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Abstract. Effective strategies for coordinated rehabilitation. Shuranova L., Vackova J., Rimarova K.,
Hryshchuk A. Rehabilitation of stroke patients is a complex process that requires coordination between healthcare
professionals, patients and their families. This study aims to develop strategies to optimize coordinated care and
rehabilitation in order to improve patients' quality of life and facilitate their return to normal life. The main objective is to
examine the implementation of coordinated care and rehabilitation before, during and after hospital discharge. The study
was conducted within the framework of the project GAJU 066/2022/S, approved by the Ethics Commission (number 6/2022).
A qualitative approach was used, with semi-structured interviews with healthcare professionals involved in the rehabilitation
of patients after stroke as the main method of data collection. The study involved 143 professionals from different hospitals,
including doctors, physiotherapists, occupational therapists, psychologists, social workers and nurses. The data were
analysed using ATLAS.ti sofiware and different coding strategies. Based on the information obtained, a SWOT analysis was
conducted, the results of which were used to propose process optimization. It helped to identify key strengths, weaknesses,
opportunities and threats to coordinated rehabilitation. The results indicate the need to improve cooperation between
professionals and increase the availability of coordinated rehabilitation services. Key challenges include insufficient support
and awareness of patients and their families, limited access to home-based rehabilitation services, and insufficient
coordination between health and social service providers. Recommended strategies include improving interprofessional
communication, expanding access to home-based services, increasing financial support, improving education of patients
and their families, and introducing a system for monitoring the quality of services provided.

Pedepar. EdextuBni crparterii a1s koopamnosanoi peabimitaumii. Illypanosa JI., Bankosa ., Pimaposa K.,
I'pumyk A. Peabinimayis nayicnmie, siKi nepeneciu iHcyibm, € CKIAOHUM NPOYECOM, W0 SUMA2AE KOOPOUHAYIT MIC
MeOUUHUMU NPAYiGHUKAMY, nayicumamy ma ixuimu poounamu. Lle Oocniddicennss cnpsmosane Ha po3pooOneHHs.
cmpameziil 0111 onmumizayii KOOpOUHOBAHOI donomo2u ma peabitimayii 3 Memor NOKPAUJeHHS SIKOCII HCUMMSL
nayienmie ma noiecUenHs iXHb0o20 NOGEePHEHHs. 00 HOpMAnbHo2o dcumms. OCHOGHA Mema NoasA2d€ y BUBYEHHI
6NPOBAOICEHHST KOOPOUHOBAHO20 002150y ma peabirimayii 0o, ni0 wac ma nicjisi 6UNUCKU 3 JiKapHi. JJocniodcenms
npogedero 6 pamkax npoexkmy GAJU 066/2022/S, 3ameepdaicenozo emuunoro komicieio (Homep 6/2022). Buxopucmaro
AKICHUL NIOXI0, OCHOBHUM MemOo0oM 300py OAHUX OYIU HANIBCMPYKMYPOBAHI IHMeP8 10 3 MEOUYHUMU NPAYIBHUKAMU, SIKI
3aumaromscs peabirimayicio nayienmie nicis iHcyromy. ¥ oocnioscenni ezsanu yuacmo 143 gaxieyi 3 pisHux aikapens,
sKIOUAIOYU TIKAPIS, (piziomepanesmis, epecomepanedmis, NCUXO0J102i8, COYIANbHUX NPAYi6HUKIE ma Medcecmep. [ani 610
NPOAHANI308AHO 3d OONOMO2010 Npocpamiozo 3abesneyenus ATLAS.ti 3 suxopucmanuam pisHux cmpameeiti KOOYB8AHHSL.
Ha ocnoei ompumanoi ingpopmayii nposedeno SWOT-ananis, pe3yibmamu IK020 GUKOPUCMAHO OJisl NPONO3UYLL WoO00
onmumizayii npoyecy. Lleil ananiz 003601u8 U3HAYUMU KTIOYOGI CUTbHI A CIAOKI CIOPOHU, MOICTUBOCIE MA 342PO3U
onst KOOpOuHo8anoi peabinimayii. Pesynrbmamu exazyiome HaA HeO0OXIOHICMb NOKPAWEHHS CRIGNpayi Midc npo-
Gecionanamu ma 30inbweHHs: OOCMYNHOCIME KOOPOUHOBAHUX peabinimayiinux nociye. OCHOSHI nPobieMu SKIIOUAIOMb
HeOoCmammo NIOMpUMKY ma 00I3HAHICIMb NAYIEHMIB | IXHIX POOUH, 0OMedceHUll OOCIYN 00 OOMAWHIX PeadiiimayiuHux
nociye i HeOOCMAmHI0 KOOPOUHAYIIO MINC NOCMAYATbHUKAMU MeOUYHUX md coyianvHux nociye. Pexomenodosani
cmpamezii’ nepedbauaroms NOKPAWEHHs. MINCNPOQeciinoi KOMYHIKaYii, posuwupents 0ocmyny 00 OOMAWHIX NOCYe,
30inbUleHHA IHAHCO80I NIOMPUMKU, NIOBUWEHHS PIBHA OC8IMU NAYIEHMIE Ma IXHIX POOUH, A MAKONMC 3ANPOBAOIHCEHHS
cucmemu MOHIMOPUHEY AKOCMI HAOAHUX NOCTLYe.

