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Tato publikacia odraza vyhradne nazory partnerov projektu a Komisia nenesie
ziadnu zodpovednost za akékolvek vyuzitie tu uvedenych informacii.

Tato publikacia vznikla ako jeden z vystupov projektu “Multidisciplinary support
of positive changes within families in difficult situations” financovaného
z programu Erasmus+ organizovaného Eurdpskou uniou. Zamerom celého
projektu bola viacuroviiova podpora pri vytvarani a rozvoji multidisciplindrnej
spoluprace a multidisciplinarnych timov, Specificky pri uplathovani pristupov
vychdadzajucich zo socidlneho konstrukcionizmu a pristupu zameraného na
rieSenie, predovsetkym v multidisciplindarnej podpore rodin. Projekt bol
realizovany v rokoch 2019 — 2022 a mimo iné zahrioval priamu podporu c¢lenov
multidisciplinarnych timov vo forme pilotného vycviku a mentoringu. Do projektu
sa zapojilo cez 40 osbb z Ceska a Slovenska, odborni garanciu pontknutych
pristupov zabezpecil Loek Schoenmakers (Holandsko) a Ben Furman (Finsko)
prostrednictvom svojich organizicii.
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Pri rieSeni tazkych Zzivotnych situacii rodin dochadza casto kvoli nekomplexnosti pristupu
profesiondlov ku zdihavym, neefektivnym az viktimizaénym procesom. Ndro¢né situdcie
zasahuju aj psychosocidlny vyvin deti, ¢im sa tlak na poskytovanie ucinnych intervencii
zvysuje. Rozvojom poradenskych a terapeutickych pristupov sa zvacsuje repertoar metdd Ci
technik pre pracu s rodinou, ktoré sa vsak nie vzdy odrazaju na efektivite pomahajiceho
procesu. Postupne vyvstala poziadavka pouzivat ¢asovo aj ekonomicky ucinné metddy,
ktoré by na jednej strane obsiahli Sirku a prepojenost tazkosti v rodine a na strane druhej
priniesli odbornd a ndpomocnu sluzbu. Rozvojom multidisciplindrnej spoluprace sa
navysoval pocet jej teoretickych konceptov a modelov, ktorych efektivita sa zaznamenavala
aj v praxi. Absentoval vsak vhlad do sily konkrétnych faktorov a do rozdielov medzi
rezortami ¢i charakterom praxe.

Tuto medzeru sa snazi vyplnit jeden z hlavnych cielov prohektu Erasmus+
~Multidisciplindrna podpora pozitivnych zmien v rodindch v tazkych situaciach”
forimulovany v ulohe O10 - identifikacia a opis funkénych modelov multidisciplinarnych
timov pri praci s rodinami v tazkych situaciach. Tato publikacia prindasa definovanie
multidisicplinarity a multidisciplindrnych timov, urcenie ich hlavnych charakteristik,
zameranie na vztahovu a kolaborativnu zlozku, urcenie podmienok pre fungovanie
multidisciplinarnych timov, vyhody a nevyhody tychto timov, pomenovanie roli, tloh a
kompetencii ¢lenov timu, tému organizacie a planovania stretnutia timu, procesy a modely
fungovania timu a ich implementaciu do praxe. Zaroven sa v kratkosti zameriava na
charakteristiky multidsiciplinarity na Slovensku a v Ceskej republike a zastavuje sa cez
interview pri prikladoch dobrej praxe. Vyskumom s vyuzitim dotaznika pre posudenie sily
faktorov multidisciplinarnych timov sa nasledne zameriava na poradie tychto faktorov a na
rozdiely v jednotlivych aspektoch praxe.

Tato publikdcia ma za svoj ciel priniest aktudlne a relevantné informacie o faktoroch
Uspesnosti multidisciplinarnej timovej spoluprdce a priniest moznost vyskaladat si
jednotlivé aspekty v kazdom time vzhladom na potreby a charakter timu.




U rodin v tazkej zZivotnej situacii sa tazisko rieSenia nachadza v posobnosti r6znych rezortov
a institucii medzirezortnej spolupraci (Kodymova, 2015). Samostatny, hoci vysoko odborny
a kompetentny, pristup odbornika z jednej oblasti je nepostacujlci, pretoze Nedokaze
obsiahnut komplexnost rieseni zlozitejsich situdcii okolo rodiny (Krnacova et al., 2020).
Rovnako nedostatoc¢ne efektivnym Neefektivnym sa javi byt tiez izolovany postup réznych
odbornikov réznych oblasti, ktori sa sice podielaju na hladani rieSenia a podpore pozitivnej
zmeny u rodiny, no pristupuju k tomu len z pohladu vlastnej odbornosti so zameranim na
individudlne vytyceny ciel. Jednotlivé Ukony odbornikov sa tak moézu opakovat v praxi
duplikuju alebo nemusia na seba nenadvazuju nadvazovat a Pre rodiny to méze byt
nezrozumitelné, vycerpavajuce, co moze viest vedie to Casto k nedbvere, a nasledne aj
neochote spolupracovat ku spolupréci ¢i prijimani postupov riesenia.

Vyuzitie multidisciplinarneho pristupu sa tak stava kli¢ovym pre dosahovanie pozitivnych
vysledkov intervencii (Kodymova, 2015) a zdsadnou podmienkou kvality poskytovanej
starostlivosti pre rodiny v tazkej zivotnej situdcii v oblasti zdravotnickej, socidlnej,
psychologickej ¢i pravnej (Ondrusova et al., 2019).

Multidisciplinarny pristup

Multidisciplindrny pristup sa v sucasnosti nestava len jednym z hlavnych pristupov ku
¢loveku (spolu s holistickym, biodromalnym ¢i bio-psycho-socialno-spiritudalnym) (Blatny et
al., 2010; Blatny et al., 2016), ale aj jednym zo zékladnych pilierov vedy a vyskumu (Cenék
et al., 2016; Stefandik, Dulebovd, 2017).

Zavedenie multidisciplinarneho pristupu do praxe si vyzaduje spolupracu odbornikov
z roznych odborov, ktori sa tak dokazu komplexne pozriet na tazkosti ¢i potreby jedinca ale
aj celej rodin a ich jednotlivcov z r6znych pohladov. Timova praca sa tak stava nevyhnutnym
predpokladom kvalitnej starostlivosti postavenej na multidisciplinarnom pristupe., kde sa
venuje dostatoénd pozornost aj timovej dynamike. Clenovia multidisciplindrneho timu
nepracuju len vedla seba, a kazdy len zo svojej izolovanej pozicie, ale pracuju spolocne a
vychadzaju zo zdielaného chapania ciela v starostlivosti o jedinca Ci celej rodiny rodiny
(Vévoda et al., 2013).

Metodika multidisciplinarnej spoluprace (2015, str. 4) ponima multidisciplinarny pristup ako
.SpOsob prace, akym rbézne profesie, r6zne organizécie partnersky spolupracuju, efektivne
vzajomne komunikuju a planuju tak, aby bol maximalne vyuzity ich spolo¢ny potencial
znalosti, skisenosti a intervencii pre prospech cielovej skupiny. jednotlivca ¢i celej skupiny.
Pod pojmom prospech sa ponima maximalna moznd podpora v individualnom procese
zotavenia sa u ludi so psychickym ochorenim s ich zapojenim a s respektom k ich
potrebam.” Timova spolupraca je povazovana za zakladnu formu spoluprace a je kladena do
kontrastu so skupinou. Tim je nehierarchicky usporiadany a v jeho fungovani je kladeny
doraz na spravanie, dohody a priamu spolupracu medzi jednotlivymi ¢lenmi.




»0rganizdcia timovej spolupriace je logisticky a casovo ndrocnejsia, vysledky vsak
kvalitnejsie” (Metodika multidisciplinarnej spoluprace, 2015 s. 6). Multidisciplinarny pristup
tak dokaze zarudit, ze koordinovana spolupraca medzi odbornikmi dopoméze ziskat
maximalny mozny Uzitok s primeranym poctom potrebnych intervencii (Krnacova et al.,
2020, s 4). Multidisciplinarita je teda takou spolupracou, kedy kazdy odbornik pristupuje ku
rieSeniu z pohladu vlastnej odbornej discipliny a znalosti. Existuje vSak spolocny problém
alebo téma pre rézne vedné odbory, ktoré spolupracuju pri hladani rieSeni a podnecuju sa
v novych napadoch. Vysledkom spoluprdce je spoloény plan riesenia, ktorého jednotlivé
Casti sa daju jednoznacne pripojit ku konkrétnemu odboru (de Waal, 2018).

Pre lepsie porozumenie pojmu multidisciplinarita a tym aj pre jeho efektivhe zavedenie do
praxe, je ho potrebné odlisit pojmy od pribuznych pojmov ako intradisciplinarita,
interdisciplinarita a transdisciplinarita. Intradisciplinarita je ponimana ako spolupraca
odbornikov v ramci jednej discipliny, pricom odbornici mézu pochadzat z roznych rezortov
alebo institucii (Collin, 2009). Intradisciplinarita sa liSi od monodisciplindarnej spoluprace,
kedy ide o spolupracu odbornikov jednej odbornosti v rdmci jednej institdcie ¢i rezortu (de
Waal, 2018). Interdisciplinarita je ponimana ako spolocna praca odbornikov na témach,
ktoré su prienikom ich odbornych disciplin, ale ziadna z nich tito oblast samostatne
nepokryva (Pstruzina, 2007). V ramci interdisciplindarnej spoluprace sa tak dva odlisné
odbory spdjaju, aby vystupom spolupriace bol taky poznatok alebo informacia, ktoré
nespadaju pod oblast Ziadnej z p6vodnych disciplin a svojim obsahom ich presahuju.
Vysledok je tak zavisly od spoluprace tychto disciplin a charakter vystupu je modifikovany
vzajomnou interakciou odbornikov, ktord je najviac viditelnd pri spolo¢nom uvazovani
a tvoreni. V kone¢nom vysledku sa discipliny navzajom prepoja, ¢im je narocné rozlisit, ¢o
z daného vystupu pod ktord disciplinu spadd (Collin, 2009; de Waal, 2018).
Transdisciplinarita je konstiticia novej discipliny na ploche, kde sa jednotlivé uz
rozpracované vedné discipliny prekryvaju (Pstruzina, 2007). Odbornici tak pracuju
z perspektivy iného odboru, ako ich vlastného a navzajom vyuzivaju svoje metddy, zru¢nosti
¢i techniky. Samotny proces objavovania a experimentovania byva dolezitejsi, ako vysledok,
ktory nebyva definitivny, ale da sa na nom neustdle pracovat (Collin, 2009; de Waal, 2018).
Multidisciplindrny pristup je do praxe zavadzany prostrednictvom niekolkych prostriedkov
ako napriklad - dvoj a viacstranné poskytovanie informacii, vedenie evidencie a spisovej
dokumentdcie, preventivna, poradenska a terapeutickd cinnost, vychovné opatrenia,
evalvdacia poskytovanych sluzieb, ziadost a dohoda o spolupraci, pripadova konferencia,
inkluzivny resp. odborny tim, konzilium, individudlny plan ochrany dietata/plan rozvoja
osobnosti/vychovno-vzdeldvacieho proces a i. .

