitation. However, there exists a gap in translating

biopsychosocial concepts into practice to meet both the physical and the psychological healthcare needs of patients.

Introduction

The main objective of this scoping review
was to explore the psychosocial dynamics of the
provider-patient relationship in acute injury
rehabilitation. To realise this aim, a systematic
examination and synthesis of empirical studies
was employed to identify relevant patterns, and
to identify knowledge gaps that enable a broad
investigation.

Conventionally  within  physiotherapy,
research focusing on injury has been
conceptualised around physical factors, despite
evidence indicating that injury produces
significant psychosocial impacts as well [19].
Traumatic injuries can involve symptoms
such as pain, which may extend beyond
psychophysiological and pathoanatomical
changes [37,48]. Consequently, this may limit
the effectiveness of exclusively biomedical
approaches in certain contexts. Moreover,
empirical evidence from current studies
suggests that the characterisation and
experience of injury, including associated
pain, varies markedly between patients, with
psychosocial factors such as an individual’s
beliefs and expectations of the outcome shaping
the rehabilitation process [34,35,61].

From the standpoint of offering holistic
physiotherapy care to patients, biomedical
intervention methods have been characterised
by some researchers as limited and inadequate
[41]. Hence, there is a shift in attention towards
a biopsychosocial model that acknowledges the
interplaybetween contextual health moderators,
such as an individual’s socio-economic
conditions, their biological status and function,

and their culture and heritage [27,39,51]. In
considering this theoretical shift, a treatment
model has emerged that integrates physical and
psychosocial processes that strive to improve
therapeutic engagement and underpins robust
recovery [36].

Expanding on these relational aspects of
physiotherapy, a contemporary framework
known as the therapeutic alliance (TA) offers
a deeper insight into the provider-patient
interaction. This framework is enacted through
various methods to measure and evaluate the
efficacy of the therapist-patient relationship,
often termed the therapeutic alliance [23,24,59].
Also linked to the TA is relational competence
on the part of the therapist, which shapes
communication, emotional interactions, and
assesses the overall therapeutic value of their
interaction [12,31].

Consequently, the efficacy of rehabilitation,
at least in part, depends on effective
communication  which  encourages the
development of shared goals and the
transmission of pertinent knowledge [25].
Accordingly, current investigations suggest
structured, reflective, and practical training
for therapists to support the development of
person-centred, compassionate, and empathic
skills [7]. Accordingly, this training must be
supported by robust service delivery systems to
ensure continuity of care, even under resource
constraints [30].

To address existing gaps in the management
of acute injury, however, it is important to
understand how biopsychosocial, provider—
patient, and systemic factors collectively
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influence therapeutic relationships.
Accordingly, this scoping review examined
psychosocial factors that influence patient-—
provider relationships in rehabilitation settings
for individuals with acute injury. It will classify
these factors and assess their effects on
patient engagement, adherence, and treatment
outcomes. Findings should inform strategies
to improve interactions, guide research, and
support policy and training that integrate
relationally centred care while paying mind to
organisational and cultural considerations.

Methods

The present scoping review adhered to the
PRISMA-ScR checklist [55] and the Joanna
Briggs Institute [42] protocols, ensuring rigour,
expediency, and reliability. The study also
employed the Population—Concept—Context
(PCC) methodology to investigate the following
question: What psychosocial factors might
influence provider—patient relationships in
physiotherapy and rehabilitation for individuals
who are experiencing acute injury? The PCC
structure is outlined below and provides a guide
as to the eligibility for inclusion and data search
methodology (Table 1).

Search strategy

The purpose of the data search was to locate
empirical evidence regarding psychosocial
dynamics in physiotherapy and related
rehabilitation settings for patients recovering
from acute injury. The three PCC elements were
represented by a combination of unstructured
keywords and regulated vocabulary: Firstly,
acute injury was the focus of the population
element; secondly, psychosocial dynamics
such as communication, empathy, relational
competence, and therapeutic alliance were the
focus of the concept component; and thirdly,
physiotherapy and related rehabilitation
settings were the focus of the context aspect.
Combinations of these phrases and others
were used principally in the search string, as
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indicated below. To maintain both precision
and sensitivity, search strings were trialled and
continuously improved, using syntax tailored to
the indexing principles of each database.

Searches were conducted across four
electronic databases: PubMed, Scopus, CINAHL,
and SPORTDiscus. The search process was
undertaken between September 2025 and
November 2025. For PubMed, a combination
of Medical Subject Headings terms (MeSH)
and keywords in the Title/Abstract fields
(tiab) was used. This strategy captured studies
indexed under standardised subject headings
as well as those using relevant terminology in
titles or abstracts. In Scopus, searches were
conducted using the Article Title, Abstract, and
Keywords fields. For CINAHL and SPORTDiscus,
searches were performed using the Title and
Abstract field options within the EBSCOhost
interface (XB field limiter), ensuring that
retrieved studies explicitly addressed the core
concepts within article titles or abstracts. This
approach enhanced search relevance while
supporting methodological transparency and
reproducibility.

The search string included:

("acute pain ") OR ("wounds and injuries')

OR (injury) OR (injuries) OR (trauma)
OR (traumas) OR (''postoperative pain')
OR (fracture) OR ("orthopaedic injury")
OR ("hand injury") OR ("hand trauma')

A N D
("professional-patient relations") OR
("'therapeutic alliance") OR ("provider-patient
relationship") OR ("psychosocial factors') OR
(communication) OR (empathy) OR (trust) OR
("relational competence') OR ("interpersonal
skills'") OR ("patient-centred care") OR
("shared decision making") OR (rapport)
OR (""doctor-patient communication')
AND

("rehabilitation'") OR (''physical therapy
modalities') OR (physiotherapy) OR (''physical
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Themes
Therapists Behaviours &
Interactions

Therapists Behaviours &
Interactions

Therapists Behaviours &
Interactions

Therapists Behaviours &
Interactions

Athletes/Patients Behaviours
& Responses

Athletes/Patients Behaviours

Direction - Guidance

1.1. Relationship-building

1.2. Communication &
Information Clarity

1.3. Empathy, Emotional
Support & Encouragement

1.4. Shared Decision-
Making

2.1. Identity & Attitude

2.2. Self-Regulation
[Motivation, Coping & Self-

& Responses
P Management]

3.1. Funding, Staffi
Systemic & Organisational unding, Staffing,

Factors

Systemic & Organisational

3.2. Environmental &
Factors

Privacy Concerns

Cultural & Remote

4 Th Adaptati
erapy Adaptations Adaptations

Geographic Disparities in
Therapy Provision

therapy") OR (''rehabilitation processes')
OR ('"adherence to rehabilitation") OR
("rehabilitation participation") OR ("exercise
therapy') OR ("sports medicine'") OR (“hand
therapy”).

