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Abstract

Psychosocial care is widely recognized as relevant to patient-centered healthcare, yet recognition does not reliably translate into
timely, accessible, or sustained support. Existing approaches often fragment the problem into distress screening, communication
skills, referral, social support, or specialist psychological intervention. This article develops a non-empirical theory in which
psychosocial integration is instead understood as a health-system capability for recognizing contextually situated need,
generating an appropriate relational and practical response, coordinating that response across professional and organizational
boundaries, and reassessing need as circumstances change. Emotional needs, social connection, material constraints, patient
preferences, digital access, and organizational capacity are treated as analytically distinct but interacting conditions. Screening
is therefore positioned as one possible entry point rather than the endpoint of psychosocial care. The theory further distinguishes
stepped intensity from stratified matching, emphasizing that support should respond not only to apparent symptom burden but
also to complexity, preference, social conditions, prior response, and available resources. The proposed account does not assume
that one care configuration is universally effective. Instead, it identifies response continuity, cross-level coordination, equity-
sensitive access, and organizational sustainability as testable requirements for more durable psychosocial integration.
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Introduction

Psychosocial care occupies an unusual position in
contemporary healthcare. Its importance is routinely
acknowledged, yet substantial psychosocial needs can
remain unmet because access, recognition, referral
capacity, workforce availability, and health-system
priorities differ across settings [1]. This mismatch is not
adequately explained as a simple shortage of
psychological services. Person-centered care itself

depends on coordinated structures, processes,
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relationships, information practices, and opportunities
for meaningful participation, indicating that psychosocial
quality is partly produced by the organization of care
rather than only by specialist intervention [2].

Clinical communication forms one component of this
infrastructure. Effective communication requires more
than information transfer: recognition of patient
concerns, responsiveness, collaboration, and
maintenance of the human relationship within clinical
encounters are central to its function [3]. Social
connection adds another level that should not be
collapsed into communication or psychological
treatment. Social isolation, loneliness, perceived support,
relationship quality, and broader opportunities for
connection represent related but non-equivalent
conditions with different implications for health and
participation [4].
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This article therefore proposes that psychosocial
integration should be conceptualized as a response-
continuity capability. The central problem is not solely
whether psychosocial need can be detected, but whether
a healthcare system can convert changing emotional,
relational, social, and practical needs into proportionate
responses that remain connected to clinical care over
time. The sections that follow develop this argument
while distinguishing evidence-supported premises from
the article's proposed cross-level synthesis.

The psychosocial care gap

A conventional interpretation of the psychosocial care
gap focuses on under-detection: distress exists, therefore
screening should identify it. Screening is important, but
evidence from oncology demonstrates why detection
cannot by itself constitute integrated care. Screening
initiatives require workable referral pathways, clinical
ownership, dissemination strategies, and mechanisms
through which identified concerns lead to subsequent
action [5]. A positive measure without a feasible
response may document need while leaving the
underlying care gap unchanged.

The problem can also occur before formal assessment. In
stroke services, healthcare professionals have described
situations in which psychosocial well-being is
recognized but displaced by physical priorities, time
pressure, role uncertainty, and service constraints [6].
Psychosocial omission may therefore arise despite
professional concern. Conversely, patients living with
cancer and comorbid conditions can experience
overlapping emotional, functional, practical, and
navigational needs that fit poorly within disease-specific
care structures [7]. The issue is not merely greater
distress but a mismatch between the organization of care
and the multidimensionality of lived illness.

The psychosocial care gap is consequently better divided
into several possible discontinuities: need may remain
unrecognized; recognized need may not be interpreted
accurately; an appropriate response may be unavailable;
responsibility may be unclear; referral may fail; or
support may cease while need persists or changes. These
discontinuities are analytically distinct. The proposed
theory therefore treats psychosocial integration as the
capacity to preserve continuity across them rather than as
the presence of any single screening instrument,
professional group, or intervention.

Emotional needs across the care continuum

Emotional need is dynamic and interactional. Patients
may express worry, uncertainty, grief, anger, fear, or
vulnerability explicitly, indirectly, or not at all. Clinician
responses to emotional cues are associated with different
patient evaluations of communication, suggesting that
recognition alone does not determine the relational
quality of the encounter [8]. The same disclosure can be
explored, acknowledged, redirected, normalized, or
effectively closed, and those responses carry different
interpersonal meanings.