Multidisciplinarny tim

Multidisciplinarny tim je tak prostriedkom multidisciplinarneho pristupu, metddou aplikacie
myslienok multidisciplinarity do praxe. Prostrednictvom jeho organizacie sa daju
efektivnejsie zavadzat priority holistického, biodromalneho ale aj
bio-psycho-socio-spiritudlneho celostného modelu do prace s jedincom ¢i celou rodinou
naprie¢ primarnou, sekundarnou ¢i terciarnou viacurovrnovou starostlivostou (Krnacova et
al., 2020). Spoluprica clenov timu je koordinovana a vyuzivaju sa obzvlast metddy
kolaborativnych pristupov (Ells, 1998).




Zmyslom multidisciplindrnej spoluprace je teda individualizované, komplexné
a organizované a efektivne vykonavanie odbornych podpornych sluzieb (Krnacova et al.,
2020). Multidisciplinarny tim mdze mat réznu velkost a odbornikov z réznych oblasti.
Charakter timu je totiz zavisly od typu a obsahu problému rodiny v tazkej Zivotnej situdcii.
Tim tak mo6ze p6sobit ako relativne stabilna pracovna skupina zlozena z odbornikov v ramci
jednej institucie alebo rezortu, ale aj z odbornikov réznych institicii a roznych rezortov.
Multidisciplindrny tim sa vSak méze stretnut aj jednorazovo, vyluéne z dévodu hladania
rieSenia pre jednotlivca, alebo rodinu (Majetny et al., 2019).

Jedinec alebo rodina pri praci multidisciplindrneho timu nie si ponimani ako pasivni
prijimajlce resp. podriadujice sa subjekty, ale ako osoby, ktoré sa aktivhe rozhoduju
o vlastnom smerovani (Krnacova et al, 2020). Podla Metodiky multidisciplinarnej
spoluprace (2015) tak starostlivost a jej planovanie prebiehaju na Urovni ¢loveka, tzn. ze
uzivatelia sluzieb su partnermi pri vsetkych rozhodnutiach tykajucich sa liecby,
nastavovania cielov rekonvalescencie, formulovania a zhodnocovania intervencnych
a zotavovacich planov. V starostlivosti a v jej planovani sa teda c¢asto vyuziva pristup
zdielaného rozhodovania. Individudlny pristup je v multidisciplinarnom time zakladnym
metodickym ndstrojom poskytovania podpory a sluzby. Podpora, intervencia a sluzby sa
zaistuju s ohladom na potreby, ciele, hodnoty, moznosti a schopnosti klienta ¢i rodiny.
Rovnako tak je tomu i so zvolenymi sposobmi a prostriedkami dosahovania cielov klienta
alebo rodiny.

Metodika multidisciplinarnej spoluprace (2015) opisuje vytvaranie multidisciplinarnych
timov na troch uUrovniach: na drovni jedného timu 16zkovych a komunitnych organizacii; na
urovni virtualnych timov medzi 16zkovymi a komunitnymi timami a centrami dusevného
zdravia a na urovni komunitnej siete medzi obcami, sluzbami, beznou komunitou a dalsimi
sektormi.

Prva aroven multidisciplinarnej spoluprace: timova spoluprace vo vautri jedného timu

V tomto pripade ide o typ multidisciplindrnej spoluprace vo vnutri jedného timu a to bud
v ramci |6zkovej psychiatrickej starostlivosti, centra dusevného zdravia alebo komunitného
timu. Jeho cielom je vytvorenie multidisciplindrnej spoluprace organizovanej formou
jedného timu s definovanymi clenmi, zdielanymi hodnotami a spolo¢nymi timovymi
postupmi a procesmi, ktoré vedu k podpore klienta alebo celej rodiny na jeho ceste
k zotaveniu alebo dosiahnutiu ciela. Pri vytvarani multidisciplinarneho timu je ddlezitych
niekolko prvkov, medzi nimi napriklad zavedenie principov case managementu, ustanovenie
Clenov timu, ustanovenie systému multidisciplindrnych timovych porad, zavedenie
principov zdielania informdcii, zavedenie procesov pre tvorbu planu zotavenia resp.
dosiahnutia ciela alebo zavedenie principu supervizii a pripadovych konferencii. Uzivatelia
sluzby, pripadne ich rodinni prislusnici alebo iné blizke osoby, su neoddelitelnou sucastou
tohto procesu. Podla toho, ¢i ide o multidisciplindrne timy na 16zkovom oddeleni alebo
multidisciplindrne timy v centrach dusevného zdravia alebo komunitné timy, su do tychto
timov, okrem uzivatelov a ich blizkych, zahrnuti aj ludia zastavajuci profesie ako
lekar/psychiater, psycholdg, zdravotna sestra, sociadlny pracovnik, klic¢ovy pracovnik, peer
konzultant alebo opatrovnik.




Druha uroven spoluprace: virtualny tim, multidisciplinarna spolupraca medzi dvoma
timami

V tomto pripade ide o zavadzanie a vytvaranie spoluprace medzi dvoma timami v procese
starostlivosti o klientov napriklad medzi timami na l6zkovom oddeleni a timom centra
dusevného zdravia alebo komunitnym timom. Ide o vytvaranie struktury spoluprace, ktora
je nazvana virtudlnym timom. Jeho hlavnym cielom je ,,rozvoj spoluprace medzi 16zkovymi
a komunitnymi sluzbami za ucelom vzajomného zladenia pohladov a metdd prace tak, aby
bola zaistend maximalna kontinuita starostlivosti o jednotlivca i celu rodinu. Pobyt na
|6Zkovom oddeleni by nemal byt celkom vybocéenim z planu, na ktorom klient pracoval spolu
s komunitnymi sluzbami. Spolupraca by mala taktiez zaistovat rychlu navaznost potrebnej
starostlivosti hned po ukonceni pobytu na l6Zzkovom oddeleni, na ktorej priprave zacinaju
timy spolupracovat uz pri prijati jedinca“. Sucastou procesu zavadzania takychto timov je
napriklad zosietovanie timov v spadovom Uzemi nemocnice, stretdavania spadovych timov
a nemochice, ustanovovanie virtudlnych timov, individudlnych stretnuti s klientom
a planovanie v tridde jedinec - klucovy pracovnik oddelenia - klicovy pracovnik centra
dusevného zdravia, staze a pripadovej konferencie a zhodnotenie spoluprace. Vo
virtudlnom time su okrem uzivatela a jeho blizkych oséb zastupeni aj ludia z profesii
lekar/psychiater, psycholdg, socidlny pracovnik, klicovi pracovnici na oddeleni a pracovnik
centra dusevného zdravia alebo komunitného timu, popripade opatrovnik uzivatela sluzby.

Tretia Uroven spoluprace: komunitna siet

V tomto pripade ide o medzisektorovi spolupriacu vo vnutri jednej ,spadovej“ oblasti,
v ktorej zije asi 100 000 obyvatelov. Multidisciplinarna spolupriaca na tretej urovni sa
zaklada na utvoreni timu, ktory spolupracou réznych sektorov a subjektov prispieva ku
rieSeniu zloZitej situdcie ¢loveka s problémom. Vo vnutri definovanej oblasti by sa mali
stretnut vyznamni predstavitelia zo vSetkych odvetvi a reagovat na potreby dusevného
zdravia spadovej oblasti. Centra dusevného zdravia/komunitné timy tu maju okrem iného
zastdvat rolu konzultantov pre ostatnych poskytovatelov sluzieb (napr. pre vseobecnych
lekdrov) a v prevencii dusevnych problémov a lieCbe ludi. Predpoklada sa nastavenie dvoch
typov spoluprace: vytvorenie platformy pre medzisektorovi spolupracu a pripadové
workshopy. Clenovia platformy st zdstupcami tychto inétitdcii: zlozky integrovaného
zachranného systému, mestska policia, opatrovnik, obec (OSPOD, kuratori, socialni
pracovnici), zastupcovia dalsich komunitnych zdrojov, dalSie urady, instittcie, podnikatelia,
spravcovia bytového fondu, socidlne sluzby, vratane sluzieb pobytovych, zdravotné sluzby,
vratane home care, zastupcovia ambulancii — oSetrujlci psychiater, primarna starostlivost,
pracovnik centra dusevného zdravia ¢i komunitného timu, zastupcovia uzivatelov sluzieb,
rodicov. Pripadové workshopy su stretdavania zvolavané podla potrieb jednotlivych ludi so
skusenostou s dusevnym ochorenim, v spolupraci s klicovym pracovnikom centra
dusevného zdravia ¢i komunitného timu. Pripadovy workshop je stretnutim cloveka so
skisenostou so psychickym ochorenim, jeho rodiny, pripadne inych blizkych os6b
a pracovnikov pomahajucich profesii, pripadne obci. Obsahom pripadovych stretnuti je
spolo¢nd koordinovana cinnost zamarend na napliiovanie potrieb klienta podia
zjednoteného planu zacieleného na naplnenie identifikovanych potrieb zndzornenych v kole
Zivota.




To, ze jednotlivi odbornici dlhodobo a uUspesne vykonavali prax vo svojom odbore, este
nezarucuje aj ich efektivhu spoluprdcu na drovni multidisciplinarnych timov. Ta si totiz
vyzaduje iné postojové nastavenie a rozvoj odliSnych osobnostnych ale aj socidlnych
kompetencii ako vykondavanie individualnej Specializovanej praxe.

Inicidaciou multidisciplindrnej spoluprace je cez vzajomny dialdg vytvorenie podmienok pre
koordinovanu spolupracu a dosahovanie spolo¢nych cielov. A to si vyzaduje splnenie
predpokladov na Urovni osobného nastavenia kazdého clena, ale aj na Urovni formalnym
podmienok prace timu (Krnacova et al., 2020).

Multidisciplindrna spolupraca si vyzaduje odlisny pristup profesionalov pdsobiacich v praxi.
Mat primerane rozvinuté odborné predpoklady a dosiahnutu kvalifikaciu uz nepostacuje.
Odbornici musia byt okrem toho schopni spolupracovat so zamestnancami
z inych odborov, aby mohli napifiat princip multidisciplinarity. Mali by vediet rozpoznat
situdciu, kedy su potrebné odborné znalosti inych odbornikov, navrhovat nové riesenia,
objavovat a ucit sa spoloc¢ne s ostatnymi a hladat rovnocennu interakciu nielen s ostatnymi
¢lenmi multidisciplinarneho timu, ale so svojimi klientmi (Doornenbal et al., 2017).