Eligibility criteria

Primary research and clinical trials with
mixed-methods, qualitative, or quantitative
approaches were considered. These included
studies with only adults as study participants,
or participant groups of both adults and minors.
In addition, studies with both acute and chronic
phases were also considered if outcomes
relevant to acute rehabilitation were readily
identifiable. Publications were excluded for
the following reasons: if they were principally
on chronic pain or injury; only abstracts were

Access, Policies & Design
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Studies

(2], [8], [9], [11], [14], [17], [20], [22-27].
(11, [2], [5], [7-9], [11], [16], [18-20], [22], [24-26].
[2], [8], [10], [11], [15], [17], [29].
(11121, [7], [8], [11], [20].
(2], [4], [6], [18], [26].
(11, [2], 4], [6], [10], [13], [18], [20], [21], [22], [24], [26], [28].
[2], [3], [10], [14-16], [25], [27].

[4], [9], [11], [12].

(31, [8), [111, [17], [19].

[14], [20], [23].

available; were unrelated to psychosocial
perspectives; featured only minors; or were
non-primary research. Lastly, to enable proper
representation of contemporary knowledge,
capture emerging developments, and to identify
relevantknowledge gaps - only studies published
between 2015 and 2025 were considered.

Study screening and selection (Figure 1)

Prior to a full-text review, the identification
and selection process was performed in phases
- commencing with a thorough electronic
database search, followed by an evaluation of
articles' titles and abstracts. Screening was
performed by the lead researcher and reviewed
by the three other co-researchers, with any
disagreements were resolved through discussion
to reach consensus.

Akpan U, et al. (2026) J Biomed Res Environ Sci, DOI: https://dx.doi.org/10.37871/jbres2305
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Recordsremoved before
Records identified from: screening:
Databases (n=3, 827) Duplicate records removed
CINAHL (n =705) - (n=26)
Scopus(n=2,135) hi
PubMed (n =690)
SPORTDiscus (n=297)
Records excluded fornot
Recordsscreened »| meetingthe initial eligibility
(n=3, 801) requirement:
(n=3, 685).
Reason:
* Abstractonly.
* Chronic pain/Injury only.
* Notlinked to Psycho-social
perspectives

Full text articles assessed for
eligibility
(n=116)

A4

Full text articles excluded for
other reasons: (n=87)
Reason 1(n =6 ): Minors only

Reason2(n=381):Non-
primary studies/Editorials

Final included studiesinthe
review
(n=29)

Figure 1 Prisma flow diagram.

Thereafter, a total of 3,827 papers were
obtained from four databases, including CINAHL
(n =705), Scopus (n = 2,135), PubMed (n = 690),
and SPORTDiscus (n = 297). After deleting 26
duplicates, 3,801 were screened for relevance.
Of those screened, 3,685 papers were removed
for not meeting the review's initial eligibility
criteria. The remaining 116 full-text papers were
further reviewed, and another 87 were excluded
for being non-primary studies or dealing with
only minors as study participants. Finally, a
total of 29 studies were selected and retained for
analysis.

Data extraction and analysis

A comprehensive review of each study (n=29)
was conducted, and the following information
was extracted: (1) author/year/country, (2) study
title, (3) study aim/focus, (4) design/method/
participant/setting, (5) themes/main findings.

JOURNAL OF BIOMEDICAL RESEARCH & ENVIRONMENTAL SCIENCES Issn:| 2766-2276

In addition, a quality assessment of the studies’
outcomes was performed using criteria adapted
from the JBI critical appraisal framework [40]
(see pppendix 1 in the supplementary Fild).

Selected studies wused a variety of
methodological techniques. The majority were
qualitative, utilising both semi-structured
interviews and focus groups. Several qualitative
studies examined patients' and therapists’
perspectives, with some reporting the use of
biopsychosocial approaches to investigate
behavioural patterns in rehabilitation. A
limited number of studies utilised quantitative
methods, specifically cross-sectional surveys
or observational methods. These studies used
validated patient-report metrics to study
empathy, resilience, social functioning,
psychosocial factors, and adherence, with
data analysed using regression, correlation, or
factor analysis. Mixed-methods approaches
were even less common, with feasibility studies
using qualitative interviews as a precursor to
intervention testing also included.

Research participants were diverse. They
included adults with concussion or traumatic
brain injury, anterior cruciate ligament rupture
or reconstruction, whiplash, burns, spinal cord
injury, musculoskeletal trauma, and various
fractures including shoulder, ankle, hip, and
Lisfranc fractures. The participants' ages ranged
from adolescents to mature adults. Participant
numbers are normative and varied according to
conventions in theoretical orientation and study
design.

The study focused on rehabilitation-related
experiences, perspectives, and priorities
reported by patients and therapists. New
interventions, including virtual clinics, shared
decision-making tools, and stress inoculation
training, were also examined for their viability
and utility to patients and therapists. In general,
the records offered a comprehensive overview of
rehabilitation experiences in acute, outpatient,
community, telemedicine, and sports contexts.

I Akpan U, et al. (2026) J Biomed Res Environ Sci, DOI: https://dx.doi.org/10.37871/jbres2305
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Results
Study features

The present scoping review is comprised
of twenty-nine papers from the following
countries: Australia, Brazil, Canada, Denmark,
Ireland, Israel, Italy, New Zealand, South Africa,
Sweden, United Kingdom, and the United States
of America; all the countries included draw
heavily on traditional western medicine praxis.
The prevalence of qualitative studies in the
review reflects a significant interest in exploring
lived experiences, relational, and psychosocial
engagements between health practitioners
and clients. Additionally, quantitative and
mixed-method designs provide complementary
perspectives by measuring, contrasting, and
integrating psychosocial and clinical factors.

All included studies underwent rigorous
quality appraisal (Appendix 1, Supplementary
). High-quality studies, as classified by
our review process, presented rich participant
voices, iterative and reflexive coding,
triangulation and member checking, with
findings clearly grounded in data. Studies
appraised as moderate to high quality also
showed robust methodological approaches with
well-supported conclusions; but often with
less detailed description or details of review.
Those rated as moderate or lower quality
displayed some methodological limitations but
nonetheless contributed relevant insights into
patient—provider relational dynamics.

