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Abstract
Background: Coordinated rehabilitation plays a crucial role in helping patients with acquired brain injury (ABI) to return to active lives. 
Cooperation between occupational therapists (OTs) and social workers (SWs) is very important during the hospital-to-home transition.
Aim: The primary objective of the project was to map the coordinated rehabilitation of individuals after ABI within their social environment, 
aiming to help patients reclaim their lives despite the limitations of ABI. The purpose of this article is to identify and describe the impact 
of medical-social rehabilitation relative to interprofessional cooperation between OTs and SWs in the patient’s home environment. The 
focus is on identifying the critical elements needed to maximize specialist collaboration.
Methods: The research was designed as an experimental qualitative study with auxiliary quantitative indicators in 17 case studies. 
The study included semi-structured interviews. In addition, the FIM system® and WHODAS 2.0 were used to objectify patient status 
monitored over time in individual cases.
Results: Five critical elements of cooperation were identified: (1) Quality of life, (2) Self-sufficiency, (3) Evaluation of the home, physical, 
and social environment, (4) Indication of aids, barrier-free modifications, and their financing, (5) Connection of health and social areas. 
After coordinated intervention, patients reported a gradual increase in their quality of life and self-sufficiency. The next continuity of 
rehabilitation services is very desirable, at least for maintaining the effect.
Conclusion: Specialist cooperation prevents patients from getting lost in the complicated systems of health and social services. It maximizes 
access to and effectiveness of these services, including the availability of financial aid and psychological support.
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Introduction

Based on a review study, Connor et al. (2023) state that early 
supported discharge generates significant cost savings, reduc-
ing hospital length stays and long-term dependency. Thus it 
eases the transition home for patients after brain injury. Or-
ganizational and interprofessional factors are critical to the 
success of the process.

A person’s ability to independently satisfy their personal 
needs in a particular environment is referred to as self-suf-
ficiency (Arnoldová, 2015; Přibyl, 2015). Self-sufficiency is 
among the areas addressed by occupational therapists and 
social or health-social workers. According to Švestková et al. 
(2017), only a third of patients with severe disabilities return 

to their original quality of life. Another third require special-
ized aids, services, or support to reintegrate into employment 
and society. The final third are dependent on long-term care at 
home or an institutional environment. Adapting to new situ-
ations can often be difficult and problematic, not only for pa-
tients but also for their families and loved ones. Furthermore, 
broader social relationships are also significantly affected (Jel-
lema et al., 2021).

The importance of early interventions by professionals and 
their neurorehabilitation teams cannot be overstated (Karol, 
2014; Krogager Mathiasen et al., 2020; Mokrusch, 2021). 
Körner (2010) characterizes an interdisciplinary team as one 
where the individual experts are at the same hierarchical level. 
This leads to frank and open communication and cooperation 
among the team and is associated with greater effectiveness. 
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An interprofessional approach is essential for coordinated 
neurorehabilitation. On the other hand, a multidisciplinary 
approach involves individual experts working in parallel on 
specific tasks. Individual autonomy among team members is 
high, while team communication is poor, with only problem-
atic issues being discussed. Interprofessional teams work on 
patient goals, which are discussed regularly (Körner, 2010). 
Ponsford (2004) states that a team approach, focused on the 
needs of a person after brain injury, is critical for a success-
ful return to the community following ABI. Occupational 
therapists (OTs) and physiotherapists (PTs) usually work in 
tandem. However, during the transition from institutional to 
home environment, close cooperation between occupation-
al therapists and social workers (SWs) has proven to be very 
effective. OTs and SWs have many overlapping intervention 
domains, which can also be found in certain legal documents. 
In Czech legislation, this applies to Decree No. 55/2011 Coll. 
regarding the duties of healthcare and other professionals, as 
amended.

According to Czech Act No. 108/2006 Coll., on Social Ser-
vices, as amended, and Decree No. 505/2006 Coll., which im-
plements certain provisions of the Social Services Act, there 
are many common overlapping areas in both professions, 
especially in the area of social rehabilitation understood as 
specific activities aimed at achieving the independence and 
self-sufficiency of persons.