Cerebrovascular disease (CVA/stroke) represents
a significant and growing global health challenge [2].
It is the leading cause of acquired physical disability
in adults and the second leading cause of death in
middle — and high-income countries [2]. Acute CVA
1s often referred to as a stroke, and it is essential to
understand that this is not a random occurrence [3].
‘Time is brain’ emphasizes the critical importance of
rapid assessment and treatment of acute CVP [3].
CVA, a major contributor to disability and mortality
across the globe, affects people of all backgrounds
and significantly impacts families, communities, and
healthcare systems everywhere [4].

Traditionally, CVA has been described as a
neurological deficit caused by acute focal damage to
the central nervous system due to vascular causes
such as cerebral infarction, intracerebral hemorrhage,
and subarachnoid hemorrhage [5].

According to the 2021 Guidelines of the Czech
Ministry of Health, CVA is a sudden brain disease
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caused by a vascular blood supply disorder. Appro-
ximately 90% of cases are ischemic strokes caused by
blockage of a cerebral artery, less commonly bleeding
from smaller penetrating arteries (about 8%) or
aneurysms of larger cerebral arteries (1.5%) [6].

The prognosis of this disease is always uncertain
and depends on the extent of brain tissue damage.
About 40% of patients after CVA die within the first
year [7]. Sacco et al. [5] emphasize that this disease
is the leading cause of disability and death worldwide.

Over the past decade, there has been an increase
in the overall incidence of ischemic and hemorrhagic
strokes to 85-94 cases per 100,000 population, with a
markedly higher rate (1151-1216 cases per 100,000)
among people over 75 years of age [2]. Around 85%
of all stroke-related deaths occur in low-income
countries, which also account for 87% of stroke-
related disability years [2].

In 2019, the WHO estimated that stroke was the
second most common cause of death, with a total of
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6.7 million deaths, accounting for 11.9% of all deaths
worldwide [8]. These data demonstrate the global
importance of the problem and the need to improve
health systems to meet the growing needs of an
aging population [9].

Thus, research and improvement of treatment and
rehabilitation methods for patients with CVA are
extremely relevant, as they will help reduce mortality
and disability, improve patients' quality of life, and
increase the effectiveness of medical care.

Implementing research into practice in stroke
rehabilitation is a complex process that requires
effective strategies [10]. According to Vackova et al.
[11], coordinated rehabilitation refers to interprofes-
sional collaboration at home after the patient/client is
discharged. The authors state that this coordination is
similar to the concept of Community-Based Rehabi-
litation (CBR). It is essential to identify and use
strategies that improve the adoption of evidence-
based practice among patients and maximize their
functionality [10]. The authors emphasized that
collaboration with implementation experts is critical
to achieving success. Relevant economic analysis is
also lacking, particularly comparing treatment costs
with and without monitoring.

Given that most stroke patients spend a significant
portion of their lives outside formal healthcare
settings, it is essential to expand and coordinate par-
tnerships with government sectors, such as the
Ministry of Labor and Social Policy, the private
health sector, NGOs, and community groups [12]. To
address this, stroke care involves a comprehensive
range of services from prevention and acute treatment
to rehabilitation and long-term support, emphasizing
the need for effective systems to ensure optimal
patient outcomes [13].

This study investigated how coordinated care, and
rehabilitation can be implemented before, during, and
after a patient is discharged from the hospital after a
stroke. It examined the components of coordinated
rehabilitation, i.e., the patient/client, their family, and
treatment professionals. This article mainly focuses on
the design of strategies recommended to optimize
coordinated rehabilitation (COR). This study was con-
ducted as part of the GAJU project 066/2022/S, appro-
ved by the Ethics Committee under number 6/2022.

MATERIALS AND METHODS OF RESEARCH

This study used a qualitative research approach,
focusing on the experiences of treatment profes-
sionals caring for patients after stroke. The primary
method of data collection was semi-structured inter-
views with treatment professionals.