Data synthesis

In each paper analysed, psychosocial
dynamics were considered to be essential in
facilitating an effective provider-patient dyad
in acute injury rehabilitation settings. Patients
rated empathy, communication, and therapeutic
partnerships as valuable components in their
engagement and recovery outcomes. These
observations were consistently supported by
the quality appraisal, which highlighted that

JOURNAL OF BIOMEDICAL RESEARCH & ENVIRONMENTAL SCIENCES Issn:| 2766-2276

high-quality studies - including rich verbatim
quotes, diverse perspectives, and transparent
analysis processes, confirming the robustness
of the findings. Mutual regard and trust in the
therapeutic relationship were an indication of
patients’ motivation to adhere to rehabilitation
protocols. Therapists frequently highlighted
collaborative planning, goal-setting, and
tailored = communication as  important
elements that fostered patient engagement.
Patients stated that therapist’s guidance and
their continual monitoring throughout the
rehabilitation process boosted their motivation,
confidence, and commitment.

In contrast, however, therapists and
patient also described adverse experiences in
rehabilitation. These include therapists limited
relational and psychosocial skills; a power
imbalance between therapists and patient;
limited support and collaboration; ineffective
communication; and therapists' autocratic
behaviours. Even in high-quality studies, gaps
between participant expectations and clinical
practice were reported, highlighting challenges
in the enactment of relational competencies.

Several studies also identified specific
disparities between patient and therapist
perspectives. Patients wanted to be involved in
decision-making about their care, while some
therapists reported that relational competencies
and collaborative decision-making were not
always achievable. Although a positive provider-
patient relationship was considered desirable, it
was notalways realised in practice. Furthermore,
patients’ expectations and willingness to engage
in shared decision-making were contingent
on relational competencies from both parties.

Mixed-methods and quantitative research
revealed that therapeutic relationships,
empathy, client engagement, and self-

compassion were positively associated with the
rehabilitation outcomes. These results indicate
that studies with rigorous methodological
procedures produced highly credible and well-

Akpan U, et al. (2026) J Biomed Res Environ Sci, DOI: https://dx.doi.org/10.37871/jbres2305
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supported findings regarding psychosocial and
relational factors in rehabilitation.

Study participants

The review's twenty-nine publications
included a broad spectrum of participant
populations, including different types of
patients and medical professionals. The study
population ranged from adolescents to older
adults, with many focusing on clients receiving
physiotherapy or multidisciplinary therapy.
Emergent themes are listed in table 2. A full
descriptive breakdown of the studies is shown in

in the supplementary file.

Theme 1:
Interactions

Therapists' Behaviours and

Therapists' relationship building: In relation
totheacuterehabilitationenvironment, patients’
perceptions and interactions with therapists
were recorded in many studies [2,11,47]. Beyond
making a positive initial impression, therapists
were described by patients in terms of their
professional qualities such as commitment,
competence, trustworthiness, respect, caring,
and the empowerment they engendered
(22,50,52]. Further relationship building
behaviours included politeness, attentiveness,
validation of clients’ symptoms, obtaining
consent, seeking co-operation, and developing
personal interactions with patients [22,32,43].

With respect to clinical practice, therapists
were described as engaging in early intervention
and implementing rehabilitation exercises with
patients[56,58,60]. Withregard totheir patients,
they also considered social, psychological,
and occupational aspects in therapy sessions,
consistent with the biopsychosocial approach
[60].

Incontrast,somereportsnoted thattherapists
provided limited guidance and support during
therapy [13,47,56]. Similarly, instances of
uniform treatment and authoritative approaches
by therapists were noted in some sessions
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[11,53]. Additionally, reports noted examples
where therapists provided limited attention
to individual’s needs, restricted therapeutic
interactions, inhibited warmth, and reduced
levels of counselling during patients’ recovery
experiences [2,50,52]. Overall, differences
in therapists’ behaviours and interactions
were observed in the context of the provider-
patient relationship. Additionally, some of the
interactions were pro-active and sought to
form an effective patient-therapist alliance and
thus demonstrated psycho-social skill, but this
pattern was not uniform.

Therapists’ communication and
information: = Communication  behaviours
of therapists within rehabilitation were

described across studies as differing in form
and delivery. These accounts included attentive
and patient-centred approaches, the use of
inclusive language, two-way collaborative
communication, constructive feedback, and
eliciting patients' inputs [11,22,44,50]. Other
accountsdescribedstaff-dominateddiscussions,
the absence of personalised communication,
interruptions, the use of abstract language and
assumptions, expressions of pity, authoritarian
communication behaviours, and the use of harsh
tones during patient—therapist conversation
(11,53].

Furthermore, the timing of information
provided to patients across different stages
of recovery was highlighted across studies.
Reports included early counselling practices,
diagnostic communication, phone calls, advance
information before meetings, and delayed advice
at some recovery stages [8,10,56].

In relation to therapists’ approaches to
communicating with patients or educating them
about their health concerns, accounts described
variable practice in the clarity of information
provided. Studies reported structured education,
guidance, explanations regarding patients'
conditions, access to information on treatment

Akpan U, et al. (2026) J Biomed Res Environ Sci, DOI: https://dx.doi.org/10.37871/jbres2305
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options, recovery processes, and managing
patients’ expectations, including exercise goals,
intention/ planning for impact, and recovery
expectations [1,8,13,22,38,45,47,58].

In contrast, patients described receiving
conflicting information from therapists,
including differing diagnoses, inconsistent
advice, and changes in initial assessments
[8]. Additionally, varied messaging from
different therapists was reported in relation to
understanding accident conditions, differing
interpretations of recovery concepts, and
delayed or unclear communication regarding
recovery time frames [38,58].

Continuing the dimension of communication,
studies described different formats and
communication approaches employed by
therapists with patients. Tailored learning
formats included handouts, emails, videos,
verbal interaction, printed materials, and other
textual or visual resources [1,2,8,13]. Additional
communication-related approaches included
personalised information about symptom
recognition and medical challenges, feedback
styles, reminders, and humour [1,2,11].

However, reports also documented the
absence of personalised communication in
some settings during therapy sessions and the
use of pen-and-paper drawings described as
being of limited utility [11,13]. Overall, and in
relation to provider-patient interaction within
therapy, studies documented variations in
therapists' communication style, the timing of
pertinent information, and contrasting formats
of communication and information delivery.