Predpokladom je teda Specifické nastavenie postojov kazdého ¢lena timu (,mindset” pre
multidisciplindarnu spolupracu), ktory zahrmuje Specifické stratégie na Urovni kognitivnych
procesov (sposoby zamerania pozornosti, utvarania konceptu, uvazovania, hladania rieseni
a rozhodovania), afektivhych procesov (spdsoby primeraného prezivania, spracovania a
prejavovania vlastnych emdcii a reagovania na emdcie druhych ludi)
a sposobov spravania. Je to teda prijatie toho, Ze jedinec ¢i rodina nemusi byt len vo
vyhradnej Specializovanej starostlivosti jedného odbornika, ale m6zu profitovat z kontaktu
s viacerymi odbornikmi. Porozumiet vyznamu ¢i zmyslu multidisciplindrnej spoluprace a jej
vyhodam podporuje u odbornikov dialogické a kolaborativhe nastavenie, otvorenost vo
vztahoch a v spolupraci s hlavnym cielom dosiahnut pozitivnu zmenu u svojich klientov
(Krnacova et al., 2020, Reitsma, 2020).

Jednym z nevyhnutnych znakov multidisciplinarneho timu ako malej socidlnej skupiny a tym
aj hlavnym predpokladom pre spolupracu je vytycenie si spolo¢ného ciela. Dosahovanie
spolocnej vizie podporuje v time sudrznost ako dolezitého aspektu skupinovej dynamiky a
zaroven aj dalSieho znaku malej socialnej skupiny, ktora nasledne podnecuje spolupracu a
tym spatne efektivnejsie dosahovanie vytycenych cielov (Oravcova, 2004). Pri formulovani
spolocnych cielov je velmi ndpomocné vzajomné zdielanie o¢akavani, potrieb a predstav, na
zaklade ktorého sa nastavia aspiracie multidisciplindrnej spoluprace. Doélezité je aj
pomenovanie uloh jednotlivych ¢lenov timu a prinosov timovej prace. Vytycenie a jasné
urcenie cielov je velmi ndpomocné aj pri evalvacii timového procesu a terapeutickej zmeny u
jednotlivca ¢i rodiny v tazkej zivotnej situacii (Reitsma, 2020).
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Spolocny ciel podpori zdielanie informacii medzi ¢lenmi timu a spolo¢né hladanie spésobov
rieSenia, ¢im sa aj vysledok prace stiava spolo¢nym vlastnictvom skupiny, kedze bez
vzajomnej spoluprace by zZiaden z jej ¢lenov nebol schopny dojst k vysledku individualnou
pracou. Myslienky ¢i napady jedného clena timu sa stavaju podnetom pre objavovanie
novych moznosti u ostatnych ¢lenov timu a tym sa mozu ¢lenovia timu spolocne udit.
Otvoreny postoj k novym poznatkom a pohladom podnecuje zdielanie informdcii a napadov
(Persoonlijk Meesterschap in het brede jeugddomein, 2017). Ponimanie procesu
a vysledkov multidisciplinarnej spoluprace ako spolo¢ného vlastnictva podporuje aj
zdielanie zodpovednosti, ¢im sa mo0ze znizovat uUzkost u jednotlivych clenov timu za
individudlne prevzatie zodpovednosti (ako sa to méze diat u vertikalnej Struktiry skupinovej
prace) a narasta tak pocit dovery ako aj pracovnej spokojnosti (Majetny et al., 2019).
V spoloéne vytyc¢enom cieli sa ma prejavit hlavny ucel multidisciplindrnej spoluprace a to
perspektiva rozvoja a pozitivnej zmeny u klienta ¢i celej rodiny v jej kazdodennom Zivote.
Vytycenim spolo¢ného ciela sa vytracaju rozdiely medzi ¢lenmi multidisciplindarneho timu
a medzi instituciami ¢i rezortmi a podnecuje sa perspektiva spoloé¢nych zaujmov. Kazdy
z Clenov timu vsSak pri zdielanom cieli potrebuje akceptovat aj vzdanie sa casti
individudlnych zdujmov ¢i pracovanie na priorite, ktora nemusi plne zahrmovat jeho
Specializaciu (Persoonlijk Meesterschap in het brede jeugddomein, 2017). Prijatie
vzdjomnej zavislosti pri dosahovani spolocného ciela ako prirodzeného aspektu
multidisciplindrnej spoluprace podpori sudrznost v skupine. Jeden clovek ¢i institdcia
nedokaze obsiahnut komplexnost pristupu ku klientovi ¢i rodine a akceptovanie pozicie
¢lena di institucie ako jedného, no rovnocenného, subjektu v retazci poskytovanych sluzieb,
ktoré na seba nadvazuju, podporuje multidisciplinarnu spolupracu (Veeke et al., 2009).

Dynamizujucim aspektom spoluprace v time je aj urcita miera tenzie, ktora nevznika
na zaklade konfliktov ¢i nejasnosti, ale ktorej podkladom je dosahovanie aj individudlnych
cielov & naplitianie individudlnych potrieb ¢lenov timu alebo inétiticii (Oravcovd, 2004).
Vybornou moznostou je vytycCenie takych cielov a podnecovanie zaujmov, ktoré zaroven
vedu k dosiahnutiu spolo¢ného ciela daného rozvojom a pozitivnou zmenou u klienta ci celej
rodiny, ale aj k dosiahnutiu individudlnych cielov (princip pluriformity). Tymi individudlnymi
aspektmi spolo¢ného ciela mo6ze byt inovativnost, tlak nevyhnutnosti pre riesenie tazkej
zivotnej situdcie u jednotlivca ¢i rodiny alebo podpora finanénych ¢i socidlnych cielov ¢lenov
timu ¢ institdcii (napr. zvysSenie pracovnej spokojnosti, nizSia pracovna fluktuacia di
absencia, usetrenie finanénych prostriedkov a pod.). Vizia dosahovania aj individudlnych
cielov & napltiania individudinych potrieb navy$uje motivéciu ¢lenov timu a zastipenych
institdcii ku prekondvaniu frustracie pri formulacii spolocnych cielov a spbsobov ich
dosahovania (Veeke et al., 2009). Vytycovanie spolocného ciela aj na zaklade individudlnych
olakavani alebo pomenovanie napifiania individudlnych potrieb ¢lenov timu & indtitdcii pri
dosahovani spolo¢ného ciela udrzi ich individudlnu autonémiu. Clenstvo
v multidisciplindrnom time ani v Ziadnej inej skupine neznamena plnu identifikaciu sa
s normami skupiny a potlacenie individualnych potrieb jej ¢lenov. Pre efektivnhe fungovanie
v time je dblezité stotozrovanie sa s konkrétnymi, Specifickymi normami ¢i hodnotami
skupiny, s hlavnym cielom efektivneho fungovania multidisciplinarneho timu ako celku. Tak
ako si kazdy ¢len &i institdcia ponechdva Cast svojej autonémie, tak aj multidisciplinarny tim
vo svojom fungovani potrebuje byt v urcitej miere nezavisly od inych skupin ¢i timov.
Autondmia je povazovana za dalsi hlavny znak malej socidlnej a tym aj dolezitym
predpokladom pre fungovanie multidisciplndrneho timu (Oravecovd; 2004; Veeke et al.,
20009).
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Nezavislé a transparentné riadenie procesov dopomdha udrzat urcitd nezavislost
fungovania timu a doveru jeho ¢lenov v prebiehajlci proces a k sebe navzajom. To
zastreSuje aj proces zhromazdovania, zdielania ¢i poskytovania informacii, prepajanie
kontextov, rozhodovanie, postupy zamerané na riesenie a pod.. Riadenie procesov timu tak
moze vychadzat od case menezéra pripadu, ktory sa viaze na koordinaciu sluzieb okolo
klienta (Metodika multidisciplindarnej spoluprace, 2015; Krnacova et al., 2020), alebo
z pozicie koordinatora ¢i facilitdtora timu, ktory zabezpecuje organizaciu procesov v time.
Koordinaciu by mal vSak vykonavat clovek, ktory ma najvacsie predpoklady pre udrzanie
profesiondlneho nahladu na tému jedinca ¢i celej rodiny (Majetny et al., 2019; Krnacova et
al., 2020). Vo fungovani mnohych multidisciplinarnych timov sa uplatriuje princip ,jedna
rodina — jeden plan - jeden koordinator® (Persoonlijk Meesterschap in het brede
jeugddomein, 2017). Pozicia nezavislej osoby riadiacej proces v time dopomdze hlavne na
zaciatku fungovania timu zladit protichodné zaujmy ¢lenov timu alebo zapojenych instittcii,
znizit tenziu v dynamike skupiny, sprehladnit komplexnost procesov v time a zvysit
implementdciu rieSeni do retazca spolupracujucich institdcii v praxi (Veeke et al., 2009).
Upusta sa od direktivheho vedenia z dominantnej pozicie a skor sa prizyva ku rovnocennej
spolupraci. Pokial sa do procesov vedenia multidisciplnarneho timu zaclenia aktivizujuce,
kolaborativne alebo interakéné metddy vratane utvarania oslobodzujlcej Struktury, navysi
sa otvorenost v komunikacii a dynamika v skupine. So Specifickymi postupmi riadenia sa
spajaju aj konkrétne normy a pravidla skupiny, ktoré su dalSou podmienkou fungovania
multidisciplinarneho timu (Oravcova, 2004; Reitsma, 2020; Bos-de Groot & van der Vinne,
2016).

Usporiadanie ¢lenov multidisciplindrneho timu, uréenie resp. pomenovanie ich pozicie, roli,
kompetencie, zodpovednosti ¢i pravomoci je dalSou z podmienok pre fungovanie timu
(Reitsma, 2020). Struktira timu je tie? ponimand ako zdkladny znak fungovania malej
socialnej skupiny (Oravcova, 2004).

Jednym z hlavhym predpokladov Uspesnej inicidcie multidisciplindrnej spoluprace je tak
zosuladenie cielov, pozicii a procesov v time, ktoré je zaloZzené na vzajomnej kolaboracii
¢lenov timu a zdielani informacii vratane vystupov spoluprace. Nevyhnutnou podmienkou
sa tak stava interakcia medzi kazdym c¢lenom timu, ktora prebieha priamo a bezprostredne.
Interakcia je aj poslednou zo Siestich zakladnych znakov multidisciplindrneho timu ako malej
socialnej skupiny (Oravcova, 2004). Vytvaranie vztahov, ktoré su zalozené na ddvere
a respekte, vyznamne zvysuje efektivitu fungovania multidisciplindarneho timu (Persoonlijk
Meesterschap in het brede jeugddomein, 2017). Zabezpecenie efektivnej spoluprace si
vyzaduje aj kontrolu poctu ¢lenov multidisciplinarneho timu, kde plati pravidlo maximalneho
poctu osem osOb. Tato hranica je urcend cez zabezpecenie optimalnej Urovne vykonnosti,
komunikacie, dynamiky a motivacie k spolupraci. Podmienka maximalneho poctu c¢lenov
plati obzvlast pri timoch, ktoré sa stretavaju pravidelne. Vo vynimocnych pripadoch alebo pri
konzilidrnych stretnutiach alebo pripadovych studiach je mozny aj vyssi pocet oséb ako
osem (Krnacova et al., 2020).