The study was conducted within the framework of
the GAJU 066/2022/S project, with participation
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from two hospitals, referred to as Hospital A and
Hospital B. The expert group included the following
specialists:

- Physicians of rehabilitation medicine: 7

- Social workers: 2

- Psychologists: 2

- Occupational therapists: 4

- Physiotherapists: 21

- Nursing staff: 17

In addition, the study included 89 General Practi-
tioners (GPs), who were divided into two groups:

- GPs caring for patients directly involved in the
study: 7

- GPs caring for other post-stroke patients: 82

A total of 32 patients who had experienced a
stroke between 2021 and 2023 participated in the
study. However, 7 patients withdrew from the study,
leaving 25 patients in the follow-up phase.

Other participants included family members and
caregivers who played a crucial role in the
rehabilitation process and in helping patients adapt to
their home environment. This group consisted of
20 caregivers.

All participants were thoroughly informed about
the aims and focus of the study before it began. The
research was conducted following the ethical prin-
ciples outlined in the WMA Declaration of Helsinki —
"Ethical Principles for Medical Research Involving
Human Subjects" and the "Universal Declaration on
Bioethics and Human Rights" by UNESCO. To
maintain confidentiality and anonymity, all inter-
views were coded.

The semi-structured interviews were designed to
gather two types of information: (a) details about the
caregivers (e.g., their relationship with the patient,
their role in care) and (b) their experiences and percep-
tions related to the use of coordinated rehabilitation
services. The interview framework allowed for guided
conversations, with flexibility for participants to freely
share their experiences and perspectives [13].

A qualitative approach was utilized to explore
participants' behaviors, feelings, and experiences re-
lated to key issues or phenomena [15]. The interviews
were transcribed verbatim and anonymized by rep-
lacing all identifiable information with pseudonyms.
The qualitative data obtained through the interviews
were analyzed using ATLAS.ti software (license L-
64C-A19) [1]. This analysis incorporated all types of
coding — open, axial, and selective — where the depth
of the interviews allowed for such analysis. The
analysis was considered complete when the coding
sufficiently converged, and the coders agreed that the
themes adequately represented the key issues of the
study. The qualitative nature of the research meant
that the concepts were not operationalized [16]. The
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study conforms to the Consolidated Criteria for Re-
porting Qualitative Research (COREQ) checklist
[17]. The results of the data analysis were synthesized
into a SWOT analysis [18], a strategic tool used to
identify and evaluate strengths, weaknesses, oppor-
tunities, and threats. This approach facilitates a com-
prehensive assessment of the internal and external
factors impacting an organization or project, aiding in
the development of effective strategies and decision-
making processes.

RESULTS AND DISCUSSION

Discharging patients after stroke and assisting them
in returning to normal life is a significant challenge
involving many aspects. Effective strategies to impro-
ve collaboration between professionals and increase
the availability of COR services for patients after CVA
are essential. This way, we can ensure that all patients
receive quality and comprehensive care or interven-
tions crucial for their successful return to normal life.

The main problem faced by caregivers is the
extreme difficulty of the situation. Although positive
factors such as family support, familiar home
surroundings, and hobbies can help significantly, there
is often still a lack of sufficient support and awareness
of available services and rehabilitation programs.
Another major problem is the lack of awareness of
rehabilitation, exercise, and services available after
discharge from the hospital. This lack leads to a feeling
of little support for both patients and their caregivers
and highlights the need for improvement in the way
information and services are provided. Collaboration
with GPs is rated differently but is often perceived by
clients/patients as inadequate.

The testimonies of rehabilitation practitioners
show that rehabilitation's success depends on close
cooperation between different health and social
professions, including physiotherapists, occupational
therapists, speech and language therapists, and social
workers or healthcare and social workers. This
interprofessional cooperation enables developing and
implementing a comprehensive rehabilitation plan
tailored to each patient's needs.

Although the importance of coordinated rehabili-
tation is evident, it is not fully implemented. One of
the main obstacles is the lack of accessibility to home
rehabilitation and the minimum information about the
available services and programs provided to patients
and their families. This can lead to delayed or inade-
quate care, negatively affecting treatment outcomes.

Another critical factor highlighted is the role of the
patient's family and social environment. Family
members' active support and involvement are essen-
tial for rehabilitation success, as they provide the
patient with the motivation and support needed to
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achieve the best possible outcome. Rehabilitation
physicians stress the importance of sufficient infor-
mation and training for family members to support
recovering individuals effectively.

The psychological reactions of patients after
stroke and their impact on the recovery process are
crucial, and early and comprehensive involvement of
psychologists in the rehabilitation team can contri-
bute significantly to their better adaptation to changed
life circumstances. Psychologists, as well as rehabi-
litation physicians, physiotherapists, and other
professionals, must work closely together to ensure
that the patient has access to holistic care.

