Additional file 5: Key findings on rehabilitation experiences 
	First author (year)
	Study Design
	Rehab Experience (Social Support, Emotions, Rehabilitation, Coping, Other)

	Abgarov (2012) 
	Qualitative 

	Social support from four key groups: Coaches, medical practitioners, parent’s and teammates.
Coaches reported as in denial regarding and athletes felt unsupported. Teammates did not act in an empathetic manner.  
Medical practitioners varied from family doctors to Olympic doctors.
Conflicting advice provided between medical professionals and coaches.

	Arvinen-Barrow (2014) 
	Qualitative
	Athletes expected to be injured – part of the job. Athletes received rehabilitation treatment from a club SMP daily.
Sports Medicine Professionals (SMPs) provided targets/goals and motivation/enjoyment and were an important source of social support.
Emotional responses included: self-doubt, frustration, shock/disbelief, feelings of sinking, depression, upset, gutted, annoyed.
No explicit psychosocial support received, and athletes believed this was not SMP’s role either. 

	Arvinen-Barrow (2017) 
	Qualitative 

	Emotions experienced: shock, worry/concern, sadness, grief, anger, and frustration. Recovering was a massive game psychologically.”
Physiotherapists were a significant source of support. Put on a brave front in front of loved ones instead of confiding with them. 
Talking helped deal with the injury, with 2 of 3 participants seeking support from a sports psychologist.
Club ‘guaranteed to look after’ players for a year after injury, however this felt insufficient for career-ending injuries.
Career-ending injuries created new life stressors, specifically a loss of self.

	Bateman (2019) 
	Quantitative
	84.7% of athletes indicated injuries were particularly stressful. 
69.9% of athletes believe they possessed the resources to manage the stress. Those that indicated they felt they had the ability to handle the effects of their injuries reported less chronic, less severe, and more short-term injuries.
68.2% of athletes believed that injuries could damage their athletic identity. 

	Bejar (2016) 
	Mixed methods

	Nearly all initial reactions to injury were negative, including catastrophizing thoughts in response to injury.
Focusing on positive thoughts and experiences helped to decrease feelings of negative emotions.
Comparing current injury to previous experience (injury or life events) was a positive coping strategy for some participants. 

	Bejar (2019) 
	Qualitative
	Physical (lingering pain and immobilization) and Psychosocial (depression, decreased confidence, disconnection) concerns.
Relationship with AT a strong indication of level of feeling connected during rehabilitation and being able to psychologically manage. 
Depth and clarity of information provided by AT influenced beliefs in making a successful recovery. However poor perception of ATs competency negatively influenced athletes’ own feelings of competence. 

	Bele (2015) 
	Qualitative

	Support from family, friends and a positive physiotherapist was important, as rehabilitation was mentally hard to go through. 
Having a clear goal to return to sport was helpful, especially when shared with physiotherapist.
Minimal cooperation between coaches, medical team and player. 
Hard to say no and refrain from training/playing due to lack of support and pressure from co-player and coach. 

	Bon (2021)
	Mixed methods 
	Families offered the highest level of social support, followed by the club’s physiotherapist. Social support believed to be able to improve and shorten the rehabilitation process.
Participants recalled missing support from coaches while injured but their perspective had changed since retiring.  
Opportunity available to consult a psychologist, however the experience did not have the desired effect.

	Bone (2006) 
	Quantitative 

	Listening support was reported as the most important type of social support received. 
Athletes’ rehabilitation beliefs somewhat explained by perception of social support received from ATs.
Athletes with severe injuries did not show a significant different on the social support survey compared to mild/moderate injuries but scored significantly higher on the Sports Injury Rehabilitation beliefs Survey.

	Borman (2023) 
	Qualitative
	Emotions experienced included: sad, frustrated, useless, impatient. Some confidence and excitement regarding surgery reported.
Physiotherapist and those who had suffered the same injury before important sources of support during rehabilitation. 
Coaches were perceived as distant throughout, and physical assistance was required from family and teammates. 
Slow progress of rehabilitation caused frustration, irritation and impatience, especially in the period after surgery. 