Pre multidisciplindrnu spolupracu je teda délezité, aby si kazdy zapojeny odbornik alebo

kazda institucia na individudlnej Urovni, ale aj cely multidisciplinarny tim spolocne, vytvorili
rovnovahu medzi nasledovnymi aspektmi spoluprace (Kaats et al., 2005):
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C a) vlastné zaujmy verzus kolektivny zaujem — pred vstupom do kooperdcie je dolezité si
ozrejmit, kolko pozornosti a zacielenia bude na individudlne priority a kolko na tie spolo¢né.
To prinesie aj odpovede na otazky, aké vyhody a naklady prinesie zameranie na spolocny
ciel a & je napifianie individudinych zdujmov jednotlivych Géastnikov spravodlivé;

C b) zavazok verzus autondmia — v akej intenzite chcu ¢lenovia timu ¢i celé institicie
budovat nadvazujuci retazec sluzieb v praxi a nakolko chcu byt vo svojej individualnej praci
zavisli na procese a vysledkoch multidisciplindarnej spoluprace. Zodpovedanie tejto dilemy
vyjasni aj to, do akej miery sa obmedzi individualny priestor odbornika pri multidisciplinarnej
spolupraci a kde procesy v time zasiahnu resp. sa dostanu do konfliktu s internymi procesmi
zapojene;j institlcie;

Cc) bezpecnost verzus flexibilita — nakolko s ocakdvané inovativne a tvorivé pristupy a
vysledky spoluprace, ktoré si vyzaduju nielen flexibilitu, ale aj ochotu znasat riziko
nepoznaného, ochotu ucit sa a konfrontovat sa aj s vlastnymi limitami. Na opacnhom konci
tejto dimenzie je vyhybanie sa zmenam, ktoré by prindsali nové moznosti, ¢o by
zabezpecovalo dobre zname (hoci nie vzdy efektivne) spOsoby riesenia, ktoré sa vsak
spajaju so znizenim prezivania Uzkosti ¢lenov timu. Ujasnenie si tohto konfliktu prinesie aj
odpoved na otazku, nakolko si ¢lenovia timu ¢i celé zapojené institlcie dokazu poradit s
vopred uzatvorenymi dohodami v time;

c d) zdielanie vedomosti verzus ochrana vedomosti — pri tejto dileme je ddlezité si ujasnit,
nakolko chcu ¢lenovia multidisciplinarneho timu chranit viastné poznatky a ,know-how" a
nakolko ich chcu otvorit aj pripadnej svojej konkurencii v odbore ¢i problematike. V tychto
otazkach zastdva dolezitd funkciu dbévera v time.

Ce) vnutorna racionalita verzus vonkajsia racionalita — v tomto pripade ide o ujasnenie
hlavne toho, na kolkych retazcoch spolupriace sa odbornik &i institicia podiela a ¢i je
efektivne dojst k Upravam tychto zoskupeni,

Cf) velka pozornost venovana vztahom verzus mald pozornost venovana vztahom -
silné ¢i slabé zameranie na vztahy v multidisciplinarnom time prindsa svoje vyhody aj
nevyhody. Silné zameranie na vztahy moze vyustit aj do tendencie vyhybat sa konfliktom Ci
k slabej tenzii v skupine, ktora je potrebna pre dosahovanie vysledkov. Slabé zameranie na
vztahy modze priniest silny narast napatia v time spojeného s nespokojnostou a znizenou
otvorenostou ku zdielaniu a spolupraci (Oravcova, 2004).

Udrziavanie balansu v opisanych dimenziach je nevyhnutné nielen na =zadciatku
multidisciplindrnej spoluprace, ale aj v jej priebehu. Tento proces si vyzaduje neustdlu
koordindciu a vyladovanie procesov, synchronizaciu medzi odbornikmi v time a medzi
jednotlivymi drovhami v institdciach. Je potrebné, aby vsetky dolezité prvky organizacie
pracovali s rovnakym nasmerovanim s hlavnou perspektivou rozvoja (Labovitz & Rosansky,
1997). Tento proces koordindcie a vyladovania sa v tedridch organizacie nazyva
zosuladenie a dopomaha timom a institiciam zvysovat vykonnost. Efektivne udrziavanie
balansu si vyzaduje funkciu samostatného odbornika, ktory by bol ,sietovacom® ludi
a vztahovym expertom (Verbeek & Odenthal, 2012).
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Dalou z délezitych podmienok pre multidisciplindrnu spolupracu je dovera a reépekt medzi
¢lenmi timu. Oba su vysledkami samotného utvarania vztahov a partnerstva medzi
odbornikmi a vysledkom procesu dosiahnutej pozitivnej zmeny u uzivatela sluzby na Urovni
jednotlivca &i celej rodiny v tazkej zivotnej situdcii. Pochdadzaju z ocenenia v interakciach
a vedu k pocitom Stastia a istoty a podporuji motivaciu v multidisciplinarnej spolupraci.
Bezpecné prostredie utvara predpoklad pre zdielanie informadcii, poznatkov a pribehov od
ludf, ktorf sti do procesu zmeny zapojeni. Urovei preZivania dvery vo vztahoch by mala byt
klicovym hodnotiacim kritériom nielen samotnej prace multidisciplinarneho timu, ale aj
poskytovanej starostlivosti pre jednotlivca Ci rodinu v tazkej zZivotnej situdcii. Prezivanie
dovery a nadeje vo vztahoch v time dopomoéze pri prekondvani prekazok v procese R
spoluprace. Dévera a respekt vo vztahoch ozdravuju vazby nielen v timoch, ale aj /'
v systémoch a vytvaraju prostredie podpory. Byt otvorenym k tymto vztahom prindsa '
spokojnost, déveru v seba samého, zmysel pre pracovnu angazovanost ale aj pre cely Zivot. S

Dévera v multidisciplinarnom time vznika aj ako dosledok myslienok a sprdvania clenov
timu. Vznika a rastie na zaklade vzajomnych skusenosti. V praxi pomaha pri budovani
dovery nasledujlce spravanie (Reitsma, 2020):

Ca) uzatvaranie konkrétnych dohdd a ich dodrziavanie — ak nastane v procese
spoluprace odchylka od uzatvorenej dohody, je velmi ddlezité ju véas oznamit ostatnym
¢lenom timu a nastavit plan rieSenia. Rovnako je nevyhnutnd komunikicia aj o
nenaplnenych ocakdavaniach, prekvapeniach (pozitivnych aj negativnych), netdspechoch a
sklamaniach. Pri nastaveni spolo¢nych dohéd je dolezita aj rovnomerna distribucia vynosov
medzi ¢lenmi timu avsak aj zdielana zodpovednost za nelspech.

Cb) kazdy z clenov timu by sa mal snazit o predvidatelnost svojho spravania a
spolahlivost pri dodrziavani dohdd. Ak si niec¢o vyzaduje pozornost aj ostatnych ¢lenov, je
dolezité o tom otvorene diskutovat a nezakryvat podstatné skutocnosti. Ak sa tento princip
prepoji s tedriou Johari okienka (Luft & Ingham, 1955 in Oravcova, 2004), ¢lenovia timu sa
maju snazit o rozvoj verejnej zény, kde sa nachddzaju tie informdcie o sebe samom, ktoré su
zname aj danému cloveku aj ludom, ktori ho poznaju. Dominancia verejnej zény je v
multidisciplindrnej spolupracu najvyhodnejsia. K jej prevahe pomaha sebapoznanie ¢loveka,
ktory je otvoreny nielen spatnej vazbe, ale aj v poskytovani primeraného mnozstva
relevantnych informacii o sebe samom s cielom budovania ¢estnych a respektujucich
vztahov. Toto nastavenie podporuje istotu v komunikacii ¢lenov timu a partnerstvo v timoch;

CC) transparentnost a otvorenost vo vztahoch — a zaroven aj ku vSetkym informaciam
dolezitym pre spolupracu. Dovera zacina jej poskytovanim a to sa da v praxi docielit
zdielanim poznatkov;

Cd) zabezpecenie redlnej vzajomnej pozornosti a vSimavosti — to by malo byt

uplatnované v akomkolvek okamihu a na zaklade principov rovnosti a vzajomnosti vsetkych
zUcastnenych clenov v time.
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Vyssie opisané predpoklady pre multidisciplindrnu spolupracu sa zhoduju so spolo¢nymi
faktormi pozitivhej zmeny v akomkolvek terapeutickom kontexte (Norcross & Prochaska,
1999), ktorymi su pozitivne ocakdavanie, nadviazany vztah a ziskavana pozornost. Tuto
skutocnost potvrdil aj dalsi vyskum (Budge et al., 2013), ktory preukazal, ze na vyslednej
pozitivhej zmene sa efektom sily 0,72 podielaju zadefinované spoloc¢né ciele a kolaborativny
pristup prace. Daléim délezitym faktorom je empatia vo vztahoch so silou efektu 0,63
a nasledne vytvorenie aliancie s hodnotou 0,58. Pozitivhe ocakavania, ktoré su
v multidisciplinarnom time dané vytvaranim pozitivhej zmeny u jedinca ¢i rodiny v tazkej
zivotnej situdcii, sa podielaju efektom s hodnotou 0,56 a kongruencia osob (zahriujlcej
predvidatelnost spravania) s hodnotou 0,49. Faktory zohladrujice kolaborativne a relacné
pristupy vysoko prevysuju efekt tych faktorov, ktoré sa viazu na konkrétnu odbornost
profesionala ¢i pouzivanie Specifickej techniky.

Vytvdranie a podpora kolaborativnych interakcii v multidisciplinarnom time s dostatkom
dovery, nadeje a reSpektu a rovnako aj participacie na takychto vztahoch si vyzaduje od
¢lenov timu rozvoj tych zruénosti, ktoré umoznuju pracovat v takomto time a vytvarat vazby
s ostatnymi osobami (Jacobs, 2010). Byt expertom vo svojej odbornej oblasti tak nestaci, od
¢lenov multidisciplinarneho timu sa ocakava aj aktivita, pruznost, pohotovost a odolnost.
V multidisciplindrnej praxi sa postupuje od izolovanych, sebesta¢nych a na svoje zaujmy
zameranych odbornikov ¢i institlcii do ich prepajania v sietach ¢i konzorciach, ktoré by
rozvijali spolo¢né zdroje a ndpady. To si vyzaduje vedomie ,vztahovosti“ a aktivitu, pri ktorej
sa ,ten druhy“ nezredukuje len na objekt, ale pristupuje sa k nemu ako ku subjektu
s vlastnou realitou, ktorej sa musi kazdy clen timu dotykat. Tato prax zamerana na cloveka
je vyjadrena v hladani ,spojenia“ medzi vsetkymi zic¢astnenymi stranami a uhlami pohladov.
Experti pre vztahy tak nespajaju len ludi, ale aj kontexty rieSenych tém. Utvaranie vztahov
a partnerstva nie je doélezité len medzi odbornikmi v multidisciplindrnom time, ale aj medzi
profesiondlom a uzivatelom sluzby v podobe jednotlivca ¢i celej rodiny. Fungovanie
v multidisciplindrnom time sa tak méze stat tréningom pre utvaranie vztahov odbornikov
s ich klientmi, ktoré si rovnako vyZaduju rovnocenny partnersky pristup s dostatkom dévery,
nadeje a reSpektu.