Psychologists point to challenges in coordinated
rehabilitation, including the limited availability of
services for patients after hospital discharge, particu-
larly if they need continued psychotherapy or
cognitive rehabilitation in a home setting. Psycho-
logists, therefore, stress the need to develop a system
that would allow better access to psychological
support and cognitive rehabilitation.

Occupational therapists' testimony stresses close
collaboration with an interprofessional team that
includes physiotherapists, speech therapists, doctors,
and nurses. This collaboration is crucial not only for
coordinating rehabilitation interventions but also for
an overall assessment of clinical outcomes and the
planning of future care.

One of the main challenges in the context of
coordinated rehabilitation is to ensure sufficient
availability of occupational therapy services for
patients after discharge from the hospital. Informants
highlight patients' challenges, such as decreased self-
sufficiency, mobility impairments, and decreased
perceptual and cognitive function. Occupational
therapists are key to addressing these needs through
education about compensatory aids, home environ-
ment modification, and self-therapy continuation to
enable patients to recover and reintegrate into society.

Another important aspect is working with patients'
families. Education and family involvement in the
rehabilitation process are essential for success and
can significantly improve patients' quality of life.
Occupational therapists stress the need to provide
referrals and advice to families to promote continuity
of care and rehabilitation at home.

One of the main challenges physiotherapists
identified is the lack of advanced rehabilitation ser-
vices after hospital discharge and care coordination
that would include continuity of rehabilitation mea-
sures in the patient's home environment. This
highlights the need for greater access to aftercare and
support for patients and their families.

Another important aspect highlighted by physio-
therapists is the role of family and carers in
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rehabilitation. Physiotherapists stress the importance
of educating families and carers so that they can
provide adequate support and be active partners in the
rehabilitation process.

The statements revealed that nurses consider the
improvement of the patient's condition, the coope-
ration of the interprofessional team, and the avai-
lability of equipment and aids to be positive aspects
of the care provided. On the other hand, the main
negative aspects include a lack of staff and time,
which leads to additional work pressure and time
pressure, as well as uncooperative patient families
that can affect the quality of care provided. Nurses
also stress the importance of collaboration with the
patient's family, especially regarding information
transfer and exercises.

Healthcare and social workers highlight the need
to improve planning and implementing rehabilitation
services to ensure that clients/patients receive the
support and resources they need for their social
recovery. Involving families and strengthening their
role in patient care is another crucial factor that can
contribute significantly to the success of the
rehabilitation process.

Although follow-up of patients in the first year
after stroke is limited in general practice, general
practitioners are indispensable in providing com-
prehensive care that includes prevention, diagnosis,
treatment, and health assessment.

Other important aspects include the need to
overcome barriers to patient mobility and ensure
continuity of care. Limitations in travel distances and
accessibility of services, as well as the lack of
coordination between health and social service
providers, are challenges that need to be addressed.

Another critical issue is the lack of continuity of
rehabilitation services and the need for better invol-
vement of families in patient care. Practitioners stress
the importance of educating families and patients so
that they can provide adequate support and be active
partners in the rehabilitation process.

This also implies that interprofessional collabo-
ration and communication between GPs, specialists,
and patient's families are crucial to optimizing the
overall approach to care management/intervention for
patients after stroke.

Patients' experiences suggest that recovery inclu-
des physical and psychosocial aspects and
emphasizes the importance of continuous and
coordinated care.

Patients rated their inpatient rehabilitation expe-
rience as primarily positive, reporting that they felt
well, were supported by professional staff, and had
access to the resources they needed to recover. This
finding underscores the importance of effective
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communication and collaboration between different
members of the healthcare team and the patient, as
well as the need to individualize rehabilitation prog-
rams based on the patient's needs and preferences.
The family and home environment also play a crucial
role in recovery. Patients stressed the need for support
from family and friends, as well as the need to access
rehabilitation services and aid in the home
environment. They also highlighted the importance of
the availability of information regarding aftercare and
rehabilitation options.

Coordinated rehabilitation after stroke is a com-
plex process in which patients' needs change dyna-
mically and require close collaboration between
different health and social service providers. Profes-
sionals from different medical disciplines, as well as
the patients themselves and their families, play an
important role in this process. From the perspective
of the interprofessional team, it is evident that
coordinated care must be personalized and flexible.

Although the importance of coordinated rehabi-
litation is evident, there are barriers to overcome. The
most important one is the lack of comprehensive
rehabilitation services, particularly in the home
setting, and the lack of awareness among patients and
their caregivers of available resources and programs.
This situation highlights the urgent need to improve
care systems, provide information and support for
patients' families, and ensure continuity of care after
discharge from the hospital.