The participation of OTs in these activities, as well as med-
ical-social or social workers, is highly desirable. In this con-
text, interprofessional education plays a significant role, e.g., 
through intercollegiate collaborations. Such education helps 
to reflect new professional realizations around the concepts 
of collaboration, leadership, roles of different professions, 
and the importance of communication (Karpa et al., 2018). 
Patients after acquired brain injury and their families expect 
integrated transitional care that enables long-term self-man-
agement at home. Gaps in discharge planning combined with a 
lack of timely post-discharge support contribute to unmet care 
needs and affect patients’ ability to cope with changes (Chen 
et al., 2021).

 
Materials and methods

The aim of this research grant No. GAJU 138/2016/S, named 
Coordinated Rehabilitation of Patients with Brain Injury, was 
to map the coordinated rehabilitation of patients after ABI 
in their home environment using methods and techniques of 
social work, physiotherapy, occupational therapy, medicine, 
speech therapy and psychology, to significantly help patients 
to start living their lives again (despite limitations caused by 
the disease). This article addresses one of the project’s objec-
tives within the framework of occupational therapy outputs: 
to identify and describe the impact of medical-social rehabili-
tation on interprofessional cooperation between occupational 
therapists and social workers in the patient’s home environ-
ment, with a specific focus on identifying key elements that 
maximize specialist collaboration.

The research was designed as a pilot experimental, quali-
tative study with auxiliary quantitative indicators to objectify 
patient status monitored over time in individual cases. The 
study was longitudinal and funded from 2016–2018. After 
2018, additional data collection and interventions were con-
ducted regarding the time of the patient’s entry into the study. 
The study was completed in April 2021 using Computer-assist-
ed telephone interviewing (CATI) for the final assessments of 

all patients. The research participants included patients after 
ABI (and their family members) who received three months 
of coordinated rehabilitation. Rehabilitation was recommend-
ed by physicians and provided by PTs (two regular visits per 
week), OTs (6 visits), and SWs (6 visits). It took place in pa-
tients’ home environment during the subacute phase of their 
disease, i.e., after discharge from medical facilities. In specific 
cases, patients were also included in psychological or speech 
therapy interventions (these interventions were not home-
based). OT and SW visits took place together (four visits in the 
first three months, and follow-up visits in the sixth and ninth 
months). If necessary, another individual intervention was ar-
ranged with the patient, or the solution of compensatory aids 
and distance counselling. In April 2021, control measurements 
were performed by an OT or PT. The telephone interviews were 
performed by the same therapists who conducted the 3-month 
intervention with the patients.

For a detailed description of the rehabilitation interven-
tion and timeline of research tools, see Suppl. Fig. S1. The basic 
criterion for the selection of ABI patients was the preservation 
of communication skills, i.e., the ability to take part in a con-
trolled interview using the FIM (Chumney et al., 2010) and  
WHODAS 2.0 questionnaires (Sládková and UZIS 2016; Üstün 
et al., 2010), as well as additional questions regarding social 
interactions. Patients were selected by occupational therapists 
at the Rehabilitation Department of České Budějovice Hospi-
tal (Czech Republic) after performing selected tests (FIM and 
MMSE). The study included all patients from 2016 and 2017 
whose health and social conditions met the inclusion crite-
ria. The implementation of the research was approved by the 
Ethics Committee of the Faculty of Health and Social Sciences 
at the University of South Bohemia in České Budějovice. The 
study participants gave informed consent.

A total of 21 patients with ABI were recruited for the study. 
Of those, four ended their cooperation during the research, 
and their data was excluded from processing. The main reason 
for discontinuation involved moving out of the 30 km radius 
of České Budějovice. Of the 17 patients who completed the 
study, most were stroke patients (Table 1). Patients underwent 
home rehabilitation, as well as follow-ups after six and nine 
months, and in April 2021.

Interview recordings were processed using the ATLAS.ti 
program and included a systematic analysis of case reports 
(examination and therapy reports). Basic descriptive statistics 
were used to evaluate the results in the quantitative part of the 
study. While the number of patients involved was sufficient for 
qualitative processing, it was too low for statistical processing. 
Therefore, the conclusions from statistical analyses can only 
be considered as pilot results that can be used to formulate 
objectives for future research.