Training can improve clinicians' capacity to
communicate empathically and compassionately, but the
evidence base is heterogeneous. Reviews repeatedly
identify experiential practice, feedback, reflection, and
longitudinal learning as relevant elements while also
showing substantial variation in intervention design,
measurement, and evidentiary quality [9]. Training
should therefore not be treated as a sufficient system
solution. A clinician may possess relational skill while
lacking time, continuity, referral resources, interpretive
support, or organizational permission to act on what
becomes known.

Measurement likewise matters. Patient-reported work on
compassionate healthcare illustrates that compassionate
care can be operationalized through patient-visible
actions and experiences rather than inferred solely from
professional intention [10]. This distinction is central to
the present theory. Emotional support should be
evaluated in terms of whether patients experience
recognition, understanding, appropriate response, and
continuity—not merely whether clinicians believe that
emotional issues were addressed.

Emotional needs also change across diagnosis, treatment,
deterioration, recovery, survivorship, recurrence,
disability, and transitions between care settings. The
proposed  system  therefore  requires  repeated
opportunities for interpretation and response rather than
a one-time psychological classification.

Social connection and relational support

Social connection influences psychosocial care through
pathways that extend beyond the clinical encounter.
Among medically complex patients, social risks are
associated with patterns of healthcare use, illustrating
that healthcare engagement occurs within broader
conditions of material and relational constraint [11].
These conditions should not be interpreted as stable
patient traits or reduced to motivation.
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Connection may also alter how structural adversity is
experienced. A systematic review examining racism and
discrimination found that social connectedness
sometimes modified or mediated associations with health
outcomes, but measurement was heterogeneous and most
included evidence was not longitudinal or experimental
[12]. Social connection should therefore be treated as
potentially protective, constraining, or context dependent
rather than assumed to produce uniform benefit.

Material conditions can alter relational processes further.
Among rural cancer patients and survivors, financial
toxicity,  healthcare-team  communication, and
psychosocial well-being were interrelated, but the cross-
sectional design does not establish a single causal
direction [13]. A patient may possess supportive
relationships while facing financial barriers, geographic
distance, caregiving strain, or inaccessible services.
Conversely, the existence of family or community ties

does not guarantee that those relationships are
emotionally safe, practically available, or aligned with
patient preferences.

Professionally led groups provide another configuration
of support. Evidence from advanced and metastatic
cancer indicates that group-based support can offer
meaningful relational resources, while implementation
depends on factors including leadership, delivery mode,
group composition, accessibility, and organizational
resources [14]. The relevant question is therefore not
whether “social support” exists, but what form of
connection is available, how it functions for a particular
person, and whether healthcare systems can mobilize it
without assuming equivalence across contexts.

These distinctions are easier to preserve comparatively
than narratively; Table 1 therefore organizes the
principal forms of relational heterogeneity that the
proposed theory must keep separate.

Table 1. Relational configurations that can alter the function of psychosocial support

Consequence for

Relational What may become Context that changes  Misinterpretation to .
. . . . . . psychosocial-care
configuration available its function avoid .
design
. Recognition, . - Assuming a Build mechanisms that
Emotionally . e . Time, continuity, . .
. e validation, clarification L . supportive encounter connect relational
responsive clinical communication skill, . L
. . and shared . guarantees ongoing recognition to
relationship perceived safety

interpretation

support

subsequent action

Available personal
network

Practical help,
companionship,
advocacy or emotional
support

Relationship quality,
illness burden,
geography, caregiver
capacity

Treating network size
as equivalent to
usable support

Assess accessibility and
quality of support, not
presence alone

Social connection
under structural
adversity

Belonging, buffering,
collective resources or
identity affirmation

Racism,
discrimination,
economic insecurity,
stigma and
institutional trust

Framing structural
exposure as an
individual coping
deficit

Link relational
assessment to structural
and equity conditions

Professionally
facilitated peer

Shared experience,
normalization and

Group composition,
facilitation, modality,

Treating all peer-
group formats as

Match delivery
conditions to

. structured mutual privacy and . population, preference
connection - interchangeable . .
support accessibility and service capacity
. . . . . Coordinate social,
. Emotional connection Financial strain, . A .
Materially Assuming strong practical and emotional

constrained
relational support

may coexist with
limited practical

capacity

transport, housing,
work and caregiving
obligations

relationships remove
material barriers

responses rather than
substituting one for
another

Proposed
relational
mismatch state

Support may exist but
not correspond to the
patient's expressed
need or preferred
source

Culture, privacy,
family roles, conflict,
autonomy and illness

stage

Equating available
help with wanted
help

Include patient-defined
acceptability and
preference in response
planning
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Identification and assessment of psychosocial need
Assessment determines what becomes visible to a
healthcare system, but no measurement process is
neutral. Mapping patient-reported outcome measures to
functional domains shows that instruments differ in the
aspects of unmet need they capture [15]. A distress score,
loneliness measure, symptom inventory, financial-
toxicity measure, or patient-priority question cannot
automatically substitute for another because each
operationalizes a different construct.