A SWOT analysis was developed to assess the
current situation in detail and to identify key strengths,
weaknesses, opportunities, and threats in the area of
interventions for clients/patients after stroke (Fig. 1).
This comprehensive overview allows for a better
understanding of the challenges and is essential for
planning effective improvements and strategies within
a coordinated rehabilitation framework.

Strengths (Fig. 1) include family support, which
consists of the active involvement of family members.
They provide patients with emotional and practical
support, significantly improving their quality of life.
There are also well-equipped rehabilitation centers and
effective communication and cooperation with
professionals. Positive cooperation with rehabilitation
nurses and other health professionals who visit patients
at home ensures the necessary care.

Another strength is the home environment, which
motivates patients' recovery, including activities such
as exercise, chores, and hobbies. Some caregivers can
actively seek out information and sources of support,
such as websites focused on life after stroke, non-
profit organizations, and professional literature.

Strong collaboration between different profes-
sionals, such as rehabilitation physicians,

211



KJIIHIYHA MEJHIIHHA

physiotherapists, occupational therapists, speech
therapists, and other specialists, and effective
interdisciplinary communication and coordination
are also strengths. Early rehabilitation, in the sense
of starting rehabilitation during hospitalization and

» Well-equipped rehabilitation centers

» Family support

» Communication and cooperation with
experts

* Home environment

» Awareness

+ Interprofessional approach

» Early rehabilitation

» Comprehensive care

» Coordinated by the team

then transitioning to outpatient and home
rehabilitation after discharge, is also a strength.
Providing a wide range of therapies to improve the
quality of life and support the patient's overall
recovery is also essential to comprehensive care.

« Lack of personnel

Limitations in the availability of services in the home
environment

Inadequate education and awareness of patients and
families

* The emotional and physical burden of caregivers

» Limited access to services

« Unsystematic coordination of care

Lack of empathetic communication by healthcare
professionals

» Lack of rehabilitation workplaces

» Lack of psychological support

SW

Telemedicine
Improving awareness

Development of home rehabilitation

TV

Technological innovation

Increasing support for families

Greater collaboration among
interprofessional team members
Creation of new specialized workplaces
Involvement of general practitioners in
interprofessional teams

CVA prevention

« Rising healthcare costs

Demographic changes

« Regional inequalities

o Legislative and policy changes

Unreliable family support

¢ Psychological unpreparedness of patients

Fig. 1. SWOT analysis

Conversely, the lack of qualified medical staff is
one of the main weaknesses (Fig. 1). This problem
leads to the overworking of the existing staff, longer
waiting times for rehabilitation, and the reduced
quality of care provided. Also, a lack of communi-
cation with patients and their families about their
condition, treatment options, and prognosis can lead
to frustration, mistrust, and lower patient engagement
in the rehabilitation process.

Another weakness is the limited availability of
services in the home setting. Patients after stroke
often need long-term rehabilitation that could be
effectively completed at home. However, the lack
of home care services and mobile rehabilitation
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teams makes it difficult for patients to continue
therapy outside the hospital setting, which can slow
down their recovery. The limited number of reha-
bilitation facilities leads to longer waiting times for
available services and limits patients' options for
optimal recovery.

Another significant weakness is inadequate
education and information for patients and their
families. Without sufficient information about the
rehabilitation process, treatment options, and ex-
pected outcomes, unrealistic expectations, inadequate
engagement in rehabilitation, and reduced motivation
to adhere to recommended procedures may result.
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The emotional and physical burden on caregivers
caring for patients after stroke is also a significant
weakness. This burden can lead to burnout, health
problems, and a reduced quality of care they can
provide. Lack of support and respite for carers
exacerbates these problems.

Another weakness is the inconsistency of care
coordination between different healthcare providers.
Lack of coordination leads to duplicated or missing
services, meaning that patients do not receive a
comprehensive and continuous rehabilitation plan,
which can slow down their progress.

Lack of psychological support for patients after
stroke is another weakness. These patients face
significant psychological challenges such as
depression, anxiety, and reduced motivation. These
problems can worsen without adequate psycholo-
gical care, slowing the rehabilitation and impairing
the overall quality of life.

Opportunities (Fig. 1) include telemedicine,
which allows access to health care and rehabilitation,
especially for those who cannot easily come to health
facilities. This allows doctors to provide care remo-
tely and monitor patients from the comfort of their
own homes. The development of home-based
rehabilitation allows patients to receive expert care
and support in the home environment, which can lead
to faster recovery and improved quality of life.

Improved awareness and education can be
achieved through online platforms and training,
raising awareness of care and rehabilitation among
patients and healthcare professionals. Increasing
family support through training and support groups
can improve care for CVA patients and reduce the
burden that family members experience in caring for
their loved ones.