Prepojenie odbornikov Ci institucii len na administrativnej ¢i formalnej Urovni nepostacuje
a nie su zarukou partnerstva a vytvarania aliancie. Vytvaranie a participacia na otvorenych
a rovnocennych vztahoch sa tak stava zakladom pre zmenu (Bos-de Groot & van der Vinne,
2016). Gaby Jacobs (2010) vyuziva pojem Profesionalita 3.0., kedy sa z odbornika nestava
len expert vo svojom odbore, ale aj odbornik na vytvaranie vztahov. S tym sa spdja aj
vztahova zodpovednost a vedomie vztahovosti. Tym sa rozsiruju kompetencie odbornika
pre pracu v multidisciplindrnom time o zru¢nosti profesionadla pre sietovanie a manazovanie
vztahov (Kaats et al., 2005). Tymito kompetenciami si vedomosti a zruc¢nosti v oblasti
kolaborativnych a dialogickych praxi a na rieSenie zameraného pristupu. Postoj odbornika je
modifikovany cez osobnostné charakteristiky a vlastni profesionalitu. Medzi zakladné
kompetencie patri schopnost vstupovat do vztahov a primerane na nich participovat,
schopnost poradit si s komplexnostou, schopnost prosocidlneho spravania, riadiace
schopnosti a kolaborativne zru¢nosti. Tieto vedomosti, kompetencie ¢i zru¢nosti zavisia od
zdedenych ¢i vrodenych predispozicii, no daju sa ovplyviovat aj procesom vychovy ci
vzdeldvania (Oravcova, 2004).
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Pre cielené rozvijanie tychto predpokladov su ucinné individudlne ¢i skupinové aktivity vo
formalnej aj neformalnej rovine, ktoré bude organizovat manazment organizacie ci rezortu,
pod ktory dany multidisciplinarny tim spada (Krnacova et al., 2020). Na eurdpskej trovni
funguije institicia EIPEN - Eurdpska siet medziodborovej praxe a vzdeldvania (European
Interprofessional Practice & Education Network). Jej cielom je stimulovat a zdielat ucinny
medziodborovy tréning v eurépskom postgradudlnom vzdeldvani a zlepsSovat postupy
spoluprace v oblasti zdravotnej a socidlnej starostlivosti v Eurépe s cielom pombéct
optimalizovat kvalitu starostlivosti a subjektivhu pohodu jednotlivcov. Ako siet vzdelavacich
a klinickych institucii a jednotlivych odbornikov ma zamer aj ovplyviovat politiku v oblasti
vzdeldvania a zdravotnej starostlivosti v Eurdpskej Unii a jej ¢lenskych statoch. Institicia
organizuje konferencie, seminare a workshopy a podporuje spolo¢né projekty jej clenov.

Dalsie podmienky pre multidisciplindrnu spoluprécu a utvaranie multidisciplindrnych timov
sa tykaju materidlno-organizacnej a legislativnej oblasti. Prax kazdého povolania je dana
legislativou, etickym kdédexom a profesijnymi Standardmi. Je nevyhnutné, aby kazdy
odbornik uz pred nastupom na vykon povolania, si tieto normy nastudoval a riadil sa nimi.
Pri multidisciplinarnej spolupraci sa stretdvaju odbornici z r6znych oblasti, ktori mézu byt
usmerniovani odliSnymi pravidlami, ktoré mdézu vstupovat aj do konfliktu. Pre kooperaciu
v time je délezité poznat tieto rozdiely a na zdklade dialdgu sa zhodnut na spolo¢nom
a zdielanom cieli a postupe jeho dosiahnutia vratane participdcie na procese v time. Ddlezité
su aj legislativne ramce pre umoznenie spoluprace odbornikov, ktoré vytvaraju postup pre
zdkonné a tym bezpecné zdielanie informdacii. Materidlne zabezpecenie fungovania
multidisciplinarneho timu patri rovnako k podmienkam pre fungovanie multidisciplinarnej
spoluprace. Tim vyzaduje vhodny priestor pre stretnutia vratane materialneho vybavenia a
informacno-komunikacnych technolégii. Pod materidlne zabezpecenie timu patri aj
finan¢né krytie platov c¢lenov timu, pritomnost facilitdtora ¢i supervizora a umoznenie
dalsieho vzdeldvania ¢lenov timu. Vytvorenie pre pracu multidisciplinarneho timu dostatok
¢asového priestoru je daldou podmienkou multidisciplindrnej spolupréce. Casova dotécia by
mala byt dostato¢na, no nemala by presahovat ramec vykonu odbornej ¢innosti ¢lenov timu.
Sucastou casového priestoru je aj vytvorenie ¢asového harmonogramu pre pravidelné
stretdvania timu (Krnacova et al., 2020)

Jednotlivé podmienky pre fungovanie multidisciplindrnej spoluprace sa v praxi prekryvaju
a navzajom ovplyvnuju a su aj sucastou organizacie a riadenia timu ¢i mechanizmami timov
(napr. ciele, riadenie, Struktura, role, kompetencie a pod.). Preto budu este niektoré z vyssie
opisanych predpokladov v dalsich ¢astiach textu opatovne spomenuté.
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Vyhody a nevyhody multidisciplinarnych timov.

Vyhody multidisciplindrnej spoluprace su nepopieratelné a mnoho odbornikov z oblasti
praxe ako aj vedy a vyskumu povazuju multidisciplinarny pristup za nenahraditelny. Nizsie
je zhrnutych niekolko benefitov fungovania multidisciplindrnych timov.

1. Snaha o maximalnu aktivizaciu klienta ¢i celej rodiny v tazkej zivotnej situacii
— pri izolovanom uzivani odbornej, hoci vysoko Specializovanej, sluzby pri komplexnej
tazkosti, ktorda mdze byt poskytovana v nerovnocennom vztahu, dochadza ku inhibicii
aktivity klienta a niekedy az ku ucelovému uzivaniu sluzby. Multidisciplinarny tim ponuka
jeho uzivatelom moznost stanovit si konkrétne kratkodobé ¢i dlhodobé ciele alebo aspon sa
na ich formulacii podielat. To umoznuje timu vo vyrazne vacsej miere aktivizovat jedinca ci
celud rodinu, ktora tiez prebera zodpovednost voci sebe a ku dosahovaniu pozadovaného
vysledku a tym aj viac dodrzuje odporucania dané odbornikmi. Tym sa podporia vnutorné
zdroje klientov, ¢o podporuje osobnostny rast klienta a uplatnenie jeho potencidlu, ¢im sa
spatne navysuje ucinnost poskytovanej starostlivosti. Pri spolocnej formulacii cielov a
postupu ich dosahovania ziskavaju klienti jasnejsiu predstavu o o¢akavaniach odbornikov,
ale aj od seba, posilnuje sa ich schopnost vykonavat rozhodnutie a niest za toto rozhodnutie
zodpovednost a posilnuje sa celkova reziliencia ¢i jednotlivca alebo aj celej rodiny. Rovnako
je pritomna moznost multidisciplinarneho timu zapadjat blizke osoby jedinca ¢i celej rodiny
do dosahovania cielov, ¢o mdéze v mnohych situdciach zlepsit koordindciu starostlivosti.
Zazitok zdielania, podpory, vztahovosti ¢i ocenenia z multidisciplindarneho timu mézu klienti
prenasat aj do vztahov ¢i skupin vo svojom okoli, ¢im sa este vyraznejsie podpori ich
socialna siet, efekt poskytnutej starostlivosti ale aj udrzatelnost pozitivhej zmeny (Gaille,
2018; Krnacova et al., 2020; Majetny et al., 2019; Metodika multidisciplinarnej spoluprace,
2015; Rosell et al.,, 2018).

2. Vyuzivanie zdrojov v prirodzenom prostredi klienta alebo celej rodiny v tazkej
zivotnej situacii — multidisciplinarne timy sa zameriavaju na poznavanie Cloveka v jeho
prirodzenom prostredi a zaroven vo vztahoch s blizkymi ludmi. Toto poznanie pomdze pre
zvySenie dostupnosti ponukanych sluzieb, spravodlivd distribiciu starostlivosti a
vytvdranim aj novych spdsobov poskytovania zvysi ich implementdaciu. Multidisciplindrne
timy zvysuju dostupnost zdrojov od viacerych odbornikov ¢i institicii v danom regidne a to
aj vdaka tomu, Ze uz svojou samotnou cinnostou prepajaju tieto sluzby (Gaille, 2018;
Jackson, 1998; Krnacova et al., 2020; Metodika multidisciplinarnej spoluprace, 2015).

3. Casovd Uspora — ¢asovd efektivita sa prejavuje tak pri skrateni procesu
starostlivosti, ako aj v rychlejsej dostupnosti sluzieb. KedZe je multidisciplinarny tim zlozeny
z odbornikov z r6znych oblasti, klient ¢i celd rodina ma k ich sluzbam automaticky pristup
bez nutnosti odosielania inym pracovnikom. Multidisciplinarny tim sa aj podiela na
schvalovani procesov poskytovanych sluzieb a ma efektivnejsi dosah na ich zavedenie u
daného klienta i celej rodiny, ¢im sa minimalizuju oneskorenia pri iniciacii procesu zmeny.
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Poskytovanie ako aj cely manazment sluzby sa stdva pruznejsi, ¢im sa navysi ¢as pre priamu
pracu s klientom ¢&i celou rodinou (Gaille, 2018; Krnacova et al., 2020; Metodika
multidisciplinarnej spoluprace, 2015).

4, Sucinnost poskytovatelov sluzieb oproti nekoordinovanému postupu — vdaka
zdielanému vytyCovaniu ciela a spdsobu jeho dosahovania mézu jednotlivé vykony
odbornikov ¢i institdcii v praxi na seba lepsie nadvazovat. Eliminuje sa tak riziko duplicitnych
vySetreni ¢ neefektivnych krokov. Vdaka nastaveniu akéného planu sa zvolia priority
v poskytovani sluzieb, ¢im sa minimalizuje moznost protichodnosti poskytovanej
starostlivosti a pretazenia klienta ¢i celej rodiny (Gaille, 2018; Metodika multidisciplinarnej
spoluprace, 2015).