Access to assessment can itself be unequal. Electronic
psychosocial screening in  oncology has shown
disparities in who is offered or completes screening,
indicating that digital or workflow-based systems can
introduce selection before a clinician interprets any
response [16]. Apparent absence of documented need
may therefore reflect absence of opportunity, language or
accessibility  barriers, portal access, workflow
differences, or non-completion rather than absence of
psychosocial difficulty.

Routine  patient-reported  measurement  becomes
clinically meaningful only when collection is embedded
in implementation processes and when fidelity to those
processes can be examined [17, 18]. Assessment should
consequently be understood as a chain: opportunity to
report, comprehensible measurement, interpretation,
responsibility assignment, response, documentation, and
reassessment. Failure at any stage can create a false
impression that psychosocial care has occurred because a
measure was administered.

The proposed theory therefore rejects a single-score
model of psychosocial need. Assessment should combine
standardized measurement where useful with clinical
interpretation, patient-defined priorities, contextual
information, and explicit recognition of what the selected
instrument cannot establish.

Stepped and stratified support

Once need has been identified, systems require a logic for
matching response to circumstance. Screening linked to
nurse-led triage and community referral demonstrates the
feasibility of moving beyond measurement toward an
operational response pathway, while a randomized
oncology trial shows that integrated screening and
stepped collaborative care can be evaluated as an active
care package rather than as detection alone [19, 20].
These findings support the principle of connected
response, not a universal claim that one oncology
pathway should be transferred unchanged to other
settings.

Context matters. A stepped programme using WHO
psychological interventions produced benefit in a defined
migrant population, demonstrating that stepped care can
be adapted and tested while leaving questions of
transferability to other populations and systems open
[21]. Collaborative care is also not one indivisible
intervention: component-level meta-analytic evidence
indicates that outcomes depend on the configuration of
actual care components [22]. Similarly, trauma-informed
collaborative care in Chilean primary care improved the
primary depression outcome in the tested context while
several secondary outcomes did not show equivalent
effects [23]. These findings caution against treating an
intervention label as proof of comprehensive
psychosocial benefit.

The present theory therefore distinguishes stepping from
stratification. Stepping changes intensity in response to
need or prior response. Stratification additionally asks
what kind of need is present, which response is
acceptable, what resources exist, and which contextual
conditions could make an apparently appropriate
intervention inaccessible or ineffective. Table 2 makes
those interpretive consequences explicit without
imposing numerical thresholds.

Table 2. Assessment patterns and their consequences for stepped and stratified psychosocial response

What the signal

Risk of Risk of excessive

Assessment . What it cannot . - . Proposed
can legitimately . insufficient or mismatched e . .
pattern S establish alone stratification logic
indicate response response
Automatic . .
. . - Clarify meaning,
. L Cause, diagnosis, . specialist referral
High reported  Current subjective Need is urgency, preference

preferred
intervention or
future trajectory

emotional
distress

burden requiring
clinical attention

despite patient

preference or
contextual
explanation

and available
support before
selecting intensity

documented but
not acted upon




O'Leary et al. Int J Soc Psychol Asp Healthc, 2026, 6(2):36-46
Absence of Retain low-burden
A . Unwanted
Low measured  Limited burden on practical, False reassurance . . support and
. . . intervention based .
distress with the measured relational or and loss of solelv on reassessment while
substantial construct at that emerging preventive conteitual avoiding
contextual risk moment psychosocial opportunity . demographic
assumptions .
need inference
Reassess
. Incomplete That treatment Repetition of an . . mechanism,
Persistent need _p . . . . P . Escalation without .
L resolution or intensity alone is  ineffective low- L acceptability,
after an initial . . . . reconsidering .
changing the missing intensity . A access barriers and
response . intervention fit .
circumstances element response prior response
before stepping
Psychological Coordinate
Predominantly Need affecting Prima yreferrz?l Pathologizing material, social and
practical or participation and ry . structurally emotional
. . psychological substitutes for
material psychosocial well- . . produced responses
. . disorder practical e .
constraint being . difficulty according to
assistance s
expressed priorities
A mismatch m L ffer alternatives,
_S atch may Lack of need, Patient is Offer alternatives
exist between Repeated pressure preserve future
Preference- lack of removed from
L offered care and . toward an access and
sensitive non- . motivation or follow-up after o
patient .. unacceptable distinguish refusal
engagement - treatment declining one . .
willingness, . . modality of one option from
- resistance option
timing or access refusal of support
Fragmented Coordinate a
Several needs or Assingle referrals Multiple limited set of
Proposed constraints dominant cause  reproduce burden simultaneous prioritized
complexity state interact across or universally and interventions responses with
levels correct tier responsibility create overload explicit ownership
gaps and reassessment
Integration with clinical workflows Integration also requires restraint. Not every