To determine the impact of medical-social rehabilitation 
(emphasizing ways to improve interprofessional cooperation 
between OTs and SWs in patients’ home environments), data 
collected from semi-structured interviews and case studies un-
derwent qualitative analysis (Hendl, 2016).

 
Results

Based on the case reports and interviews analysis, and in ac-
cordance with the competencies of OTs and SWs (Czech De-
cree No. 55/2011 Coll.), we identified five areas of overlapping 
responsibilities and duties of cooperation between OTs and 
SW. The thematic analysis was conducted by an OT. Some areas 
are also supported by quantitative outputs.

https://kont.zsf.jcu.cz/attachments/000079.pdf
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Table 1. Demographic indicators and FIM results for the 6-month follow-up

Patient Diagnosis Specific 
hemiparesis

Age Sex FIM 0 (max 
value 126)

FIM 1 FIM3 FIM6

CB1 CVA Right-sided 77 M 79 83 86 86

CB2 iCVA Left-sided 52 F 113 115 121 121

CB 3 CVA Left-sided 71 F 105 106 106 106

CB 4 iCVA Left-sided 72 M 59 59 83 101

CB 6 iCVA Right-sided 78 F 115 125 125 125

CB 7 iCVA Left-sided 82 F 99 107 110 111

CB 11 iCVA Left-sided 74 F 107 121 123 123

CB 12 hCVA Left-sided 48 M 105 109 117 118

CB 13
Traumatic 

brain injury
Left-sided 42 M 100 108 117 117

CB 14 iCVA Left-sided 58 M 66 69 71 75

CB 15 iCVA Right-sided 62 M 114 117 124 125

CB 16 iCVA Right-sided 66 F 111 114 114 114

CB 17 iCVA Left-sided 77 F 92 104 111 111

CB 18
Multiple brain 

injury
Multiple brain 

injury
35 M 90 98 116 116

CB 19 iCVA Left-sided 59 F 103 113 116 116

CB 20 iCVA Left-sided 86 M 94 97 99 99

CB 21 Aneurysm Tetraplegia 42 F 26 28 39 47

Average value 93 98 106 107

Maximum value 115 125 125 125

Minimum value 26 28 39 47

Note: iCVA – ischemic cerebrovascular accident; hCVA – hemorrhagic cerebrovascular accident; FIM 0 – FIM at project entry;  
FIM 3 – FIM after 3 months; FIM 6 – FIM after 6 months

1.	 QUALITY OF LIFE
Research suggests, that if therapy is not continued (at least 
to maintain the patient condition), patients often deteriorate 
to their original level, in some cases, even worse (according to 
the subjective evaluation using WHODAS 2.0), range 100–0% 
(worst-best) – Suppl. Table S2.

After one and three months of coordinated cooperation, 
patients reported a gradual increase in their quality of life 
(QoL). However, after six and 12 months, a trend toward 
deterioration or stagnation can be observed. During this 
6–12-month period, patients were no longer undergoing co-
ordinated rehabilitation. Three to four years after the end 
of coordinated rehabilitation, only two patients reported 
a positive result after evaluation of their QoL. At the same 
time, these patients have other specific rehabilitation goals to 
achieve a higher QoL: “Short-term memory is affected in relation 
to normal functioning” (Patient 13); “… the strength and func-
tion of the right hand; to engage in workshop activities” (Patient 
15). In other patients, we noted stagnation or deterioration 
of their condition based on a subjective evaluation of the QoL 
using WHODAS 2.0. In some cases, patients lack commu-
nication and contact with another person: “I have no one to 
talk to...” (Patient 1) Communication was especially mediated 
by social workers: “It also helped me when you came here, that 
you at least listened to me, that I could talk about my lamenta-
tions” (Patient 11). Nevertheless, among them we can also 
find patients who had already come to terms with the disease:  

“… I’m satisfied. I’m looking forward to the garden, how I’ll gar-
den and relax there” (Patient 2); “I feel positive. I’m falling, but it 
turned out well... I’m glad... that I can take care of myself during 
the day…” (Patient 18).

When asked within CATI: “How would you imagine your 
ideal life now?”, some patients still reported returning to the 
state before the disease: “I wouldn’t have any paralysis or heart 
complications, that’s what I’d like” (Patient 3). Another patient 
reported an increase in their QoL related to being able to drive 
a car again.