Therapists’ empathy and emotional support:
Therapists’ behaviours directed toward patients
during early-stage rehabilitation included
relational empathy [16,43,63]; within the same
context, some studies documented supportive
behaviour from therapists that included
reassurance, encouragement, and reminders to
patients of the importance of physical activity
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for recovery [2,8]. In addition, therapists
maintained cheerful tones during therapy
sessions and validated patients' symptoms
with politeness and attentiveness [22,33]. They
also expressed a desire for further training on
emotional and/or mental health support [33].

Notably, however, some therapists focused
on task completion without providing additional
emotional or psychological input, with these
behaviours reported as limited in scope for
addressing psychological aspects [22] of patient
care. Moreover, there were reports of therapists’
spontaneously touching traumasurvivorsduring
therapy, suggesting a lack of consideration for
patient’s perceived physical safety [22].

Therapists’ Decision-Making: Evidence
on shared decision-making (SDM) within
rehabilitation settings identified variability in
therapists’ approaches to patient involvement
and collaboration. Specific studies reported
that therapists delivered SDM to patients who
noted that that opportunities were afforded
to them to engage in treatment decisions, and
that their experiential knowledge was included
[1,10,22,47]. In contrast, the planning of some
therapy sessions was described as guided
by the therapist; limited in scope due to the
facilities available; and having to adhere to
guidance provided by government agencies,
with variability in format and content across
sessions noted [1]. Several studies also noted
that therapists did not routinely enquire about
patients’ personal goals, and patients had
limited opportunities to voice preferences or
participate in care decisions [2,11,22]. Overall,
decision-making practices by therapists were
reported to vary both in terms as of the degree to
which patients were involved, and in the extent
to which their input was incorporated into their
programme of rehabilitation.

Theme 2: Patients Behaviours & Responses

Patients’ Identity and Attitude: Patients’ or
athletes’ identity and attitude were reported

Akpan U, et al. (2026) J Biomed Res Environ Sci, DOI: https://dx.doi.org/10.37871/jbres2305
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alongside accounts of their conditions and
included their observed behavioural responses
during injury recovery. Findings included
psychological factors such attitudinal set, and
athletic identity and were assayed in relation
to patients’ perseverance during rehabilitation
whilst they experienced painful symptoms
during injury recovery [2,6,9,44,58]. Another
study described athletes playing through injury-
related pain as part of their sport, a perception
noted in relation to their effort and fitness
during rehabilitation [44]. However, the absence
of physical activity was reported alongside
changes in athletic identity in the context of
injury recovery [6]. Collectively, this evidence
highlights the need to carefully consider
patients' identities and attitudes during studies
investigating rehabilitation experiences.

Self-Regulation (Motivation, Coping, and
Self-Management): Patients’ self-regulation
in rehabilitation was reported by recording a
variety of observed personal strategies. These
included self-initiation of physical activities
(cycling and trekking), enjoyment of exercise,
and self-monitoring of fitness [1,6,58].
Similarly, patients’ recognition of functional
improvements through individual goal setting
across physical, social, mental, and emotional
domains was reported in relation to patient
motivation in therapy [2,49]. Within the
same context of self-regulatory approaches,
patients’ self-compassion was reported as
being associated with psychological well-being
during rehabilitation [62].

In addition, patients employed several
self-management strategies including belly
breathing, body scanning, stress inoculation
training, coping statements, and guided
problem-solving in rehabilitation, with
some patients describing these strategies as
challenging [29,47,50]. Furthermore, it was
reported that some of these exercises had
limited efficacy in relation to fostering patients’
self-management during recovery [47].
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Strategies reported by patients to manage
fear and anxiety following injury included the
avoidance of contact or collisions; in addition,
certain movements prior to injury that were
previously considered to be innocuous, were
now described as unsafe [9,53]. Furthermore,
during recovery and in the context of self-
management strategies to aid recovery -
patients’ adaptation to fatigue, stress and
activity participation was reported [53]. Athletes
recovering from injury described perceiving
pain as a warning and as a signal to protect
the affected area [44]. Interestingly, patients
described the psychological and physical
challenges of managing pain through the trial-
and-error of various psychosocial strategies
[2,44,53]. Patients also described coping during
rehabilitation through support from family and
friends [16,471].

However, some patients reported hesitancy
to discuss their pain management issues with
family members, limited assistance from
close individuals, and in some instances felt
overly protected by their families [2,16,47].
In summary, studies reported both intrinsic
and external forms of coping, motivation, and
self-management by patients during injury
rehabilitation alongside experiences described
as satisfying or challenging.

Theme 3: Systemic & Organisational Factors

Funding, Staffing, Access, Policies, and
Design: Funding, staffing, and access-related
issues were reported across studies in relation
to physiotherapy services. Financial and work-
related demands were reported in relation to
the provision of therapy for patients, including
references to funding structures that inhibited
access to care [38]. Likewise, a study described
the scheduling of key-point appointments and
gym programs in relation to cost considerations
in certain service settings [60].

In addition to concerns around funding and
patient access to therapy, other organisational
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factors that influenced the provision of care
included resource availability and service
capacity. Specifically, best practice advice was
described as both acceptable and financially
realistic, whilst follow-up care was reported in
the context of available resources [56].

Several studies reported staffing-related
aspects of physiotherapy services. Some patients
reported hesitancy in seeking help during
recovery as they perceived staff stress and/or
shortages [2]. Staffing issues were perceived
by some patients to be linked to late referrals
and poor patient-therapist engagement
which included the inconsiderate scheduling
of appointments [16]. From the therapists’
perspectives, staffing challenges within hospital
settings were reported, including high patient
volume and quick discharge scheduling [16].

Physiotherapy staff education, particularly
trainingwasreportedasafactorinphysiotherapy
practice [38]. Within this context, some
therapists were described as being unfamiliar
with relevant standardised assessments used to
assess patients’ psychosocial needs [32]. A study
also reported that patients received informal
emotional support from their therapists in some
instances [33]. Whether this support reflected
recognition of mental health symptoms or
referral to a specialist was not entirely clear.
Some therapists acknowledged a gap in their
education and reported needing training in
psychosocial care [33].