5. Riesenie situacie klienta alebo celej rodiny v tazkej zivotnej situdcii nie je len
na jednom pracovnikovi, ale na multidisciplinarnom time — tym, ze odbornici od zaciatku
mozu spoloc¢ne postupovat na pozitivnej zmene u uzivatelov sluzby, rychlo sa dostanu ku
komplexnému pohladu na problematiku, presnejsie a hlbsie porozumeju potrebam klientov
a klienti ziskaju lahsi pristup k najlepsim moznym moznostiam liecby, ktoré su v sicasnosti
k dispozicii (Gaille, 2018). Rovnako sa tym vytvara moznost na poskytovanie sluzieb na
jednom mieste, ¢im klienti nemusia viackrat zdielat svoje skisenosti, ktoré su c¢asto velmi
zatazujuce. V procese poskytovania sluzby je tak mozné vyhnut sa opakovej iatrogenizacii
resp. sekundarnej viktimizacii klientov (Krnacova et al., 2020; Metodika multidisciplinarnej
spoluprace, 2015).

6. Obmedzenia chybnych rozhodnuti pomocou komplexného ziskavanie
informdcii o pripade — pritomnost viacerych odbornikov a udrziavanie réznych uhlov
pohladu hned od iniciacie riesenia problematiky znizuje riziko nielen nefunkénych riesent,
ale aj chybnych rozhodnuti. Starostlivost u jedného odbornika pri komplexnej téme klienta
¢i celej rodiny méze vyvolavat omnipotentné tendencie od odbornika, neustrazenie hranic
odbornych kompetencii a tym riziko chybovosti (Majetny et al., 2019). Pravidelné
stretdvanie multidisciplinarneho timu zabezpecuje okrem komplexného pohladu na tazku
zivotnu situaciu klientov aj plasticitu nahladu, ¢im moéze dochadzat k prehodnocovaniu
ucinnosti poskytovanej starostlivosti a k jej modifikacii pre efektivnejsie dosahovanie
pozitivnej zmeny. Multidisciplindrna spoluprdca dopomaha aj k zabraneniu nadmernej
Specializacii jednotlivych Ukonov a zlozitosti poskytovanej starostlivosti, ¢im sa nasledne
znizi nielen financné a cCasové zatazenie, ale aj znizi riziko chybovosti (Metodika
multidisciplindrnej spoluprace, 2015; Tsakitzidis & Van Royen, 2008).

7. Finan¢na uspora — komplexna, koordinovana a kontinudlna starostlivost okolo
jednotlivca Ci celej rodiny v tazkej zivotnej situacii zamedzuje riziko duplicitnych ¢i vzhladom
na problematiku neefektivhych sluzieb. Mnoho vyskumov prinasa aj informaciu, ze praca
multidisciplinarneho timu skracuje Cas hospitalizacie ako aj celkovej lieCby ¢i inej odbornej
starostlivosti, znizuje mortalitu klientov a zamedzuje naduzivanie liekov. To sa odraza na
finan¢nej Uspore, ale aj na efektivnejsSom vyuziti finan¢nych zdrojov, ¢im méze dochadzat ku
zhodnocovaniu financii (Majetny et al, 2019; Metodika multidisciplindrnej spoluprace,
2015; Schmitt, 2001).
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8. Vzadjomna edukdcia pracovnikov prostrednictvom spoluprace - praca
v multidisciplindrnom time prehlbuje poznanie odbornikov, rozvijaju sa ich schopnosti,
zruénosti a ziskavaju nové kompetencie. Je to pozitivny nasledok kooperacie ludi roznej
Specializacie s odliSnymi skusenostami. V procese prace timu dochdadza pri zdielani
informacii, poznatkov ¢i zazitkov do ich zakomponovania u kazdého ¢lena, hoci pévodne do
jeho Specializacie nepatrili. To nasledne rozsiruje oblasti poznania profesionalov a moznosti
implementdcie och poznatkov v praxi. Odbornici tak v procese spoluprace zazivaju vlastny
osobny rast, ktory ich bude nasledne motivovat ku dalsej odbornej préci, k spolupraci
s inymi profesionalmi a ku neustdlemu rozvoju socidlnych a timovych kompetencii.
Prostrednictvom timovej priace sa podporuju komunika¢né schopnosti odbornikov a ich
kolaborativne zrucnosti, ¢o sa nasledne odraza na ich pozitivnom smerovani v kariére.
Vzajomna edukacia odbornikov moze byt prinosna obzvlast pri zacinajucich odbornikov v
praci (Hsien-Hui & Hsiao, 2013; Krnacova et al, 2020; Metodika multidisciplindrnej
spoluprace, 2015; Rosell et al., 2018).

9. Prevencia syndrému vyhorenia - odbornici na multidisciplindrnej spolupraci
ocenuju to, Ze neostavaju s pripadom klienta ¢i celej rodiny v tazkej zivotnej situacii sami, ale
Zze v time ziskavaju dostatok profesiondlnej podpory a zdielania uUspechov. Zaroven
dostdvaju pomoc pri zvladani konfliktov ¢i bariér implementacie poskytovanej starostlivosti,
delia sa o zodpovednost za riesenie komplexného pripadu s ostatnymi odbornikmi,
podnecuje sa ich tvorivost, partnerstvo a moznost vzajomnych konzultacii. Tymto procesom
sa zvysuje prezivanie zmyslu vlastnej odbornej ¢innosti, zintenziviuje pracovna spokojnost
a spokojnost v praci a znizuje riziko syndromu vyhorenia a tym predc¢asného ukoncenia
profesijnej drahy odbornika. Okrem zlepsovania vlastnych vedomosti a zru¢nosti dochadza
medzi odbornikmi aj ku vzajomnému ocenovaniu a uznavaniu odbornosti, ¢im si odbornici
vo vztahoch buduju medzi sebou doveru a resSpekt, znizuje sa riziko konfliktov a rivality.
Pomocou striedania perspektiv prace (individudlna interakcia s klientom - skupinova
interakcia s klientom - interakcia s statnymi odbornikmi o klientovi) a lepsieho rozlozenia
zodpovednosti sa znizuje riziko pretazenia profesionala. Prevenciu proti vyhoreniu tvori aj
skutoénost, ze vdaka funkcii multidisciplindrneho timu nebudu odbornici v sieti starostlivosti
zatazovani tymi ukonmi, ktoré su pre efekt lieCby neefektivne (Krnacova et al., 2020;
Majetny et al.,, 2019; Metodika multidisciplindarnej spoluprace, 2015; Tsakitzidis & Van
Royen, 2008; Vendel, 2008).

10. Upevnovanie timu - posilhovanie profesionality a kooperacie clenov
multidisciplindrneho timu posilfiuje preukazovanie vzdjomného resSpektu, zdielanie
zodpovednosti a uznanie kompetentnosti. Zazitok pozitivnych interakcii a Uspechov tak
podporuje sudrznost, upevnuje tim a umoznuje mu riesit postupne aj komplexnejsie
a narocnejsie Ulohy (Krnacova et al., 2020).

11. Zhromazdovanie informdcii na jednom mieste — v procese prace
multidisciplindrneho timu nedochddza len k zdielaniu informdcii, ale aj ku ich
zhromazdovaniu na jednom mieste, ¢o prispieva ku neskorsej dostupnosti udajov, ale aj ku
evalvacii efektivity postupu poskytovanej starostlivosti (Krnacova et al., 2020).
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12. Podpora manazmentu celej organizacie — multidisciplindrne timy byvaju
sucastou jednej institucie alebo rezortu, takze svojou ¢innostou spadaju resp. nadvazuju na
ich aktivity. Efektivne riadenie multidisciplinarnej spoluprace si vyzaduje prepojit a zladit
procesy v time aj s tymi v organizdacii ¢i rezorte. Efekt partnerstva a kolaborécie sa tak moze
preniest aj do profesiondlnych vztahov v institicii mimo tim, ¢im déjde k posilneniu
manazmentu organizacie a tym celkovej starostlivosti (Bos-de Groot & van der Vinne, 2016;
Krnacova et al., 2020).

13. Lepsia a efektivnejsia komunikacia medzi jednotlivcami a profesijnymi
skupinami - vdaka stretnutiu na jednom mieste a facilitovanej interakcii dochadza
k vyznamne ucinnejsej komunikacii, ako ked prebieha len v dyadach odbornikov ¢i len
prostrednictvom odovzdavania sprav. Tym sa vytvaraju siete veduce k plnému, dostupnému
a efektivnemu vyuzivaniu sluzieb v regidne, ¢im sa zvysuje celkova kvalita zivota komunity
(Bos-de Groot & van der Vinne, 2016; Majetny et al., 2019).

14.  ZvysSovanie kvality starostlivosti — predstavuje findlny benefit, na ktorom sa
podielaju aj vyssie opisané vyhody multidisciplinarnych timov na zaklade synergického
efektu kolaboracie clenov timu. Poskytované sluzby su adresnejsie a rychlejsie. To ma
presah na skratenie Casu prezivania tiesne i bolesti u jednotlivca ale aj celej rodiny,
urychluje proces adaptacie ¢i inklizie a tym navysuje Zivotnu spokojnost klientov, ktora je
jednym z hlavnych komponentov zdravia. Clenovia multidisciplindrneho timu mézu
osvojeny kolaborativny postup prace rozsirovataj do inych oblasti vykonu ich povolania, ¢im
dojde k efektivnemu poskytovaniu sluzieb aj v inych oblastiach (Bos-de Groot & van der
Vinne, 2016; Krnacova et al., 2020; Kfivohlavy, 2003; Majetny et al., 2019).

Okrem vyssie opisanych vyhod méze implementdacia multidisciplinarnych timov prinasat aj
vyzvy resp. nevyhody, s ktorymi si musi kazdy ¢len timu, koordinator timu a manazment
organizacie vysporiadat.

1. Casovy tlak - poskytovanie sluzieb byva spojené s ¢asovou tiestiou. Pri praci
s multidisciplinarnym timom je potrebné brat do uUvahy dva klicové prvky. Nielenze su
¢lenovia timu zodpovedni za dokoncenie vlastnej prace s klientom, ale musia tiez venovat
¢as komunikdcii s ostatnymi odbornikmi. Musia flexibilne reagovat na vsetky zmeny, ktoré
sa udeju v plane poskytovanej starostlivosti, niekedy aj na zmeny, ktoré sa priamo
nevztahuju na ich odbor resp. pochadzaju od odbornika z inej oblasti. M6ze sa aj udiat, ze
odbornici budu pretazeni po¢tom riesenych pripadov aj prostrednictvom multidisciplinarnej
spoluprace. Aj ked v multidisciplinarnom time ide o proces spoluprace, existuju aj také
prvky, ktoré sa vyhybaju nadvazovaniu kooperacie a mozu byt pre efekt pristupu dolezité
(Gaille, 2018; Hsien-Hui & Hsiao, 2013; Metodika multidisciplinarnej spoluprace, 2015).
Casowvy tlak mdZe byt zdroven aj prospesny v zmysle vyédej efektivity spolo¢nej prace.
Clenovia timu mézu spoloéne venovat ¢as prioritizovaniu situdcie a nezameriavat sa tak na
menej podstatné aspekty ¢i témy.