However, clients lack follow-up rehabilitation, guided 
home exercise, or spa levers: “I’m doing well, but I’d like to go 
to rehabilitation again and to a spa…” (Patient 13). One patient 
stated that they had had further rehabilitation and frequent-
ed a day centre for people with brain injury. Six patients died 
during the study. We were unable to determine the status of 
patient 16 at the end of the study.

2.	 SELF-SUFFICIENCY
The development of self-sufficiency in individual cases was ob-
jectively monitored by OTs using the FIM assessment. Social 
workers evaluated needs based on patient interviews.

When we focus on the development of needs from months 
to approximately three years after ABI (based on the inter-
views conducted by social workers with patients and their 
family members), the key factor that entered needs analysis 
was SELF-SUFFICIENCY (Suppl. Fig. S2).
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Self-sufficiency divides the needs of patients into two areas:
(1)	Those who are self-sufficient, satisfied, or “only” need addi-

tional rehabilitation. Regarding coping strategies, self-su-
fficient patients have already coped with the consequences 
of ABI – for example, by choosing other means of transport 
than those they were used to: “I’ve completely written off the 
car, I take the bus everywhere or let myself be driven, I can’t 
keep up with the traffic, and I don’t even want to drive anymo-
re. I ride my bike...” (Patient 2). Self-sufficiency and its emo-
tional impact are well illustrated by patient 18: “I’m glad it’s 
the way it is now. That I can take care of myself during the day. 
I know that even if I’m alone for a few days, I can do it.”

(2)	Non-self-sufficient patients often long to return to their 
state before ABI. These individuals often require more pro-
fessional care, which may not be available in the absence 
of coordinated rehabilitation. Compensatory aids, reha-
bilitation, and the need to manage pain are key issues for 
patients with limited self-sufficiency. The need for self-suf-
ficiency was expressed well in the following statement:  
“I wish I was more independent, could brush my teeth, comb my 
hair, eat, but my shoulder doesn’t work” (Patient 21).

It is evident that the initial input of the interprofessional 
team made it possible for patients to orient themselves in the 
services and assistance offered (counselling by social work-
ers) – “I think we did everything well, directions were clear, and 
outcomes were good” (Patient 13). However, the termination of 
rehabilitation services and de facto loss of coordination mean 
that patients may become dissatisfied with their current con-
dition and want a return to their life before ABI.

According to the FIM, the most significant improvement 
was shown by a patient who had an entry score of 90 points 
and an output FIM of 116 points (Patient 18). This patient 
was more active in their occupational therapy compared to the 
others, with sessions once a week since there were many goals 
to be addressed. However, at the 6-month follow-up, they did 
not continue to improve (FIM = 116). The smallest FIM im-
provement was 1 point for a patient who had an entry score of 
105 and an output score of 106 points (Patient 3). The highest 
baseline score was 115 points; this patient also had the highest 
exit score (125 points) after the three-month intervention (Pa-
tient 6). A maximum of 126 points can be obtained in the FIM 
rating, which indicates complete independence.

Examining the FIM score alongside the client’s percep-
tion of their status reveals a correlation: clients with low FIM 
scores and reduced self-sufficiency are typically not yet in a 
state to cope effectively with their condition: “... I don’t exer-
cise anywhere, only once every six months for botox... I don’t want 
anything more. [The wife adds that the husband does not like 
the hospital environment, it has a bad psychological effect on 
him]. I want to be able to go out more. We walk using a walker 
every day... to manage the transfers from the wheelchair to the 
bed” (Patient 14, FIM value on enter: 66, FIM value 3 months 
after the therapy: 75). Patient 21 with the lowest overall FIM 
rating (26 entry, 3 months after therapy: 47) also comments 
on unsatisfied needs: “If I could move somewhere... I won’t stay 
at home alone. When my husband goes for a run, my daughter or 
son is with me.”