Greater collaboration between interprofessional
team members allows for more efficient and coor-
dinated patient care, which can lead to better
treatment outcomes. Creating new specialized units,
such as rehabilitation centers and inpatient units, can
improve access to specialist care and provide patients
with the support they need for rehabilitation.

Involving GPs in interprofessional teams can
strengthen the coordination of care and allow better
consideration of the needs of patients with stroke in
primary care. Preventing CVA is another area where
there is an opportunity to improve care and reduce the
burden on the healthcare system, which can be achie-
ved through education, screening, and prevention.

Threats (Fig. 1) such as rising healthcare costs,
demographic changes, and regional inequalities are
linked to legislative and policy changes. Unreliable
family support and the psychological unpreparedness
of patients further increase the situation's complexity.
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The high financial costs of long-term care and
rehabilitation can be financially unsustainable for
families, exacerbated by inadequate resources and
capacity in healthcare facilities. The constant stress
on carers caused by high demands can lead to burnout
and negatively affect patient care. The risk of social
isolation for carers and patients, who may feel a lack
of community support, is reinforced by bureaucratic
barriers and the uneven availability of rehabilitation
services in different regions. Lack of involvement and
support from family members further complicates the
rehabilitation process, while patients' emotional and
psychological problems can slow down or disrupt the
whole rehabilitation process.

The analysis of the coordinated rehabilitation
process (Fig. 2) shows that strengths outweigh weak-
nesses in the internal environment. In the external
environment, opportunities prevail over threats. Thus,
a "search" strategy emerges — optimizing the process
towards eliminating the weaknesses with the lowest
scores and exploiting the opportunities with the
highest scores.

The proposed strategy to optimize coordinated
rehabilitation is based on strengths such as well-
equipped rehabilitation centers, family support, com-
munication and cooperation with specialists, early
rehabilitation, comprehensive care, and a coordinated
team. These strengths will strengthen the overall
process and contribute to its effectiveness.

Particular measures are needed to address the
weakest points, which include staff shortages, limi-
tations in the availability of services in the home
environment, lack of education and information for
patients and families, emotional and physical burden
on caregivers, limited access to services, and un-
systematic coordination of care. These measures
should include recruiting and training new staff,
improving the availability of services in the home
environment, increasing the level of education of
patients and their families, and introducing the role of
a care coordinator to ensure effective and systematic
coordination of care between members of the
interprofessional team.

The best opportunities for optimizing the process
of coordinated rehabilitation are not just possibilities,
but potential game-changers. These include the
introduction of telemedicine, technological inno-
vation, improved information, increased collabora-
tion between interprofessional team members, crea-
ting new specialist units, and the involvement of GPs
in interprofessional teams. Another important oppor-
tunity is the prevention of cerebrovascular events,
which could significantly improve the outcomes of
our patients and the efficiency of our system.

213



KJIIHIYHA MEJHIIHHA

Category Item Weight Evaluation Score
Strengths Well-equipped rehabilitation centers 0.12 4 0.48
Strengths Family support 0.12 40.48
Strengths Communication and cooperation with experts 0.12 4 0.48
Strengths Home environment 0.09 30.27
Strengths Awareness |0.12 40.48
Strengths Interprofessional approach 0.15 50.75
Strengths Early rehabilitation 0.15 50.75
Strengths Comprehensive care 0.15 50.75
Strengths Coordinated by the team 0.15 50.75
sum 1 4.89
Weaknesses Lack of personnel 0.14 -5-0.70
Limitations in the availability of services
Weaknesses in the home environment 0.14 -5-0.70
Weaknesses Inadequate education and awareness of patients and £0.11 -4 -0.44
Weaknesses The emotional and physical burden of caregivers 0.11 -4 -0.44
Weaknesses Limited access to services 0.14 -5 -0.70
Weaknesses Unsystematic coordination of care 0.14 -5-0.70
Weaknesses Lack of empathetic communication by healthcare pro 0.08 -3-0.24
Weaknesses Lack of rehabilitation workplaces 0.11 -4 -0.44
Weaknesses Lack of psychological support 0.08 -3-0.24
sum 1 -4.60
Opportunities Telemedicine 0.12 40.48
Opportunities Improving awareness 0.12 4 0.48
Opportunities Development of home rehabilitation 0.12 4 0.48
Opportunities Technological innovation 0.09 30.27
Opportunities Increasing support for families 0.12 4 0.48
Opportunities Greater collaboration among interprofessional team m0.15 50.75
Opportunities Creation of new specialized workplaces 0.15 50.75
Opportunities Involvement of general practitioners in interprofessio10.15 50.75
Opportunities CVA prevention 0.15 50.75
sum 1 "5.19
Threats Rising healthcare costs 0.17 -4 -0.68
Threats Demographic changes 0.13 -3-0.39
Threats Regional inequalities 0.17 -4 -0.68
Threats Legislative and policy changes |O.21 -5 -1.05
Threats Unreliable family support 0.17 -4 -0.68
Threats Psychological unpreparedness of patients 0.17 -4 -0.68
sum 1 -4.16