Ease of access to physiotherapy services
and multidisciplinary support was a recurring
organisational theme in the analysis. Studies
noted that timely access to therapy was evident,
but in some settings, delays and variability
in community provision were observed [33].
Furthermore, patients’ need for psychological
and social work support within certain therapy
services was also reported, but referral
mechanisms for them often failed [16]. In
addition, limited access to rehabilitation for
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some patients, including the non-availability of
specialised burn units, was also reported [16].
Collectively, in relation to organisational factors
that affected the provision of physiotherapy
services, structural financing, staffing,
education, and service access for patients. All
featured prominently.

Within this broader organisational context,
current healthcare practices were reported as
focusing on injury management and functional
outcomes, with limited reference to patient-
centred care, including relational engagement
[38]. Other institutional and practical barriers,
such as limited services for burn management,
were observed [16]. Within the context of
service structure, a study reported limitations
of screening methods for psychosocial factors
included constraints on potential scope [32].
Additionally, the reported influence of historical
tradition, medicolegal considerations, and
differences in post-fracture rehabilitation
guidelines is reflected in the observed variation
in early weight-bearing therapies [5]. These
highlight organisational and system conditions
in rehabilitation settings, including service
variability, policy constraints, and institutional
practices in which provider—patient interactions
occur.

Environment and Privacy Concerns:
Numerous studies reported rehabilitation
experiences alongside descriptions of the
suitability of the physical environment. The
provision of physiotherapy was reported in
a range of settings, including competitive
performance environments, calm and secluded
spaces, and facilities described as noisy, chaotic,
or brightly lit [6,13,22]. With reference to
privacy, patient’s experiences were recorded in
relation to therapists' gender and the physical
privacy they were afforded. Male patients were
reported that they were directed to remove
garments during therapy, while female patients
were described as having varied experiences
regarding their physical exposure [26].
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Similarly, patients reported that attempts were
made to maintain their dignity [26]. Overall,
studies reported various aspects of the physical
environment, and the privacy that was afforded
to patients’ during rehabilitation sessions.

Theme 4: Therapy Adaptations

Cultural & Remote Considerations: Studies
described adaptations in physiotherapy and
rehabilitation therapy in relation to patient
engagement and reported care experiences.
On such adaptation described in the literature
stemmed from the suggestion from patients
to adapt delivery to a culturally appropriate
telehealth approach which is both a trauma-
informed and holistic [22,43]. Furthermore,
suggestions to incorporate cultural traditions,
such as traditional dance, storytelling, or
outdoor sessionsintotherapywerealsoreported,
while some patients suggested minimal cultural
integration of practice [43].

Studies also described the use of both
remote and in-person therapy approaches in
rehabilitation care services. In view of this,
patients suggested hybrid care models described
as combinations of in-person and telehealth
approaches [43]. In addition, different patient
experiences were reported in relation to remote
rehabilitation practice [8]. Certain patients
described the use of virtual platforms for
follow-up and continued engagement with
care [5], while others described challenges with
remote care strategies, including ineffective
communication, technological disruptions,
concerns regarding privacy, and limited
physical, face-to-face interaction [43]. In
another account, in relation to the provision
of remote therapy, patients reported limited
confidence in the assessment of symptoms
[43]. In addition, in this study technology was
described as supporting clinician skills, rather
than replacing interpersonal skills [45]. Overall,
within the context of acute rehabilitation, these
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findings report patients’ accounts that outline
cultural considerations that could potentially
inform therapy adaptations and suggest ways to
adapt modes of delivery.

Theme 5: Geographic Disparities in Therapy
Provision

Geographical variation in the provision of
therapy was documented across the reviewed
studies. In the United States, some of those
studied reported attending sessions primarily
for insurance purposes, despite expressing
doubts about their diagnosis [52]. The same
study also mentioned a patient who stated that
the costs incurred did not match meet their
expectations regarding recovery [52]. In a
similar geographic context, therapists reported
a reluctance to address psychosocial concerns
in relation to medical resistance and payment
constraints, and screening methods were
described as limited in some instances due to
funding-related issues [32].

In Brazil, negative aspects of therapy
experiences included challenges in accessing
benefits [47]. Within the remaining geographical
contexts represented in the included studies,
insurance-or benefit-related constraints were
not explicitly described in relation to therapy
provision. These reports therefore reflect
geographically specific features accompanying
therapy experiences across national contexts.

Discussion
Overview

This scoping review suggests that acute
pain and injury rehabilitation is experienced
not solely as a technical or biomechanical
process, but as a fundamentally relational and
meaning-laden engagement which influences
patients' health and well-being. Across
different acute-injury contexts, psychosocial
dynamics, particularly therapist behaviours and
communication practices influenced treatment
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outcomes. Additionally, the structural and
organisational conditions under which
treatment was delivered influenced patients’
psychological engagement. Rather than being
regarded as supplementary skills subordinate
to clinical expertise, the psychosocial, relational
dynamics between patient and provider, in the
context of physiotherapy, featured prominently
alongside patients' interpretation of clinical
guidance, their engagement with therapy, and
with regard to their recovery - influenced their
expectations [2,22,43]. The appraisal further
highlights that in studies rated as moderate
or lower quality, relational and psychosocial
observations were observed, but limited by
methodological limitations (e.g., sample size,
single-site data collection, or measurement
constraints) [REFS]. Conversely, studies
appraised as high-quality were characterised
by steps taken by the researchers to ensure that
the data was trustworthy or reliable. Overall, the
findings align with the biopsychosocial model,
not merely as a conceptual framework but as
an aspect of patients and practitioners lived
experience [39,51].

Importantly, this alignment extends beyond
the simple acknowledgement of biological,
psychological, and social domains; the reviewed
evidence demonstrates how biopsychosocial
dimensions dynamically interact during
patients’ rehabilitation. The biopsychosocial
approach is conceptualised as a counterpoint to
the biomedical model [27,39,51]. Accordingly,
patients’ recovery progressions are shaped
through the continuous adaptation between
bodily  symptoms, personal  meaning,
and interpersonal context. Therefore, the
biopsychosocial perspective views rehabilitation
as an emergent, complex process rather than a
linear clinical intervention.

This complexity occurs as a result of the
psychological meaning-making in interactions;
the implications of therapeutic treatment
in relation to patients’ identities; physical
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impairment - be it acute or lifelong; and
consideration of patients’ social circumstances.
These patterns were observed across all
documented acute rehabilitation settings,
indicating that psychosocial processes are not
condition-specific, but are present across the
breadth of rehabilitation practice [27,61].