3.	 EVALUATION OF THE HOME, PHYSICAL,  
AND SOCIAL ENVIRONMENT

From an occupational therapy perspective, clients primarily 
experience the impact through modified daily living activities 
using compensatory aids. “... In fact, she helped me by showing 
me various aids” (Patient 7); “I tried new aids that I didn’t know 

I could buy or that the insurance company would pay for” (Pa-
tient 12). The focus on the indication of compensatory aids and 
the modification of the home environment is also appreciated 
by another client, where the effect on mental well-being can be 
clearly perceived: “The handrails were being addressed... various 
aids. For example, the armpit roller, the toilet attachment. That is 
probably the most important thing for me... You understand... that 
I don’t have to urinate in the living room anymore” (Patient 8).

The evaluation of the home environment was included as 
part of the physical component of the overall patient environ-
ment assessment (Fig. 1).

In terms of the social environment, caregivers, relatives, 
other contacts, and overall personal relationships were sig-
nificant facilitators. The following people were most often 
mentioned by patients (in order of frequency): partner, son/
daughter, granddaughter, mother, neighbours. The psycholog-
ical aspect also proved to be very important in this context. 
For example, patient 13 often mentioned: “I miss my children.” 
It is obvious that this greatly affects the overall psychological 
well-being of the patient.

 Fig. 1. The main environmental components

4.	 INDICATIONS FOR REHAB AIDS, BARRIER-FREE 
LIVING SPACE ADJUSTMENTS, AND THEIR 
FINANCING

A large part of home modifications and disability aids can 
be financed by social health services, and this is where social 
workers play a key role. A patient’s daughter stressed the need 
for patients to be informed about the financing of aids: “... we 
got all sorts of initial information from our social worker. I had no 
idea, for example, that the bed for my dad could be paid for.” If this 
is addressed during the intervention itself and the OT and SW 
communicate with each other, the process of acquiring financ-
ing for aids or modifications can run more smoothly. The pa-
tient also benefits by being regularly informed about various 
financing options, for example: “In the hospital, the social worker 
guided us regarding available services, although, they offered just a 
list of services and I still had to find out what to do and how to do it 
on my own. I then learned more things from the project.” Thanks to 
social workers, administration is simplified, and the need for 
patients to interact with authorities, etc., is minimized.

In practice, we identified four basic categories of rehab aids 
recommended by OTs (Fig. 2).

Proper aid choice requires close cooperation, not only with 
a SW (particularly for “Large aids” and their financing), but also 
with a PT (particularly for “Mobility and locomotion aids”). It 
was found that categories I and III, i.e., small and large devices, 
were not addressed upon discharge from the hospital. For cat-
egories II and IV, in some cases the device was indicated upon 
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I. 
Small aids

• Items with ergonomic 
handles (11x)

• Anti-slip aids (kitchen, 
writing, hygiene) (10x)

• Washcloth on an 
extended handle (7x)

• Graphomotor aids (6x)

II. 
Medium aids

• Shower, bathtub aids
(13x)

• Modified toilet seats
and toilet handles (7x)

III. 
Larger aids

• Electrically adjustable 
bed (4x)

• Stair climbing-assist 
devices (1x)

IV. 
Mobility and locomotion 

aids

• Mechanical/Electric 
wheelchairs, 
Walker/rollers, Crutches 
and canes (13x)

• Orthoses (knee, ankle)
(6x)

Fig. 2. Focus of occupational therapy on the indication of compensatory aids and frequency of indications (n = 17)

discharge from the hospital, but it was necessary to adapt the 
device to the conditions of the home environment, or to pur-
chase another device.

5.	 LINKING HEALTH AND SOCIAL ISSUES
Suppl. Fig. S3 of the overlapping interventions of OTs and SWs 
shows the overall interconnection of health and social servic-
es. The importance of cooperating with a physiotherapist can-
not be omitted.

However, when a SW has the role of case manager, they can 
greatly facilitate successful communication between health 
and social services, as confirmed by the research. Mutual 
awareness within the team is indispensable, as patients con-
firm, specifically: “It’s nice that when I ask you something, you’re 
connected and willing to help me.”

Based on the interventions used in our study cases, four 
basic areas were identified where OTs can make important 
contributions to the home environment of people with ABI: 
(1) evaluation of living spaces and identification of facilitators, 
(2) training and education about activities of daily living (ADL) 
and daily routine, (3) influencing impaired functions through 
specific targeted occupational therapy and self-therapy edu-
cation, and (4) education of family members and caregivers. 
The most frequent individual specifics within these four focus 
areas are shown in Suppl. Fig. S3, based on the interviews and 
case reports analysis. 