2. Rozdielnost clenov multidisciplindarneho timu - aj ked je réznorodost
Specializacii odbornikov v time nespornou vyhodou, prindsa do procesu spoluprace aj urcité

limity.
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R&zni ¢lenovia timu pochdadzaju z odlisnych prostredi, s rozdielne posudzovanym statusom
profesie a odboru, ¢im mo6zu byt riadeni réznymi predstavami ¢i legislativnymi postupmi,
ktoré mo6zu byt v konflikte a nasledne mo6zu brzdit pracu timu. V multidisciplinarnom time
sa ¢lenovia mé2zu medzi sebou Iiit aj dizkou praxe a u niektorého z &lenov timu sa mézu
vyskytnut nedostatocné kvalifikacné predpoklady v porovnani s ostatnymi ¢lenmi timu.
Multidisciplindrnemu timu prospeje, ak je podobnost medzi élenmi a ich dizkou vzdeldvania
a praxe podobna. R6ézne ulohy ¢lenov timu sa vyskytuju v rozliénych ¢asovych planoch, ¢o
moze vytvarat problémy pri pokuse o poskytovanie sluzieb (Gaille, 2018; Hsien-Hui
& Hsiao, 2013; Krnacova et al., 2020; Metodika multidisciplindrnej spoluprace, 2015).
V tejto suvislosti sa da odvolat na myslienky jedného zo zakladatelom Pristupu zameraného
na riesenie, Steve de Shazera (2017), podla ktorého neexistuje Uplné porozumenie, iba viac
¢ menej uzitoéné nedorozumenie. Rozdielnost skusenosti a pohladov ¢lenov
multidisciplindrneho timu mo6ze byt velmi uzitoéna pre ich spolupracu a pre celkovy
vysledok ich spolocnej prace pre klienta. Vzhladom na to, ze multidisciplinarny tim ma
spolocny ciel, ktorym je podpora klienta, moze na ceste za splnenim ciela vyuzit vsetky
zdroje od ¢lenov timu - ich skusenosti, pohlady, inSpiracie.

3. Frekvencia stretnuti - aby bola ¢innost multidisciplindarneho timu efektivna
a aby sa zabezpecdila spolupraca a komunikacia, vyzaduje sa od timu pravidelné stretavanie.
Stretnutie multidisciplindarneho timu moze trvat 2 az 3 hodiny, Co je pre vacsinu ludi vela
¢asu, ktory su nuteni do spoluprace investovat. Tato nevyhoda sa da prekonat primeranym
finanénym kompenzovanim ucasti na time, vhodnym c¢asovym rozvrhnutim pracovného
harmonogramu a zmenami v hodnotiacich kritériach pracovného vykonu (Gaille, 2018).
Tato nevyhoda moze byt aj vyhodou v zmysle stanovenia si priorit pre cely tim, na ktorych
budu spolocne pracovat, aby sa nevenovalo prilis vela ¢asu menej podstatnym témam.

4, Zavislost na dostupnych zdrojoch - efektivita multidisciplindrneho timu zavisi
od pristupnosti sluzieb. M6ze to aj znamenat, Zze nebudu moéct byt vsetky odporucania timu
implementované do praxe alebo nie v rovhakom cCase. Postupnost uavadzania starostlivosti
u klienta ¢i celej rodiny v tazkej Zivotnej situdcii méze postupovat podla priority, co moze
mat za nevyhodu aj to, Ze stretnuti timu sa budu zucastnovat aj ti odbornici, ktorych sluzby
aktudlne nie su uskutocnované (Gaille, 2018). Pri praci s klientom sa samozrejme Casto
naraza na systémové nedostatky, ktoré brania efektivnejSej podpore. Z pohladu pristupu
zameraného na riesenie to ale pracovnikov ako ¢lenov multidisciplinarneho timu udi lepsie
sa zamerat a posudzovat posuny pri praci s klientom, aj ked st menéie. Casto sa mdze pri
praci v multidisciplinarnych timoch zdat, Zze pomoc pre klienta je nedostato¢na a Uspechy pri
spolupraci s nim su malé. Dolezité je pozriet sa aj na drobné uUspechy a hovorit o nich s
klientom.

5. Nedostatoc¢né informacie - neudplné informacie vedd k nastaveniu
nepostacujucich cielov. Pravdepodobne ani najlepsie zostaveny multidisciplindrny tim
nedokdaze obsiahnut vsetky potrebné informdcie o klientoch. Prax ¢asto prinasa absenciu
jedného z klucovych odbornikov, ¢o sa méze odrazat na vyslednom efekte poskytovanej
sluzby (Gaille, 2018). Tato nevyhoda sa da velmi efektivne vyuzit na skompetentnenie
klienta ¢i rodiny ako rovnocenného partnera v multidisciplinarnom time. Klient méze tieto
informacie o sebe poskytnut sam a zaroven rozhodovat o tom, aké informacie sa s cielom
jeho podpory budu zverejiiovat.
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6. Inicidcia kolaborativneho procesu — zaciatok akejkolvek spoluprace méze
priniest vacsie zameranie na interakciu ¢lenov timu ako na samotny vysledok na uUrovni
pozitivnej zmeny u klientov. Proces spoluprace moze byt aj brzdeny nejasne vymedzenymi
rolami, kompetenciami, nespravodlivo distribuovanou podporou, mierou kontroly di
pravomoci a rovnako aj pripadnou rivalitou medzi ¢lenmi timu, ktora méze byt podmienena
implicitnymi  motivmi moci alebo konkurenénou poziciou v praxi (Metodika
multidisciplindarnej spoluprace, 2015). Tento proces moé6ze byt vsak zaroven velkym
priestorom pre ucenie sa a rozvoj pre vsetkych clenov timu, vratane klienta - pre rozvoj
spoluprace, zameranie sa na ciel, vykomunikovanie si pravidiel, roli a hranic pri praci
v multidisciplinarnom time.

7. Nedostatocné materidlne a financné zabezpelenie - v podobe
nedostatocného financéného ohodnotenia za Ucast na multidisciplindrnom time, chybajicom
kancelarskom vybaveni, absentujucich alebo nedostatocne funkénych

informacno-komunikacénych prostriedkov alebo v nemoznosti implementovat akény plan
z multidisciplinarneho stretnutia do praxe z dovodu nedostatocnej kapacity danej sluzby
v regidne (Metodika multidisciplindrnej spoluprace, 2015). V dnesnej dobe, kedy stretnutia
casto prebiehaju online, sa znizuju naklady na cestovanie a miestnost, v ktorej praca za
normalnych okolnosti v multidisciplinarnom time prebieha.
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Faktory efektivity multidisciplinarnych timov

Na efektivite samotnej prace multidisciplindrneho timu sa podiela niekolko ddlezitych
faktorov, ktoré sa tykaju personalnej, legislativnej, procesualnej, organizacnej ¢i materialnej
stranky. Tymito faktormi sa stavaju aj skutocnosti, ktoré su ponimané aj ako predpoklady
pre multidisciplindrnu spolupracu. Cize v procese fungovania multidisciplindrneho timu
figuruju pred iniciaciou spoluprace, ale aj ako faktory zvysujice samotny kolaborativny
proces v time.

Metodika pre meranie faktorov efektivity multidisciplinarnej spoluprace MDT-OARS
(Observational Assessment Rating Scale) (Taylor et al., 2012) pracuje s 86 polozkami
podielajucimi sa na efektivite multidisciplindarneho timu, ktoré su roztriedené do piatich
velkych skupin: udroven timu, oblast materidineho zabezpecenia, oblast logistiky a
organizacie multidisciplindrnych stretnuti, Uroven rozhodovacieho procesu a oblast procesu
multidisciplindrnej spoluprace.

1. Faktory na urovni timu

a) dochadzka - pritomnost relevantnych a kli¢ovych ¢lenov timu na stretnuti timu.

b) vedenie — hovori o moderovani stretnuti timu, kde su dolezité nasledujice
skutocnosti:

-dodrziavanie programu stretnutia,

-podpora aktivneho zapdjania a spoluucast ¢lenov,

-podpora zacielenej diskusie,

-formulacia odporucant.

c) timova praca a timova kultdra — kde su délezité:

-Ucast a zahrnutie relevantnych ¢lenov timu — to sa spdja s aktivitou a primeranym
zapajanim tychto ¢lenov; so skuto¢nostou, aby nedominovala len jedna popripade len dve
osoby; s dobrovolnou moznostou vstupovat do komunikacie vratane kladenia otazok; s
prispevkami Ucastnikov podnecujicich rozhodovaci proces a/alebo prindsajucich do
diskusie relevantné informacie a s konsenzom pri tvorbe rozhodnuti,

-vztahovost clenov timu navzdjom - v tomto pripade sa sleduju premenné ako
pritomnost humoru, pozitivna a uvolnend skupinova atmosféra, prijimajlce a podporujice
timové vztahy a priatelsky kooperativny sp6sob interakcif,

-vzajomny respekt — ktory zahffa venovanie dostatocnej pozornosti procesu a
¢lenom timu, respekt ku ¢lenom timu, vyhybanie sa sibeznych komunikacnych linii popri
hlavnej, o¢akavanie a pozitivne hodnotenie relevantnych prispevkov ¢lenov timu a absencia
pritomnosti negativneho napatia ¢ konfliktu,

d) osobny rozvoj a vzdeldvanie - tato oblast zahfha komunikaciu o vedecky
podlozenych dékazoch a situacie ucenia sa.
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2. Materialne zabezpecenie stretnutia

a) miesto stretnutia — v tomto pripade sa sleduju parametre ako:
-primerane velkd miestnost pre stretnutia vzhladom na pocet ¢lenov timu,
-usporiadanie sedenia umoznujice kazdému ¢lenovi timu vhlad do materialov,
-dostatok miesta pre sedenie pre kazdého ucastnika timu,
-miestnost pre stretnutie s vhodnymi fyzikalno-chemickych podmienkami ako
osvetlenie, teplota, hluk, kvalita vzduchu a pod.
b) vyuzivanie informacno-komunikacnych technoldgii (dalej len IKT) — dostupnost IKT
vybavenia pre nahlad do vsetkych materidlov (efektivnym rieSenim je mat k dispozicii viaceo
obrazoviek/monitorov).

3. Organizacia a riadenie procesu stretnutia

a) priprava stretnutia — zahrmuje poziadavky ako:

-program stretnutia — spolo¢ne s relevantnymi materialmi ku stretnutiu vratane ich
dostupnosti,

-u komplexnych resp. naro¢nych pripadov stanovenie priorit — ktoré su zahrnuté v
programe dna s dostatkom casu pre ich diskusiu.
b) organizacia stretnutia — kde su dolezité premenné ako:

-spis klienta — dostupnost relevantnych spisovych informacii klienta pocas stretnutia,

-prezentdcia pribehu klienta — komplexny, jasny, prehladny a stru¢ny opis tazkej
Zivotnej situdacie klienta ¢i rodiny.