	Buric (2022) 
	Qualitative
	Male players expressed anxiety and tension about rehabilitation outcomes, but females did not due to lack of health care at the club.
Participants expressed feelings of separation from the team and concern about their career. 
Male players emphasized importance of social support from physiotherapists (e.g., encouragement and facilitation of rehabilitation). This was not evident for female players.

	Carson (2008) 
	Mixed methods
	Initial injury phase: shock, helplessness, depression/frustration and anger
Pre-surgery phase: apprehension, anger, depression/frustration, problem and emotion focused coping and social support
Post-surgery phase: Relief, anxiousness, problem focused and avoidance coping.
Early limited participation phase: Encouragement, Apprehension, Goal Setting, Avoidance Coping, and Influence of Previous Injury Knowledge 
Late limited participation phase: Encouragement, Apprehension, Depression/Frustration, Benefits of Goal Setting, Social Support, Problem-focused Coping, and Avoidance Coping 
Return-to-play phase: Confidence Building, Apprehension, Relief. Goal Setting, Problem-focused Coping, and Social Support 

	Carson (2010) 
	Mixed methods
	Lower distraction, instrumental, palliative & emotional coping compared to population norms - with higher scores specifying higher levels of coping behaviour.
Behavioural Avoidance Coping included Physical Distraction (Hobbies or Match Analysis), Social Interaction (Avoiding teammates) and Maladaptive behaviours (generally during early stages of injury)
Cognitive Avoidance Coping included Denial, Thought Stopping (avoiding conversation), Cognitive Distraction (Hobby, not watching games).

	Carson (2012) 
	Qualitative
	Became more positive about returning to competition as final stages progressed, however still anxieties present.
All players discussed using some form of psychological skills as a coping method (i.e., visualization)
Open discussions between players, coach and medical staff about return to sport eased feelings of isolation
Rehabilitation specialists were beneficial and helped players gain self-confidence when encouraged by experts. 

	Carson (2017) 
	Mixed methods 

	Becoming personally involved and understanding the rehabilitation process, helped to control emotions.
Rehabilitation was boring, repetitive, and frustrating. Comradery between players in rehabilitation was facilitative.
Teammates provided positive social support (encouragement and relatedness) but watching on had a negative impact. 
Lack of support and little contact from coaches through all stages. 
Not feeling pressure to return to sport helped enhance confidence and reduce anxiety related to returning. 

	Clement (2011) 
	Quantitative

	Athletes significantly more satisfied with social support (specifically listening support) provided by ATC’s than by teammates or coaches. 
Social support from ATC’s also believed to be significantly more available then from teammates. 

	Clement (2015) 
	Qualitative
	Social support sought from family, significant others, and ATs. While social support from coaches and teammates was very important to some athletes. 
During initial injury, cognitive appraisals were mainly negative and influenced by the perceived injury severity. 
Rehabilitation was frustrating and athletes were cautious about the process. 
Caution also exhibited during return to injury, as well as feeling nervous, reinjury anxiety, but also positive excitement.  

	Codonhato (2018)
	Mixed methods
	5 Athletes described negative feelings towards injury occurrence, loss of good mood, irritation and worry about progress. 
4 athletes showed commitment to the rehabilitation process through focus, discipline, dedication and a strong will to return.
Overcoming initial negative emotions influenced by perceived social support and optimism. 

	Conti (2019) 
	Qualitative
	Family, friends, physiotherapists and ATs provided informational, emotional and motivational support. Teammates (especially those who had experienced a similar injury) were also a good source of support.
Coping skills helped regulate emotions during the “up and down” process of rehab. 
Participants believed investment in rehabilitation programs was crucial in increasing confidence in the injured body part.

	Corbillon (2008) 
	Quantitative 
	Significantly greater availability of emotional support from teammates than coaches. From both coaches and teammates, greatest availability was listening support and least was tangible assistance.
Age and gender had little impact on perceptions of social support.
Non-starters, those with more experience and those who have had more injuries reported receiving less social support. 