These areas are foundational and are applicable to all our 
ABI patients. The role of occupational therapy for ABI patients 
is very broad and includes both health and social areas.

 
Discussion

In rehabilitation, we face daily problems related to the lack of 
connection between the health and social spheres of patient 
services. In practice, we resolve these issues through cooper-
ation between OTs and SWs. There is an absence of similarly 
focused studies that specifically deal with the cooperation be-
tween these two professions, although the importance of link-
ing these disciplines or the educational strategies of SWs for 
support in their involvement in the health sphere are pointed 
out in the context of interprofessional education (Held et al., 
2019). A scoping review (Freymueller et al., 2024) focuses on 
social work practice and outcomes in rehabilitation, including 
collaboration with a rehabilitation team and the mutual con-
duction of interventions involving cooperation with OTs. As 
part of a study focused on people with chronic lower back pain 
returning to work after rehabilitation, Michel et al. (2018) 
describes the cooperation between an OT and SW, especially 
when collecting occupational information. We consider coop-

eration to be very desirable due to the many overlapping ar-
eas and the broad role of occupational therapy. According to 
Hughes et al. (2016), up to 200 different daily activities are 
associated with occupational therapy. In our study, we focused 
on the role of the OT in the home environment of those with 
ABI. One specific area of OT and SW overlap, and potential 
cooperation involves the best choice of compensatory aids. 
For example, aids related to barrier-free accessibility, such as 
stair climbers, may be recommended by an OT. However, the 
aid may be financed by social services, thus close cooperation 
with a SW can be effective in cutting through administration 
and helping the patient to receive the aid in a timely manner.

We worked in accordance with the philosophy of the Inter-
national Classification of Functioning, Disability, and Health 
(ICF), in which the environment is described as a contribut-
ing factor. This prevents people with disabilities from being 
perceived as isolated individuals with a disabling diagnosis. 
Instead, patients should be seen as a dynamic interaction be-
tween their diagnosis, their treatment, and the environment 
in which they live (WHO, 2008). Therefore, we focused on the 
functional health of the patient and those other situations 
where the functional limitations of the patient manifest, with 
the aim of achieving the maximum QoL.

In cooperation with a PT, occupational therapy focused on 
the functional abilities of patients associated with impaired 
motor, sensory, or, in some cases, cognitive functions. The 
OTs, in cooperation with SWs, mainly deal with the financing 
of compensatory aids, modifications to patient living space, 
or the arrangement of barrier-free housing. Additionally, they 
help with arranging rehabilitation and helping families adjust 
to a family member with ABI, for example, by assessing fol-
low-up services and support and mediating communication 
with authorities and various medical and non-medical profes-
sionals.

We noted that a vital role of SWs was to coordinate team 
responsibilities in addressing the needs of individual patients. 
Other goals for SWs included social counselling regarding so-
cial benefits, and helping patients navigate the maze of pa-
perwork to get funding for compensatory aids or living space 
modifications to meet their special needs. Finally, SWs were 
also an important source of psychological support for patients. 

Study strengths and limitations
The initial input of the interprofessional team made it possible 
for patients to quickly gain an understanding and awareness of 
available services and assistance. Regarding counselling by so-
cial workers, one patient noted – “I think [they] did everything 
well, they gave my family and me clear directions, which helped us 
a lot” (Patient 13). However, once our intervention ended, pa-
tients faced a lack of any coordinated assistance, leaving them 
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dissatisfied with their situation and prompting unproductive 
desires to return to life before their stroke or brain injury. It 
is obvious that the lack of coordinated rehabilitation services 
leads to feelings of frustration and hopelessness.