As a scoping review, this synthesis does not
imply causality. However, the convergence of
findings across studies, alongside evidence of
strong methodological rigour identified through
quality appraisal, suggests that relational and
contextual factors are present and can act
as obstacles or enablers in the rehabilitation
experiences of patients. This convergence
supports the contention that rehabilitation
which focuses wholly on biomechanical
assessment and therapy is missing a key
component — specifically that biopsychosocial
insights, applied by the practitioner, are central
to therapy effectiveness.

Therapists’ communication as meaning-
making

Effective communication appeared as a
fundamental organising structure through
which patients made sense of the pain they were
experiencing, processed the injury diagnosis,
understood the prognosis, and familiarised
themselves with their rehabilitation program.
This perception differs from the typical
understanding of communication, as merely
the passing of clinical details from therapists to
patients.

Therefore, effective communication
serves as a vital conduit linking injury history
to the interpretation of the rehabilitation
proposed, and the social validation of the
therapist. In this sense, explanations offered
by therapists' influence, perceptions of their
efficacy, the coping responses of the patient,
and patients’ behavioural engagement with
their rehabilitation. Aligned with the current
insight, individualised, consistent, and simple
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communication approaches were observed to
correspond with patients' understanding and
avoidance of disorientation when undergoing
rehabilitation [2]. Conversely, ineffective
communication approaches were reported
alongside patients’ confusion, withdrawal,
and anxiety [8,33,38,47,58]. Similarly, other
behaviours such as employing harsh tones, staff
dominatingdiscussions, or interrupting patients
were described in relation to patients’ limited
autonomy and interaction with the process of
rehabilitation [11]. Similarly, communication
involving multiple therapists exists alongside
limited continuity and coherence in therapy,
with patients reporting limited understanding
and confidence in the treatment procedures [58].
These patterns may be viewed as disruptions
to therapeutic alliance cultivation, whereby
breakdowns in communication undermine
shared understanding and weaken collaborative
engagement.

This evidence is consistent with the
established communication framework within
the healthcare context, which explains that
the content and understanding of information
shared may depend on the way it is delivered
[18,54]. While this review is not about causal
relationships between factors, the findings
outline the role of effective and ineffective
communication as they relate to therapists'
intentions and patients' behavioural
responses. Additionally, this evidence presents
communication as a fundamental therapeutic
tool in acute-injury rehabilitation, and not just
a supportive psychosocial skill.

Therapists’ emotional engagement and
the limits of biomedical safety

Psychological support offered by therapists
was reported as critical to patients’ recovery.
Evidence confirms that patients’ experiences
of psychological safety in difficult and early
phases of recovery correlated with therapists'
empathy and emotional resources [16,43,63].
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Conceptually, psychological safety represents
the experiential expression of a strong
therapeutic alliance, enabling patients to endure
uncertainty and pain whilst recovering from an
acute injury.

In addition, patients’ trust, openness, and
resilience during recovery was identified as
being associated with therapists’ emotional
responsiveness [16,43]. Conversely, where
therapists prioritised task accomplishments
over patients’ psycho-physical well-being,
reports described limited attention to emotional
or psychological support and the patient’s
emotional safety [22].

Regardless of the growing recognition of
the biopsychosocial contribution to healthcare,
evidence from patients’ and therapists’ accounts
suggests that clinical practice continues to
emphasise biomechanical assessments and
treatment, with patients’ emotional and
psychosocialneedsoftenremainingunaddressed
[11,22,32,38,50]. This differential in practice
suggests that a persistent implementation gap
exists between the documented support for
biopsychosocial care and its operationalisation
in everyday clinical environments, versus the
hegemony of biomechanical focused assessment
and therapy.

With regard to psychosocial support, there
appears to exist a gap between the professional
intentions and patients' actual experiences,
with specific regard to how emotional support
is conceptualised within rehabilitation practice.
Finally, the findings reveal a rehabilitation
ecosystem whereby psychosocial responsibility
in acute contexts remains uncertain and
inconsistent, with limited structural support for
relevant education or training of therapists.

Therapists’ decision-making

Asreportedinseveral studies[10,22,47,52,60]
shared decision-making (SDM) remains within
the intersection of three critical factors, namely
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professional authority, the organisation of
provision, and relational care. These factors
linked to shared decision-making in patient
care can be understood through relational
competence its general therapeutic value
[12,31], and the reinforcement of patients’ sense
of agency and partnership.

In various contexts, collaborative approaches
were reported alongside SDM’s supportive role.
Despite this evidence, collaborative decision
making between some therapists and patients
was highlighted as partial and inconsistent.
Where a large proportion of decision making
remained under the locus of the therapists’
authority,itresultedinlimited choiceforpatients
[1,11,22,60]. Such long-standing hierarchical
structures within healthcare indicate that
in certain environments institutionalised
power dynamics can limit meaningful patient
participation.

4.5. The heterogeneity in practice was
observed alongside systemic factors, including
training and organisational legitimacy,
instead of being driven by therapist intent
[17,28]. Interestingly, the evidence illustrates
the presence of power imbalances in clinical
settings, even  within  patient-centred
approaches of rehabilitation [11,28]. Overall, this
highlights SDM as a tool to engender relational
and organisational engagement across clinical,
organisational, and social levels. Additionally,
gaps in collaborative practices coexist with
persistent power imbalances between providers
and patients, highlighting the interplay between
shared decision-making and broader relational
and organisational dynamics. These areas
warrant further investigation.

Patients’ identity, attitude, coping and
the emotional push for recovery

Building on the discussion of shared decision-
making and relational dynamics, the studies
also highlight the role of patients’ identity,
attitudes, coping strategies, and emotional
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drive as they navigate through rehabilitation.
Challenges to identity, addressing non-
facilitative attitudes, and sense-making within
the context of rehabilitation are manifest in
the reviewed literature. Depending on their
circumstances when experiencing injury and/
or rehabilitation, patients’ identities can be
informed by their personal, athletic, and/or
occupational circumstances. Consequently, at
any given time there can be multiple identities
that shape patients' motivation and engagement
in therapy [6,44].

Injury and pain were associated with
identity disorientation and consequently a
weakened sense of self, and a variety of other
negative emotions [6,44,53]. Viewed from a
biopsychosocial perspective rehabilitation
extendsbeyond functional recoveryand becomes
a process of identity maintenance, and in some
cases reconstruction, mediated through social
interaction, and facilitated via the therapeutic
relationships - and personal meaning-making.
Interestingly, encouragement toward recovery
from injury-related pain was described as
facilitating the adoption of optimistic attitudes
in patients [58], thus revealing that, despite the
challenge that injury and rehabilitation present
to a person’s identity, the judicious deployment
of psychosocial skill can aid recovery.