	Covassin (2014) 
	Quantitative
	Orthopaedic group relied on family for social support 87% of the time, followed by friends (84%), teammates (65%), ATs (57%), coaches (51%) and physicians (36%).

	Evans (2012) 
	Qualitative
	Injury diagnosis was a stressful event. Especially when initial diagnosis severely underestimated the extent of the injury. 
Stressors included: incapacitation, lack of knowledge, inability to train, contracts, loss of independence & routine, isolation, boredom.
Some lacked confidence in their medical team and experienced pressure to recover from coaches and parents.

	Gallagher (2007)
	Quantitative
	Mood Scores decreased across rehab. Significant difference between beginning and end of injury experience but not during rehabilitation.   
Approach focused coping negatively correlated with TNM (Total Negative Mood) while avoidance-focused coping was positively correlated.

	Goldman (2022) 
	Qualitative (Intervention) 
	Emotions included: depressed, anger, embarrassment relying on others, loneliness, excitement, joy, feeling limited due to mobility restrictions.
Communal environment of the physiotherapy room was a conflicting space. Being in the same environments (e.g. the gym) as before challenged previous relationships and associations. 

	Granito (2001) 
	Qualitative 
	The ease of treatment due to facilities being on campus was noted as well as not having to pay for these services.
Lack of coach support during injury and felt their parents pressured them during recovery. 
Frustration was reported by all athletes.
Having trust and confidence in AT can enhance the rehabilitation process as well as connecting with other injured athletes. 

	Gray (2022) 
	Mixed methods
	More satisfied with Social Support provided by ATs or teammates then coaches – was more readily available and contributed to their overall well-being more than from coaches.
Social Support from coaches varied between athletes – coaches also began checking on athletes once they got closer to medical clearance.

	Grindstaff (2010)
	Qualitative
	Intense positive and negative emotions were present throughout data collection. Surprised how significant the situation felt and affected them at the time, compared to now.
Surgery was an emotionally challenging experience (frustration, stress, nervous, anxious, apprehensive). Some incorporated psychological skills as a coping method.
Some invested in rehabilitation, others viewed it as an exception. 
Struggle over lack of empathy from coaches

	Hillard (2017) 
	Mixed methods
	Athletic identity can negatively influence the rehabilitation process in injured athletes. Specifically, high athletic identity increased scores relating to rehabilitation over adherence. 
Athletes adhered as they trusted their athletic trainer, had a personal desire to return quickly and didn’t want to let teammates down. 

	Johnson (1996) 
	Mixed methods
	Multiply injured group had a higher overall mood level than first-time injured as well as a greater urge to suppress anger/irritation and were less likely to consider their injury situation as stressful. 
First-time injured group did not believe they were physically rehabilitated from their injuries and less than 50% considered themselves psychologically restored either. 
However first-time injured athletes sought less guidance (including return to play plans). 

	Johnson (1997) 
	Mixed methods
	The non-returning athletes had significantly less goals or guidelines for return during their rehabilitation period. 
The returning group showed less anxiety regarding their injury and had a largely more positive attitude toward rehabilitation at the beginning and end, compared to the non-returning group. 

	Johnson (2016) 
	Qualitative
	Training with other injured players at the rehabilitation centre was helpful.
Positive listening and encouragement support was received from coaches. 
Having a high acceptance of the injury helped athletes confidently undergo the rehabilitation process. 
Due to being professional athletes, they had high demands on the resources in their environment. As well as being focused with high self-generated motivation and goal orientated behaviours. 

	Johnson (2023) 
	Mixed methods  
	Mental toughness and self-compassion appeared to help athletes remain confident, despite physical limitations.
Acceptance of an injury and obeying the process helped athletes explore coping strategies. Otherwise, feelings of anger were present. 

	Langford (2009) 
	Quantitative
	Emotional Response (ERAIQ) scores decreased over time.
Participants felt more positive about returning to sport as rehabilitation progressed. 
Athlete’s feelings about returning to sport at 6 and 12 months were related to whether athletes resumed full competition by 12 months.

	Lee (2021) 
	Quantitative
	Overall emotion improved by 6% after each session of rehabilitation (regardless of time).
Six emotional downs were experienced throughout rehabilitation (middle – late in data collection)
No Statistically significant difference among emotions recorded after sessions (Consistent over time).