Fig. 2. SWOT analysis of the coordinated rehabilitation process

Rising healthcare costs, demographic changes,
regional inequalities, legislative and policy changes,
unreliable family support, and patients' psychological
unpreparedness are threats to coordinated reha-
bilitation. To mitigate these threats, strategic mea-
sures are required.

Implementing systemic measures to optimize the
process of coordinated rehabilitation is recommended to
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eliminate or reduce the importance of weaknesses and
maximize the use of opportunities. These measures
include improving and cultivating organizational cul-
ture, strengthening ward safety cultures, and ensuring
effective stakeholder communication and collaboration.

The existence of coordinated rehabilitation in the
Czech Republic is undoubtedly very important and
topical. The original concept of coordinated

Ha ymosax niyensii CC BY 4.0



MEJIMYHI [IEPCIIEKTUBU / MEDICNI PERSPEKTIVI

rehabilitation was designed as a strategy for
community development, empowerment, and social
integration of all persons with disabilities. Given the
importance and relevance of coordinated rehabi-
litation, this initiative should be further developed to
support all who need it.

The vision is to draw the attention of the profes-
sional and lay public, including legislators, to the
importance of coordinated rehabilitation. It is evident
that its absence in practice, due to the impossibility of
financing 'coordination activities,' brings many dif-
ficulties for the various actors (clients, informal
carers, professionals, and state actors). Despite efforts
to ensure timeliness, comprehensiveness, and inter-
professional cooperation, clients/patients' functional
abilities stagnate or deteriorate after discharge from the
hospital — precisely due to the lack of coordination of
interventions, lack of information, and lack of coope-
ration between health and social service providers.

Rehabilitation after stroke is an active process that
begins during acute hospitalization, continues for
patients with residual disability through a systematic
program of rehabilitation services, and continues after
the individual returns to the community [19]. The key
to minimizing disability after stroke is rehabilitation
aimed at retraining patients to enhance their capacity
[20]. Results of individual interviews in a study by
Lewinter and Mikkelsen [21] suggest that available
rehabilitation services often fall short of patients'
expectations. Similar findings are supported by the
results of Zwygart-Stauffacher et al. [22], who point
to a lack of continuity of interventions after discharge
from rehabilitation services.

One approach to achieve this is to introduce
coordinated rehabilitation. CBR (community-based
rehabilitation), initially aimed at increasing access to
rehabilitation services in resource-limited settings,
has evolved into an interprofessional approach that
seeks social integration and equal opportunities for
people with disabilities while combating the emer-
gence of poverty and disability [23]. The authors state
that CBR is implemented through the collaborative
efforts of persons with disabilities, their families and
communities, and relevant governmental and non-
governmental organizations providing health, educa-
tional, vocational, social, and other services.

Expanded service provision contributes to positive
patient experiences during rehabilitation and increa-
ses patient satisfaction and hope for recovery [24].
The preference for home-based therapy over visiting
institutions and outpatient departments is sometimes
only possible due to the availability of local reha-
bilitation centers, thus addressing the system's disad-
vantages — such as overcrowding, lack of privacy, and
long waiting times [25]. The absence of rehabilitation
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services may be due to a lack of awareness of these
services, their inaccessibility, and other factors such
as minimal family support, transport problems,
difficulty in making appointments and waiting times,
or lack of available health professionals; these fin-
dings are supported by the study of Mahak et al. [26].

Luker et al. [27] pointed out that although post-
stroke patients understand the importance of physical
activity to their recovery, they often feel frustrated by
their lack of motivation and perceive boredom and
little autonomy in their physical activity (both in
structured therapy and leisure time. The authors'
Kusec et al. [28] findings highlight that the psycholo-
gical consequences of stroke are common and deserve
attention in community-based stroke care. Inpatient
rehabilitation does not typically address the barriers
that post-stroke individuals face when returning to the
community [29]. Again, the concept of coordinated
rehabilitation appears effective in this regard.

The vision of coordinated rehabilitation is team-
work. All involved informants emphasized the impor-
tance of achieving an effective partnership. The ex-
perts identify the patient and their family as critical in-
terprofessional team members, but they also wish that
patients show more initiative in seeking information.