In relation to identity and attitude, patients’
personal and emotional drive for recovery was
researched and documented. In this context,
coping and self-management strategies such
as cross-training, hobbies, and self-reflection
were employed by patients and described as
efforts to achieve a positive recovery [44,58].
During recovery, other self-regulation or
personal strategies, including enjoyment of
exercise and self-initiated activities (cycling
and trekking), were reported by patients and
were linked to intrinsic motivation [1,6,58].

Self-compassion remained part of patients
adopted psychological approaches during
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recovery, with those who possessed higher
self-compassion experiencing more positive
rehabilitation engagement, and psychological
well-being [62]. In a similar way, personal goals
set by patients were described as a strategy
supporting physical rehabilitation, with patients
who set higher-graded goals reporting better
outcomes regarding their physical well-being
[49]. However, the holistic understanding of
injury rehabilitation in a psychosocial context
remains limited and approaches to the self-
managed recovery from painful injury remains,
in many cases, trial-and-error [44,47].

To compliment self-driven efforts, patients
were described as seeking, and in some cases
relying on support from family and friends.
As alluded to previously, being in receipt of
such assistance holds benefits, but it was
reported that it can also engender complex
unforeseen dynamics that can complicate injury
rehabilitation [47].

In combination, the interplay of disrupted
identity, adaptive and maladaptive emotional
coping responses, limited external support, and
inconsistency in clinical and self-management
approaches to the treatment of pain, creates
a knowledge gap and results in the need for
psychosocial factors to be considered in the
assessment and treatment of acute injuries
[45]. It also necessitates the conceptualisation
of injury recovery not as time-bound physical
rehabilitation, but as an identity challenging
process, that necessitates structured and
consistent approaches to treatment.

Systemic, organisational, and
environmental factors in relational care

With regard to systemic and organisational
factors in the provision of acute healthcare, it
is important to consider the implications for
biopsychosocial care practices. Factors such
as shifting policy priorities, work and/or time
pressure, limited funding, staffing deficits,
poor referral mechanisms, limited education
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and training were observed across a variety of
contexts. When combined with therapy delays,
inconsistent community services, and other
constraints certain patients faced limited
rehabilitation services and therapists were under
pressure to prematurely discharge patients. This
resulted in in suboptimal discharge scheduling,
and therefore, in certain cases, patterns of
readmission [16,32,33,38,56,60].

In view of the challenges identified in
the literature, organisational and systemic
considerations were reported as key factors
in rehabilitation practice and should be
given priority, Clearer guidance, structured
workflows, and enhanced coordination were also
identified as elements that could support more
consistent and effective practice. Furthermore,
the biopsychosocial model extends beyond
one-to-one clinical practice and postulates
that organisational environments function
as social and environmental determinants of
rehabilitation. Therefore, relational care may be
conceptualised as structural rather than solely
clinical in nature.

Equally interesting are the environmental
and privacy factors that were observed alongside
psychosocial engagement in physiotherapy.
Such factors included a noisy domain, poor
spatial design, and limited privacy which were
described as conditions thatdecreased emotional
comfort and resulted in an unwillingness
for patients to participate in the recovery
processes [16,22,26]. Conversely, competitive
rehabilitation environments were identified as
supportive in relation to patients’ motivation
and adherence to rehabilitation plans [6], but
this may reflect the preferences of patients who
choose to be associated with environments that
aredesigned to facilitate human performance, as
opposed to health and wellbeing. Furthermore,
these differences in patient preferences are
important considerations in healthcare design
and the associated environment in which care is
delivered [14,57].
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The evidence reviewed highlights the
conceptualisation of person-centred care as
being partly within the scope of an individual
clinician's competence, whilst it is also
acknowledged that systemic organisational
factorsgreatlyinfluencethedelivery of relational
care. Additionally, without the presence of
institutional conditions that govern staffing,
education, training, funding, and resource
allocation generally, even an expert healthcare
professional may be limited in their capacity to
deliver biopsychosocial rehabilitation. As such,
there is a clear gap for future interventions and
workforce development strategies to consider.

Cultural and digital adaptations -
prospects and constraints

The suggestions to incorporate cultural
considerations and non-in-person approaches
highlights efforts to address inequality and
improve individuals’ access to treatment.
Likewise, the hybrid model (a combination
of in-person and online formats), provides
conditions that support continuity and
flexibility in most contexts, particularly when
provider relationships were maintained [8,43].
Nevertheless, disruptions in the application of
technology, issues of privacy, and low-quality
dyadic interactions were reported within the
remote model, leading to technology being
viewed as an adjunct to clinical care, rather than
as a tool to replace therapists’ skills [43,45].

In addition, the suggestion to observe and
make allowances for patients’ cultural norms,
and to integrate these considerations into
their treatment lends further support to the
cultural competence model which suggests
that when individual’s social and cultural
values are considered as part of a treatment
and rehabilitation strategy, then consequent
benefits are accrued. Analysis of the reviewed
literature revealed that taking such an approach
shaped positive beliefs regarding prognosis
with the resultant pro-active behaviour being
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observed in patients’ approach to rehabilitation
[20,21,46].

Assessing and implementing culturally
appropriate rehabilitation that considers
patient norms requires a degree of competence
and should be observed alongside guidance
on the suitability of individualised healthcare
interventions; thus, careful and collaborative
planning, rather than casual inclusion is
required. When done so, a higher level of trust
between patient and therapist may be the result
[46]. Therefore, the interaction between cultural
competence and therapeutic alliance suggests
that trust and engagement in therapy may be a
culturally situated process, requiring clinicians
to be cognisant of and take into account
patients’ social values rather than applying rote
strategies. Overall, these outcomes suggest a
preference for a person-centred approach that
carefully considers technological and cultural
options in therapy, with attention to relational
quality and cultural competence, rather than
just scalability.

Geographic and location disparities in
therapy provision

Across the included studies, reports of
insurance-linked attendance, payment
constraints, and limitations in screening
methods were documented only in the United
States [32,52]. In Brazil, patients reported
challenges in realising benefits as part of
their therapy experiences [47]. One US patient
described that the costs they had incurred did
not match their expectations of a full recovery,
with personal treatment costs noted as a factor
in therapy engagement or adherence [52] in
private, or premium based healthcare systems.
In other locales within the review, it did not
explicitly mention insurance- or benefit-related
constraints affecting the provision of therapy.
This distribution of these reports indicates
geographic location as a contextual feature
accompanying therapy experiences, without
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specifying direct mechanisms, although this
may relate to individual country’s policies and
broader socio-political systems that indirectly
shape therapeutic relationships and patient
engagement.