	Madrigal (2014) 
	Mixed methods
	Stressors included letting the team down, limited mobility, and setbacks in rehabilitation.
Relationship with athletic trainer further exacerbated stress due to lack of communication which was perceived as dishonesty. Felt more supported when athletic trainer worked consistently with them. 
Comparison to other’s who were injured may have harmed psychological wellbeing. 
Reaction to injury emotions included restless, devastation and isolation. 
Psychological response (to sport injury measure) scores decreased from onset to return to play. Mental toughness scores fluctuated throughout. 

	Mahoney (2011) 
	Mixed methods  
	Frustration and stress were present due to slow progress of rehabilitation and comparison to other injured athletes.
Fell behind and avoided exercises due to struggling to commit to rehabilitation protocols.
Previous experience of the same injury allowed for certainty around upcoming rehabilitation process and the emotional challenges. 
All participants noted anxieties regarding reinjury and successful performance on re-entry. 

	Mainwaring (1999) 
	Qualitative
	Athletes expected but didn’t receive sufficient social support and information from sports medicine professionals. Delay in receiving diagnosis negatively impacted experience.
Frustrated with lack of contact from coach and loss of social contact with teammates, which increased sense of isolation. 
Emotions experienced: anger, anxiety, depression, sense of loss, disappointment, fear, frustration, shock, optimism and joy.
Fear of reinjury was experienced at some rehabilitation stage for all participants and sometimes inhibited recovery process. 
Physiotherapist’s role in rehabilitation process very important and a positive relationship with physiotherapist was necessary. 

	Mankad (2010) 
	Quantitative 
(Intervention)
	Emotions experienced: Grief, devastation, emptiness, difficulty accepting injury, bitterness, shock, and confusion. 
Reported high avoidant behaviours, lack of general enjoyment and high apathy scores. 
Athletes reported feeling that their world had fallen apart during the initial injury reaction. 

	Mankad (2009) 
	Qualitative
	Emotions experienced initially: devastation, grief, frustration, depressive symptoms, and disappointment.
No structured process in place to help athletes mentally rehabilitate from serious injury. External counselling services were suggested by coaches, though most athletes chose not to pursue them.
Support needed a month or two in, however everyone forgets after the first week. Felt they had to inhibit/suppress injury-related emotions around their team and couldn't speak to coaches. 
Injury increased stress in their personal life and engaged in socially avoidant behaviours.
Rehabilitation frustrating due to large time commitment and uncertain on the outcomes. 

	Masten (2014) 
	Quantitative 
	Success of psychological rehabilitation depended on changes in self-efficacy, anxiety, vulnerability and catastrophizing.
Less than 10% of all athletes return to sport both physically and psychologically rehabilitated. 

	McDonald (1990)
	Quantitative 
	All athletes reported negative feelings during initial injury (angry, depressed, confused), however this improved over time at different rates for each athlete.
Re-injury caused negative feelings to spike again. Tired and low energy states also common.

	Mehta (2020) 
	Mixed methods
	Positive relationship with physical therapist helped dissipate negative emotions regarding fear of reinjury during rehabilitation. 
Support from families and teammates was important but often secondary to the internal individual drive and relying on themselves.
Decision to return to sport was based on trust in care team (e.g., surgeon’s reputation). 

	Morgan (2020) 
	Qualitative
	Females experienced difficulties when they didn’t feel understood by training staff, teammates, family or non-athlete friends/peers. Perceived they were not trusted by coaches and training staff during rehabilitation.  
Males felt more confident that athletic staff listened to them and balanced rest and rehabilitation. They instead felt more challenged from within (their mind). Also, a psychological battle surrounding body-identity/physique and athletic identity

	Newman (2018) 
	Quantitative
	Athletes perceived a moderate to high amount of social support from coaches. 
Div II & III athletes perceived higher acceptance and belonging social support from head coach than Div I athletes.