Psychosocial care becomes integrated only when its
information and actions can travel through ordinary
clinical work. Patient-reported monitoring can operate at
micro-, meso-, and macro-levels, but each level uses
information differently: individual encounters require
interpretation and response, teams require coordination
and visibility, and organizations require processes for
aggregation, governance, and improvement [24-26]. A
single digital questionnaire cannot accomplish these
functions by itself.

A workable psychosocial pathway therefore requires
explicit ownership. Someone must notice a new signal,
determine whether immediate action is required, discuss
meaning with the patient, identify who is responsible for
response, confirm whether referral or support occurred,
and reopen assessment when circumstances change. The
exact professional performing each function may vary by
setting; the functions themselves should not disappear
because responsibility is distributed.

psychosocial concern should generate specialist referral,
and not every reported difficulty belongs within
healthcare. Systems should differentiate needs that can be
addressed within routine clinical relationships, those
requiring social or practical coordination, those
benefiting from structured psychological intervention,
and those requiring community or specialist resources.
The proposed theory therefore treats workflow
integration as a closed response loop rather than a referral
cascade: recognition, interpretation, matched action,
feedback, and reassessment remain connected even when
different professionals or organizations deliver the
response.

Interdisciplinary roles and coordination

Interdisciplinary psychosocial care is often described in
terms of professional compaosition, but coordination is
not achieved merely by placing several disciplines
around the same patient. Patients and caregivers describe
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safety itself as a partnership involving information,
participation, advocacy and accountability, indicating
that coordination must include the people receiving and
supporting care rather than operate solely among
professionals [27].

Conceptual work on chronic-care partnership similarly
emphasizes  experiential ~ knowledge, therapeutic
education,  mediation and  patient-professional
partnership as resources that can connect clinical care to
the realities of living with illness [28]. Experiential
knowledge should therefore enter interdisciplinary
decision-making as a distinct form of information, not as
an optional supplement after professional plans have
already been fixed.

Evidence from integrated oncology and palliative care
further illustrates why multidimensional needs may
require coordination across specialties and care settings
rather than sequential referral between isolated services
[29]. The transferable principle is functional rather than
disease-specific: psychosocial care requires clarity about
who recognizes need, who can respond, who coordinates
across boundaries, and how responsibility returns to the
clinical pathway after outside support is provided.

The proposed theory therefore organizes
interdisciplinary work around functions and handoffs
rather than professional ownership of psychosocial care.
Clinical teams retain responsibility for recognizing and
responding to psychosocial dimensions of illness even
when specialist expertise is needed. Psychologists, social
workers, nurses, physicians, rehabilitation professionals,
navigators, community services, and patient or caregiver
partners may contribute different functions, but
fragmentation  occurs  when  referral  transfers
responsibility without preserving communication,
feedback, or continuity. Sustainable integration
consequently depends on organizational conditions that

make these functions reliable—an issue developed in the
next section.

Organizational capacity and sustainability

Psychosocial  integration depends on  whether
organizations can repeatedly perform the functions
described above, not whether a temporary project can
demonstrate them. Training evidence shows that
relational capability can be developed, but training alone
does not secure time, staffing, referral capacity,
supervision, information flow, or leadership support [9].
Implementation studies likewise show that collaborative-
care delivery is conditioned by organizational
capabilities, referral arrangements, clinician opportunity,
and external constraints [25]. The CFIR framework
reinforces the need to distinguish intervention
characteristics, inner and outer settings, individuals, and
implementation processes rather than attributing success
or failure to one professional group [26].