As far as evaluating QoL and self-sufficiency is concerned, 
we are aware that spontaneous recovery after ABI can result 
in functional status improvement and changes in patient per-
ception of QoL. However, further research on a larger set of 
probands is needed to draw unambiguous conclusions. At the 
same time, rehabilitation programs focused on patient goals 
and an interprofessional approach have an indisputable effect 
on the QoL in the long term, not only for patients but also 
for caregivers, as evidenced by other studies (Markovic et al., 
2024; Vešligaj-Damiš et al., 2023). Vogler et al. (2014) found 
that after a mean time post-injury of 18 years, health related 
QoL and perceived health status in caregivers show lower val-
ues compared to the age-matched control. The monitored val-
ues were lower in patients with ABI than in caregivers. In Eu-
rope, there is still a lack of extensive research focusing on these 
areas of community practice. The available studies are more 
concerned with early neurorehabilitation, early discharge, and 
outpatient rehabilitation, e.g., a Danish study published by the 
authors Krogager Mathiasen et al. (2020). In Germany, a rand-
omized study was conducted on 53 people with acquired brain 
injury, focusing on long-term coordinated and continuous re-
habilitation on outpatient intervention (Bender et al., 2016).

Also, the results of OT or SW intervention cannot be sep-
arated from the coordinated intervention. Therefore, on the 
basis of the research, it is not possible to accurately evaluate 
the success of the intervention of individual experts, includ-
ing PT. Due to the essence of the article, PT is not evaluated 
and discussed in detail. However, the results are evaluated and 
interpreted in a coordinated interprofessional approach, with 
an emphasis on the importance of cooperation between OT 
and SW, as this cooperation is often neglected or downplayed 
in practice. In the Czech Republic, this is a significant prob-
lem due to the absence of interconnection between the health 
and social spheres. Very few OTs perform interventions in a 
patient’s home environment, and financing these services is 
problematic.

Within the research of individual cases, a large amount 
of quantitative and qualitative data was collected. Therefore, 
annotating was also used (Hendl, 2016). Open, axial, and se-
lective coding was used in the qualitative analysis. The article 
contains the most important information and outputs in con-
nection with the presented topic. Due to the scope and focus 
of the research, other specific outputs are included in several 
publications (Bendová et al., 2021; Kuželková et al., 2024).

Hughes et al. (2016) state that occupational therapist in-
tervention in the patient’s home environment is important for 
improving and maintaining the physical functions, independ-
ence, and QoL of a wide range of people. The authors divided 
the work of an occupational therapist into direct care, indirect 
care, teamwork, and service development. Mentioned compo-
nents can also be found in the OT, SW, and PT intervention 
within our research. We also found inconsistencies in the ter-
minology used to describe patients and clients. In healthcare, 
the term “patient” is more commonly used, while in social work 
and similar services, the term “client” is preferred. Soklaridis 
et al. (2017) reported encountering difficulties in consistently 
using a single term in their research, which also involved team 
members from diverse professional backgrounds.

Rehabilitation teams also use some continuous terminolo-
gy. Specifically, the terms multidisciplinary, interdisciplinary, 
and interprofessional are often confused or used interchange-

ably (Körner, 2010). Due to the excellent cooperation among 
the various professionals working on this project, we have 
used the term interprofessional approach in our research.

Despite the systemic lack of a structural or administrative 
connection between the health services and social services in 
the Czech Republic, we were able to establish excellent work-
ing relationships between the OTs and SWs participating in 
our study. We consider cooperation between these two spe-
cialties to be very desirable in daily practice.

 
Conclusion

Regarding the duties and responsibilities defined in current le-
gal documents and based on the research, we have defined five 
basic areas for cooperation between occupational therapists 
and social workers when they work together in the home envi-
ronment of ABI patients: (1) Quality of life, (2) Self-sufficien-
cy, (3) Evaluation of the patient’s home, physical, and social 
environment, (4) Indications for rehab aids, barrier-free living 
space adjustments and their financing, (5) Linking health and 
social issues.

Based on interviews and using objective instruments FIM 
and WHODAS 2.0, our research showed that by emphasizing 
the above-mentioned interconnections and overlaps between 
health services and social services and stressing close cooper-
ation between OTs and SWs, we can (1) greatly improve the 
knowledge and understanding of patients with regard to the 
availability of critical services, (2) increase the timeliness and 
effectiveness of accessing important social services and sup-
port, and (3) facilitate the speediest return of the patient to 
their normal life. Termination of the coordinated process leads 
to stagnation or deterioration of patients’ states, and the in-
fluence of physiotherapy within the coordinated rehabilitation 
cannot be omitted.
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