	Paraskevopoulos (2023) 
	Qualitative
	Support from Family & Friends (help with exercises and practical support) and physiotherapist (supervision throughout). 
Watching training and games increased motivation to get better. 
Talking with other athletes reduced willingness to do exercises due to providing conflicting information on rehabilitation. 
Decreased confidence when rehabilitating from home due to lack of professional advice and feedback - especially complex exercises
Previous experience with injury inhibited progression of rehabilitation due to fear of pain. 

	Piussi (2024) 
	Qualitative
	Ignoring advice from physiotherapists to try and rehabilitate as quick as possible due to feeling stressed about missing out.
Injury made individual feel unworthy of the interest and time of AT’s.
Referral to psychological support would’ve been helpful, as well as individual based support from trainers and wider federation. 
Family and friends were an important source of support. As well as being able to share injury experiences. 

	Qin (2023) 
	Qualitative
	Rehabilitation was physically and mentally torturous and boring. Perceived lack of control increased worries. 
Psychological support was received by some athletes but difficult to get coaches to understand the psychological rehabilitation required during the early physical stages. 
Athletes believed they were a problem in the eyes of the coaches.  

	Quinn (1999) 
	Quantitative
	Negative emotions were highest during initial injury reaction & decreased throughout recovery. Most amount of change happened between initial injury and beginning of rehabilitation.  
Confidence about being successful was high immediately after becoming injured and mostly decreased throughout recovery.
Intensity of effort was lowest at beginning of rehabilitation and progressively increased with each subsequent phase.

	Quinn (2000) 
	Quantitative 
	At all phases, being a team athlete emerged as a distinctive predictor of recovery time. 

	Reel (2018) 
	Qualitative
	Emotions experienced: frustration, isolation, diminished self-worth, self-blame, anxiety, sadness and a loss of identity/sense/self. 
Support typically sought from outside dance (e.g., family), due to competitive relationships within dance community. 
Opportunity to have individual counselling might help with emotional challenges of recovery.
Important to ensure credibility of anyone leading rehabilitation and make sure they understand the pressures dancers experience. 

	Robbins (2001) 
	Quantitative
	Athletes more satisfied with almost all types of social support provided by ATs than by coaches, except emotional challenge support. 
Listening and emotional support provided by ATs during rehabilitation was more important than support received pre-injury.
Listening and task appreciation support from ATs contributed more to well-being than the same type of support from coaches. 

	Rock (2002) 
	Mixed methods (Intervention)
	Timing of injury influenced positive or negative perception of surgery and rehabilitation. 
Satisfied with social support received from medical professionals, as well as a high level of domestic social support experienced. However more information support requested. 
Fluctuations in mood during rehabilitation experienced, specifically when set backs occurred.  

	Roderick (2006) 
	Qualitative 
	Fear of letting people down, including teammates, managers, coaches, supports and family.
Believed injured players routine was deliberately inconvenient to act as a disincentive to remain injured for any longer than necessary. 
All interviewees spoke of feeling isolated and lonely during periods of the rehabilitation journey.

	Roy (2015) 
	Qualitative
	Experienced feelings of dejection, loneliness, vulnerability and a lack of enjoyment and emotional support. 
Frequently missed rehabilitation sessions due to them being boring and monotonous.
Concerns that injury followed by poor performance would result in elimination from the team. 

	Ruddock- Hudson (2012) 
	Qualitative
	Emotions experienced: shock, anger, disappointment, anxiety, depression and mood swings – emotions unpredictable and inconsistent. 
More extensive negative reactions for severe or long-term injuries compared to minor injury.
Knowledge of injury severity and upcoming rehabilitation process was most depressing time of all. 
Beneficial to stay involved in club activities, but some needed space. Level of involvement often dictated by position at the club. 
Rehabilitation was lonely, isolating, boring and frustrating. Support from other current or previously injured players helpful.
Lack of support from coaching staff – pressure to recover as quick as possible. 