Study limitations, evidence strength, and
contradictions

While the synthesis identified consistent
relational and psychosocial themes, there are
important limitations within the evidence
base. Most studies were predominantly
qualitative and relied largely on participant-
reported  experiences, which, although
offering rich contextual insight, constrain
causal interpretation and reduce broader
generalisability. Small or selective samples,
single-site recruitment, and the absence of
longitudinal follow-up further limit the ability
to draw definitive conclusions about sustained
rehabilitation outcomes.

Despite these limitations, confidence in the
overall synthesis is reinforced by the recurrence
of similar findings across studies appraised
as predominantly high or moderate—high
methodological quality. This convergence across
diverse settings and injury types indicates a
coherent pattern of evidence and supports
interpretive conclusions regarding relational
and psychosocial dimensions of rehabilitation,
even though causal inferences remain beyond
the scope of the current review.

Importantly, findings were not entirely
uniform  across studies. While many
investigations described therapeutic
relationships as supportive and enabling, others
highlighted experiences of power imbalance,
authoritarian therapists' behaviour, ineffective
communication, and limited collaboration.
These divergences suggest that relational
outcomes may be influenced by contextual and
organisational factors, such as service structure,
professional authority, or the implementation
of patient-centred approaches, rather than
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reflecting inconsistencies in the core concepts
themselves.

Implications for practice and Theory

Collectively, the study’s outcomes suggest a
timely and explicit review of the relational care
approach within a biopsychosocial framework
in the context of professional acute injury
rehabilitation education. While technical
competence is required of every therapist, the
structural acquisition of relational competence,
expertise in the delivery of patient-focused
care, and effective communicative skills may be
of equal significance [19,37,39,51].

Forarobustandresult-orientedrehabilitation
practice, clinical competencies may be
strengthened through professional education
and training that is operationalised through
psychosocial skill development and reflective
practice [7,15]. Recognition that therapy
provision is not uniform across geographic
contexts may also inform practice development.
In parallel, systemic limitations to relational-
centred care must be addressed by way of re-
engineering organisational policies, including
resource allocation, staffing, and funding.
Regarding remote rehabilitation practice, it
should not be enacted in a way that disrupts
therapeutic alliance or physical interaction but
rather enhance access to care [8].

Furthermore, the relevance of the
biopsychosocial, cultural competence, and
therapeutic alliance frameworks to practitioners
working in physiotherapy are made manifest in
the current review. These findings also position
contextual and system-level features as integral
components in care delivery. In so doing,
the interplay of relational factors, including
therapists’ behaviours; patients’ identity and
their response injury; systemic implications of
organisation’sbudgetaryand design limitations;
the challenges and opportunities associated with
utilising technology in healthcare, all reveal
significant socio-cultural challenges associated
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with delivering high quality rehabilitation
[23,24,46,59].

Overall, to translate these insights into
practice, rehabilitation services should adopt
structured relational skills training programs,
incorporate routine reflective practice sessions
into professional development, develop clear
institutional protocols for patient-centred
communication, and establish monitoring
mechanisms to ensure equitable and consistent
therapy delivery. Furthermore, technology-
mediated therapy should adhere to established
principles to ensure therapeutic continuity,
relational quality, and patient participation.

Gaps and Future research

The majority of the literature reviewed was
qualitative in theoretical and methodological
orientation. This form of data is very useful in
capturing and analysing patients and therapists’
subjective experiences; however, there are
limitations associated with this approach,
including accessing diverse socio-economically
disadvantaged groups, and patients with diverse
cultural backgrounds. In addition, there remain
difficulties in accessing culturally diverse
healthcare settings, as opposed to those derived
from Westernised models.

Finally, exploring the feasibility of
translating formal psychosocial training into
structured practice will not only support the
biopsychosocial skill development among
therapists, but may also be advantageous to the
broader healthcare system. In addition, future
research on the enactment of relational and
biopsychosocial care practices within resource-
constrained contexts may serve as a framework
for promoting healthcare among socio-
economically disadvantaged populations.

Methodological reflections

The PRISMA-ScR and JBI processes were
adopted in this review due to their assurance
of rigour and credibility. However, there are
limitations. These include the extraction of only
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English language studies, mostly from a Western
context that risk the exclusion of valid evidence
from non-English or non-Western populations.
Additionally, only literature between 2015 and
2025 was included. These date-limitations
also risk the omission of significant historical
insights from studies conducted prior to this.

Asignificantproportionoftheincludedstudies
were qualitative. Although efforts were made to
systematically extract and synthesise themes
from the included studies, the methodology
may limit the transferability of findings and
foreshadow subjectivity in the interpretation of
psychosocial variables. Similarly, certain studies
were not strictly focused on acute conditions, but
a mixture of acute and other contexts. However,
only acute-related aspects of such studies were
systematically extracted and analysed. Above
all, regardless of methodological consequences,
a rigorous analysis of the patterns of relational
engagement within acute injury rehabilitation
settings was conducted.

Conclusion

The collective gain from this scoping review
is a thorough treatment and drawing together
of the factors that influence the psychosocial
delivery of care to patients who have experienced
acute injury and treatment. Behaviours ascribed
to therapists in relation to communication style,
decision-making, and emotional engagement,
including patient’s identity, coping, and self-
motivation, have been described as being
collectively linked, to either full, or limited
holistic care experiences. Technological
innovations and cultural recognition of patients
and the resultant adaptation of treatment hold
significant potential of relationally appropriate
care, but its implementation needs to be
systematic and well considered.

In addition, delivering bio-medically
informed care that is technically accurate
may not be enough to result in high quality
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recovery outcomes. Instead, the acquisition
of relational, cultural, and psychosocial
competencies by therapists through formal
training should be the priority of the healthcare
systems. Furthermore, the review identified
geographically specific features of therapy
provision, including insurance, and benefit-
related reports concentrated within particular
national contexts. Finally, the realisation of
these recommendations relies on the systemic
implementation of supportive policies. These
include sufficient funding, staffing support,
training, conducive working environments, and
consistency in healthcare delivery — all built on
biopsychosocial principles that can be applied
even within resource-constrained settings.
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