Sustainability adds a temporal test. Evidence-based
practices may weaken, adapt, or disappear after initial
implementation, and sustainability depends on
continuing organizational support and fit rather than
adoption alone [30]. The proposed theory therefore
defines organizational psychosocial capacity as the
ability to maintain five functions: accessible recognition
of need, appropriately matched response, reliable
coordination, feedback and reassessment, and adaptation
without loss of core purpose. These functions are
proposed constructs rather than validated organizational
metrics.

The practical question is therefore which organizational
propositions should be tested rather than assumed. Table
3 converts the theory into falsifiable implementation
expectations.

Table 3. Testable organizational propositions for sustaining psychosocial response continuity

Proposed Observable Competing .
S . . . . . Evidence needed for
organizational implementation Failure signature explanation to .
- - - evaluation
condition question examine

Can identified needs
receive a timely
response within routine
work?

Protected response
capacity

Screening rises while
action does not

Low demand rather
than inadequate
capacity

Repeated measures of
identification,
response and delay

Is responsibility
preserved across
handoffs?

Explicit functional
ownership

Referrals occur
without feedback or
follow-up

Appropriate transfer
outside the recorded
system

Pathway tracing across
teams and services
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Can support change
when need, preference
or context changes?

Adaptive resource
matching

The same option is
repeatedly offered
despite non-response

Longitudinal
documentation of
offers, uptake and

reassessment

Stable patient
preference for no
change

Can patients identify

Patient-visible how to re-enter support

Care appears complete

Patient-reported

Need genuinely continuity plus

continuity when circumstances after a single episode resolved .
service-use records
change?
. . Do pathway losses Particular groups Legitimate Stratified process
Equity-sensitive . . . . .
. . differ by access disappear between differences in measures interpreted
implementation - . -
condition? detection and response preference with contextual data

Does the system detect
drift and adapt without
abandoning
psychosocial functions?

Learning and
sustainment
capacity

Early implementation
gains decay

Repeated fidelity,
adaptation and
outcome monitoring

Case mix or demand
changed

Equity in access to psychosocial care

Equity cannot be added after a psychosocial pathway is
designed because unequal opportunity can arise at every
transition. Social connectedness does not erase the health
effects of racism or discrimination, and the existing
evidence remains heterogeneous [12]. Rural financial
strain and communication experiences can coexist [13],
while electronic screening can introduce differential
opportunity to be assessed [16]. Migrant-focused stepped
care demonstrates that adaptation can be tested in a
defined population but does not justify assuming that one
culturally adapted intervention transfers everywhere
[21]. Implementation research also identifies insurance
and referral constraints that operate outside the individual
encounter [25].

Financial toxicity makes the distinction especially clear.
Consensus work treats it as both material burden and
subjective distress, implying that an emotional response
cannot substitute for attention to the economic conditions
producing it [31]. The proposed theory therefore locates
equity at transitions: opportunity to disclose,
interpretability of assessment, availability and
acceptability of options, ability to reach services,
continuity after referral, and capacity to re-enter care.
Demographic characteristics may identify patterns
requiring investigation, but they should never be used to
infer an individual patient's preferences, trust, resilience,
distress, or willingness to engage.

An integrated psychosocial-care system model

The evidence assembled here supports distinct patient,
relational, workflow, organizational, and structural
determinants of psychosocial care, but it does not
validate one universal causal architecture. “What Matters
to You” initiatives illustrate how eliciting patient
priorities can influence individual care and service design
while also encountering variable implementation barriers
[32]. This supports responsiveness to patient-defined
priorities, not the stronger claim that elicitation
automatically changes outcomes.

The article therefore proposes a nested response-
continuity model. Psychosocial need is interpreted at the
patient-clinician level, influenced by relational and social
conditions, translated through clinical workflows,
enabled or constrained by organizational capacity, and
situated within structural, digital, economic, and policy
environments. Information must cross these levels
without losing its meaning; responsibility must cross
them without disappearing. Feedback operates in the
opposite direction when support is inaccessible, declined,
ineffective, or no longer appropriate.

Table 4 is needed because equity changes the meaning
of pathway performance: the same apparent endpoint can
arise from very different mechanisms.

Table 4. Equity-sensitive interpretation of pathway states in the proposed psychosocial-care system

Equity-sensitive

Possible mechanism . .
interpretation

Boundary that must
remain visible

Appropriate system
response

Pathway state — Need not documented
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No need, non-disclosure, . . .
. . Absence of data is not Observation versus Preserve alternative routes to
inaccessible assessment or . .