	Ruddock- Hudson (2014) 
	Qualitative
	Emotions experienced included: disappointment, frustration, anger, shock, worry, disbelief and devastation. Rehabilitation classified as a rollercoaster of emotions and Important to distance themselves from club environment at the beginning. 
Teammates key support provider especially at the beginning of injury as well as family, partners, friends and rehabilitation staff. Coaches contacted players within days of injury, however minimal support/interaction during rehabilitation.
All players reported adhering to rehabilitation but referenced the repetitive nature of programs, high intensity and ongoing "mental battle" and potential to overtrain. Rehabilitation more enjoyable and motivating with other injured teammates. 
Opportunity during rehabilitation to be involved off-field. Feelings of separation and lack of team involvement still mentioned. 
Goal setting and self-belief examples of positive mindset.  Having alternate activities outside of rehabilitation was an important aspect.

	Thatcher (2007) 
	Mixed methods
	Resentment experienced regarding how injury occurred, unsympathetic staff at initial treatment, pain, impact on daily life and desiring more support than what was received.
Perception of inadequate medical treatment improved when sports therapist became involved. 
Concerns that injury would never fully rehabilitate, however rehabilitation progress increased feelings of being strong and tough. 

	Torres (2023) 
	Quantitative
	Depressive and anxious symptoms at return-to-play impacted the amount of time athletes were removed from full sports participation. 
The mean symptom score of Anxiety and Depression doubled from baseline to start of injury rehabilitation. Mean score decreased after clearance for return to sport, however still almost double the baseline value.  

	Tracey (2003) 
	Qualitative
	Rollercoaster of emotions: angry, depressed, down, afraid, confused, frustrated and worried. Several mentioned being fearful but not of reinjury, of missing practice, losing fitness, missing out. 
Felt helpless or a burden. Frustrating going from being independent and then having to ask for help. 
Choosing to attend practice was emotionally difficult with some coaches mandating or strongly encouraging attendance.
Talking about emotions was helpful (even with the researcher).
Reflection on previous injuries and successful recovery helped in staying positive and focusing on recovery. 

	Trainor (2020) 
	Qualitative
	Primarily negative emotions experienced: depression, anxiety, denial, grief, frustration, shock, doubt, envy, guilt, self-pity, isolation.
Positive emotions (when prompted): relief, excuse to take time off, increased time for self-care. 
Viewed injury as a weakness and felt the need to downplay severity or hide injury from others.
Most important aspect of social support was when it came from someone who had personally experienced injury.  
Withdraw from friends, did not perceive support as adequate and felt like a burden on support givers. 

	Wadey (2011) 
	Qualitative
	Emotions experienced: anger, depression, jealousy, sadness and feeling dispirited.
Venting of emotions by themselves or with immediate family and close friends. Mobility limitations helped strengthen these relationships.
Benefits from rehabilitation included increased strength, conditioning and/or flexibility, Improved technique, increased knowledge of anatomy and decreased risk of Injury.
Watching from the sidelines helped improve technical and tactical awareness and was reported to improve relationship with the coach.
Time to reflect enabled participants to gain a sense of perspective. 

	Wadey (2012) 
	Qualitative
	Immediate response shock and physical pain. Additionally, anger, annoyance, frustration, isolation, and problems sleeping. Return to play caused emotions such as frustration, jealousy and re-injury anxiety. 
Practical support required to do everyday tasks. Main positive change was strengthening relationships with coaches and friends.  
Rehabilitation was slow and boring especially at the start.
The timing of rehabilitation relative to competitive season appeared to be important to emotional response. 
Athletes high in hardiness: venting emotions to cope with injury. Lack of progress caused worry and annoyance however coped through problem-focused coping. 
Athletes low in hardiness: mentally disengaged to cope with injury. Felt confused and lacked motivation in rehabilitation, so continued to mentally disengage and set unrealistic long-term goals/non-adhere to program.

	Wadey (2014) 
	Quantitative
	Females reported more venting of emotions and return to sport concerns than males.
Moderate levels of reinjury anxiety upon return, which was interpreted as debilitative towards performance. 
Planning and active coping, effort, and wishful thinking most common coping strategies for re-injury anxiety. 

	Yang (2010) 
	Quantitative
	Family and friends were the primary source of social support.
Relied more on coaches, athletic trainers and physicians for social support after they got injured than before. 
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