According to patient statements, the physician
fulfills multiple roles, advocates for clients' best
interests, educates, and provides support. Inclusion of
GPs in the interprofessional team would be beneficial,
but unfortunately, this is not happening (the interpro-
fessional team functions at hospital discharge).

The lack of uniform recommendations and lack of
coordination in the rehabilitation of patients after stro-
ke or other brain injury leads to inconsistent care and
different rehabilitation outcomes [30]. Mountain et al.
emphasize that all members of the health care team
involved in the care of stroke patients, as well as their
families and caregivers, share responsibility for crea-
ting partnerships and collaborations that are key to a
successful transition and return of the patient to the
community [31].

To advance both stroke rehabilitation research and
approaches to improving recovery after stroke, it is
clear — and the findings of Ranford et al. [32] con-
tribute to this - that an interprofessional approach is
needed that encompasses all necessary components of
coordinated rehabilitation.

CONCLUSION
1. A strategy to overcome the weaknesses and
threats identified in the SWOT analysis of the inter-
vention for stroke patients should include several key
steps aimed at improving the current system, ex-
ploiting opportunities, and minimizing risks. Based
on the analysis, the following are systemic actions
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that should lead to the optimization of the coordinated
rehabilitation process:

- implementation of an integrated information
system: A modern information system should be in-
troduced to manage patient information, treatment
procedures, and communication between members of
the interprofessional team. This system should allow
quick and easy access to relevant data and patient
treatment history for better care coordination;

- strengthening interprofessional collaboration:
Establishing regular meetings and working groups to
improve communication and collaboration between
different specialists and ensure comprehensive care
for patients with different needs;

- expanding home rehabilitation services: inves-
ting in developing home rehabilitation and mobile
teams that could provide services in the patient's
home environment. These measures could improve
access to rehabilitation care for patients who cannot
or do not want to visit rehabilitation centers;

- increase financial support and resources: seek
additional funding to develop rehabilitation services
and recruit additional professionals. This could
include applying for grants, working with non-profit
organizations, or negotiating with government agen-
cies to increase funding for health care;

- patient and family education and support: This
involves providing information, training, and support
to patients and their families about the rehabilitation
process, progress, and expected outcomes. The aim is
to increase patient awareness and involvement in their
treatment and to improve cooperation with heal-
thcare providers;

- monitoring and evaluation of quality of care:
introduction of regular monitoring and evaluation of
the quality of rehabilitation care provided using
indicators and standards set by the professional
society. This will enable areas needing improvement
to be identified and the success of implemented
measures to be monitored.

2. These systemic measures aim to strengthen the
process of coordinated rehabilitation, improve the
quality of care provided, and increase the satisfaction
of patients and their families. They are designed to
consider identified strengths and weaknesses as well
as opportunities and threats from the external en-
vironment. Their successful implementation should
improve the efficiency and effectiveness of reha-
bilitation services.

3. Future research on coordinated rehabilitation
after stroke should take into account the experiences
and preferences of stroke survivors. Limitations of
the current work include the relatively small number
of participants and the fact that it was conducted in
the inpatient rehabilitation wards of both Hospitals A
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and B. However, many of the categories identified
were supported by international literature, and we
believe that the results may be of interest to any
healthcare institution that has adopted coordinated
rehabilitation as its philosophy of care.

4. The challenge in coordinated rehabilitation is to
ensure adequate resources and services for patients
after discharge from the hospital. Lack of rehabi-
litation services, especially in the home setting, and
lack of care coordination are significant barriers that
must be overcome. Supporting patients' families is
essential to motivating and engaging them in reha-
bilitation activities. Educating families and providing
information on available support services are
essential to ensuring continuity of care and support in
the home environment.

5. Lack of awareness of care and support options
after hospital discharge can lead to feelings of isolation
and frustration for patients and their caregivers. There-
fore, developing and implementing information and
education programs that provide patients and families
with important information and facilitate the navigation
of the health and social care system is essential.

6. Interprofessional collaboration and coordina-
tion between healthcare providers must be streng-
thened to ensure comprehensive and continuous
follow-up and care for patients after stroke. Improved
communication and collaboration within the heal-
thcare system can contribute significantly to the
efficiency of the rehabilitation process and to
ensuring better patient outcomes. The challenge for
the Czech Republic is to set up uniform measurement
tools of functional abilities; their results could be used
for a unified approach of all professionals involved -
not only in the hospital but also in the home
environment. In this area, it would be advisable to
ensure the validity of the set long-term rehabilitation
plan with the need for physiotherapy, home envi-
ronment modification (occupational therapy), and
provision of other services.

7. The hidden and often overlooked struggle of
individuals to maintain their identity and fulfillment
deserves the utmost attention from all of us.
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