. absence of need inference disclosure and reassessment
measurement mismatch

Pathway state — Need documented, no action

Low priority, patient . . . S
P Y. P . Non-action may be chosen or  Choice versus constrained Record reason and maintain
preference, unavailable .
. . . imposed access re-entry
service or failed ownership

Pathway state — Referral made, support not reached

Decline, cost, distance, Referral completion is an Identify modifiable pathway

Offer versus usable access

language, digital or
. . access outcome loss
scheduling barrier
Pathway state — Support received, need persists
Wrong mechanism Persistence is not . .
. L. g . L . Response failure versus Reassess need, fit and
insufficient intensity, new automatically treatment .
- . . context change constraints
need or limited effectiveness resistance
Pathway state — Support effective but discontinuous
- L Success at one time point .
Episodic benefit without L P Encounter outcome versus  Build follow-up and re-entry
may coexist with system L .
durable pathway . continuity mechanisms
fragility
Pathway state — Proposed cross-level mismatch
i iori Inequity may emerge from . . Review th hway rather
_Patlent priority and equity . ay emerge fro individual choice versus eview t e. pat . ay rathe
available system response do cumulative small losses . than relocating failure to the
. system constraint ;
not align across levels patient

The resulting architecture is summarized visually in  evidence-supported premises end and proposed scale-
Figure 1, which separates levels and marks where transfer relationships begin.

Response continuity across nested psychosocial-care levels and scale-transfer boundaries
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Figure 1. Response continuity across nested psychosocial-care levels and scale-transfer boundaries

Implementation should therefore be evaluated as a

Implementation principles and evaluation outcomes
sequence rather than a binary state. Fidelity measures can
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test whether intended processes actually occur [18];
multilevel monitoring can distinguish patient, team, and
organizational uses of information [24]; sustainability
evidence warns against treating early uptake as durable
integration [30]. Evaluation should include reach and
accessibility, recognition, response completion, patient-
reported relational experience, referral continuity,
reassessment, equity of pathway retention, organizational
burden, adaptation, and selected clinical outcomes where
appropriate.

No single endpoint can establish success. An umbrella
review of shared decision making found heterogeneous
and often uncertain effects across health outcomes,
quality, cost, and consultation time [33]. Psychosocial
integration should likewise avoid claiming clinical
effectiveness from improved screening completion or
patient experience alone. The proposed model is testable
through longitudinal pathway analyses, comparative
implementation studies, mixed-method evaluation of
pathway losses, and explicit examination of whether
adaptations preserve response continuity across
populations and settings.

Results and Discussion

The theory developed here reframes psychosocial care
from a collection of supportive interventions into a
system capability. Its strongest empirical foundations
concern  specific ~ components:  unmet  need,
communication, social connection, assessment, stepped
or  collaborative interventions,  implementation
determinants, and sustainability. Its most original
claim—that durable psychosocial care depends on
maintaining response continuity across nested levels—is
a synthesis requiring direct validation.

Several boundaries are therefore essential. Social
connection may buffer adversity but does not remove
structural disadvantage [12]. Trial evidence supports
particular stepped or collaborative packages in defined
contexts [20], while component analyses show that
intervention labels conceal meaningful heterogeneity
[22]. Sustainability cannot be inferred from
implementation success [30], and broad patient-centered
practices do not reliably produce uniform clinical, cost,
or quality effects [33]. These limitations argue for testing
mechanisms and pathway transitions rather than treating
psychosocial integration as a unitary intervention.

The framework also resists two symmetrical errors. One
is psychologization: interpreting financial, linguistic,

discriminatory, geographic, or organizational barriers as
properties of patient motivation or coping. The other is
structural reductionism: overlooking the importance of
emotional recognition, relational safety, preference, and
individual meaning because structural conditions matter.
Sustainable patient-centered practice requires both levels
to remain visible and analytically distinct.

Conclusion

Psychosocial care becomes integrated when healthcare
systems can recognize changing need, interpret it with
patients, connect it to an acceptable response, preserve
responsibility across handoffs, and reopen support as
circumstances change. Emotional support, social
connection, measurement, specialist intervention,
workflow design, organizational capacity, and equity are
therefore complementary but non-interchangeable
components. The proposed response-continuity theory
offers a bounded way to connect them without claiming
that one pathway is universally effective. Its value now
depends on empirical testing of the transitions where
psychosocial information, access, responsibility, and
continuity are most likely to be lost.
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