4. Uskutoénenie rozhodnutia

a) klient alebo rodina v strede zaujmu starostlivosti — rozhodnutie timu je uskutoénené
vzhladom na charakteristiky jednotlivca alebo rodiny (socio-demografické premenné,
komorbidné tazkosti, psycho-socidlne potreby, priania a oCakavania klienta alebo rodiny a
preferencie ich blizkych os6b zahrnutych do procesu starostlivosti),

b) plan starostlivosti — kde je nevyhnutna jasnost postupu poskytovanej starostlivosti
vratane krokovosti.

Ponimanie faktorov efektivheho vykonu méze byt medzi jednotlivymi vyskumnikmi
odlisné. Evans et al., (2019) usporiadali premenné urcujuce vykonnost multidisciplinarneho
timu do piatich hlavnych komponentov:

1. Organizacia a riadenie timu — do ktorého zapadaju faktory ako samotné vedenie
timu, kompetencie ¢lenov timu, uskutoc¢novanie rozhodnutia a manazment rizik.

2. Planovanie stretnutia — ktoré sa deli na fazy pred stretnutim, pocas stretnutia a po
stretnuti.

3. Prepojenie klientov s ¢lenmi timu — do ktorého patria premenné ako pristup klientov
ku élenov timu, komunikacia klientov s ¢lenmi timu, informovanost a vzdeldvanie élenov
timu a charakteristiky klientov.

4, Zhromazdovanie dat a ich analyzy — pod ktoré spadd samotny zber udajov,
monitorovanie a hodnotenie dat, zabezpecovanie kvality Udajov a ich systémovej integracie
a uskutocnovanie prieskumu ¢i vyskumu.
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Metaanalyza  projektov  zaoberajucimi sa  faktormi  Uspesného  fungovania
multidisciplinarnych timov, ktoré sa uskutocnilo pod dohladom anglického Narodného
centra zdravia (National Health Service — NHS, 2018), dospela ku siedmym klic¢ovym
faktorom efektivity:

1. Starostlivost zamerana na klienta alebo rodinu - ddlezitym komponentom pre
uspesnu multidisciplindrnu spolupracu je zahrnutie predstav klientov do planovania
starostlivosti. Nezohladnenie ich priani vedie podla $tddif k prediZeniu starostlivosti (Shaw,
Rosen, Rumbolt, 2011). Klienti by sa mali rovnako lahko orientovat v systéme poskytovanej
starostlivosti, k ¢omu dopomaha funkcia case manazéra (Cameron et al., 2012). Dolezitym
aspektom je aj zapojenie komunit do organizacie procesov multidisciplindarneho timu, kde by
mohli predkladat navrhy a poskytovat spatnu vazbu (Cameron et al., 2012; Suter et al.,
2009). D3 sa predpokladat, Ze klienti budd mat zaujem participovat na ¢asovo efektivnej,
flexibilnej a pohotovej sluzbe. Multidisciplinarny tim by mal brat na zretel oc¢akavania
klientov aj napriek tomu, Ze sa mézu odliSovat od zaujmov institucii ¢i komunalnej politiky
(Cameron et al., 2012).

2. Zapojenie lekara — analyza teoretickych zdrojov o zasadach uspesnej integracie
systémov v starostlivosti o klienta, ktord vypracovali Suter et al., (2009), dospela k zaveru,
Ze je potrebné ucinne zapdjat lekarov na vsetkych uUrovniach systému a zohladnovat ich
kompetencie pri navrhovani, organizacii a implementdcie do integrativnych snah v
starostlivosti o zdravie klientov. To zahfa aj zapojenie vSeobecnych lekarov do prace
multidisciplinarnych timov. Vyskumne sa totiz preukazalo, Zze klicovym faktorom pre
uspech integrovanej starostlivosti o klientov je jej poskytovanie mimo nemocnic¢nych
zariaden.

3. Zdielané ciele a ocakdavania - Uspesna multidisciplindrna spolupraca si vyzaduje
jasné, realistické a dosiahnutelné ciele, ktoré su zrozumitelné a akceptovatelné pre vsetkych
¢lenov timu vratane klientov alebo aj celych rodin ako aj ich blizkych oséb, ktori sa podielaju
na starostlivosti. Niekolko studii zistilo, ze ¢lenovia timu casto nechdpu ich presné ulohy a
zodpovednosti alebo im chyba zdielané zhodnotenie cielov a zamerov multidisciplindarneho
timu (Erens et al.,, 2016; Goodwin et al.,, 2013; Madge & Khair 2000). To viedlo aj k
problémom v nedodrziavani procesov postipenia pripadu inym institiciam, ktoré sa tak
stali neopravnené a zdrzali proces poskytovanej starostlivosti.

4, Zdielana informacna technoldgia a pristup k udajom o klientovi alebo rodine —
realizované vyskumy zistili, ze Uspech multidisciplindarnej spoluprace zavisi od spolahlivych
informacénych systémov zameranych na rychlu komunikdciu medzi sektormi a
organizaciami a v ramci multidisciplindrnych timov, napriklad pouzitim jediného zaznamu o
klientovi ¢i rodine so zhromazdenymi informdciami z multidisciplindrnych stretnuti. Na
ulahcenie komunikacie medzi ¢lenmi timu popripade aj poskytovatelmi starostlivosti musia
byt informdcie pristupné z akéhokolvek miesta pripojenia v systéme poskytovanej
starostlivosti. Kvalitné informacné systémy tiez zvysuju dostato¢nu kapacitu pre ulozenie
ako aj tok informacii. Okrem spravy udajov o klientovi ¢i rodine by mala byt k dispozicii
registracia klientov a koordinacia planovania v celom systéme poskytovanej starostlivosti.
Dalej je ddleZité zabezpedit monitorovanie pokroku pri implementdcii novych spbsobov
prace, ktoré zahrnaju aj vysoké financné naklady.
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To si vyzaduje informacné systémy, ktoré ulahcuju efektivnu spravu udajov a monitorovanie
¢innosti a vysledkov prace multidisciplinarneho timu. Schopnost integrovat informacie
o priebehu poskytovanej starostlivosti a financné naklady na tuto starostlivost sa povazuje
za podstatné pre sledovanie ekonomickej efektivnosti a pre ulahcenie planovania sluzieb.
Elektronické zaznamy o klientovi ¢i rodine podporuju prepajanie ¢lenov timu, hodnotiacich
komisarov a poskytovatelov sluzieb v rdamci kontinua starostlivosti a prepdjanie
poskytovania relevantnych informacii tymto skupindm zainteresovanych stran. Vyvoj
a implementdcia integrovanych elektronickych systémov je ale ¢asovo narocnad, zlozita
a financne nakladna, ¢o predstavuje prekazku v implementacii tohto faktoru do praxe.
Daléimi bariérami st zle navrhnuté elektronické informaéné systémy; nedostatok jasného
finanéného planu; nedostatok zdielanych pravidiel komunikacie cez IKT; nedostatocné
Skolenie a aktivizacia pre poskytovatelov sluzieb k Ucasti na participacii zdielania informacii
cez IKT; nedostatocné technologické zabezpecenia a neefektivhe vedenie vo vztahu ku
vyuzivaniu IKT (Suter et al., 2009).

5. Vyladovanie odbornikov réznych Specializécii, spolupraca a spolo¢né
uskutocnovanie rozhodovania — studie preukazali, ze bariéry vychadzajice z odlisnej
Specializacie odbornikov su jednou z kitcovych vyziev multidisciplindrnej spoluprace.
Vyskumy zdéraznili rozdiely medzi poskytovatelmi zdravotnickych sluzieb a sluzieb
socialnej starostlivosti alebo medzi lekarmi a inymi odbornikmi, ktoré prispievaju ku zlyhaniu
integraénych snéh. Studie tieZ identifikovali tzv. ,,stbor ndzorov na akutnu starostlivost®,
ktory umiestiuje nemocnicu do centra integracného procesu ako kiuc¢ovu bariéru
medziodborovej spoluprace (Hibbard, 2004 in NHS, 2018; University of Birmingham 2010).
Aby fungovala multidisciplinarna spolupraca a kolaborativne snahy, musia byt ¢lenovia timu
schopni dat zaujmy klientov do popredia pred svojimi vlastnymi zaujmami a byt pripraveni
pracovat r6znymi sp6sobmi. Metaanalyza pilotnych programov integrovanej starostlivosti v
Anglicku preukazala, Zze niektoré projekty zlyhali kvoli presadzovaniu profesionality
niektorého z ¢lenov timu alebo kvdli zlyhaniu timovej spolupriace (Robertson, 2011).
Délezitost efektivnej spoluprace zdoraznila aj Sprava Kralovského fondu z roku 2013. Kym
sa uplatnia vyhody novych spbsobov prace, je dlhodoby zavazok ku vzajomnej spolupraci
dolezity pre prekonavanie tejto Uvodnej frustracie (NAO, 2017). Pre multidisciplinarne timy
sU nesmierne dblezité zdieland zodpovednost a rozhodovanie. VSetci ¢lenovia timu
zodpovedaju za pozitivnu zmenu klienta Ci celej rodiny, a preto musia mat prilezitost vyjadrit
svoj nazor na poskytovanie starostlivosti. Do multidisciplinarnej spoluprace tak musia byt
zavedené vhodné mechanizmy riadenia timu a normy prace, ktoré by tento proces
zabezpedili (McKinsey, 2014 in Carter et al. 2014).

6. Implementdcia do komunity a praca na Urovni regionu - spolocna poloha v regidone sa
povazuje za dolezity prvok multidisciplinarnej prace, podpory neformalneho kontaktu,
zvySenia vzajomného porozumenia, rychlejSej a lahsej komunikacie, ucinného riesenia
problémov a efektivneho ucenia aj mimo profesijného zamerania (Ling et al. 2010). Na
zaklade hodnoteni viac ako tridsiatich komunitnych zdsahov urcenych na znizenie
urgentného prijmu v nemocniciach sa zacala presadzovat dolezitost multidisciplinarneho
timu ako Struktury s roznymi komunikacnymi kanalmi, ktoré efektivne prenasaju informacie
cez hranice timu (Bardsley et al. 2013). Metaanalyzy uUspesnych multidisciplinarnych
projektov preukazali, ze spolo¢né umiestnenie sluzieb podporilo medziprofesijnu
spolupracu a vztahy medzi poskytovatelmi. Bolo to hlavne preto, ze spolu s castymi
timovymi  stretnutiami,  pouzivanim  elektronickych  informaénych  systémov
a blizkeho/regiondlmeho umiestnenia sluzieb to zabezpecovalo efektivnhu komunikaciu
medzi r6znymi poskytovatelmi a odbornikmi (Suter et al., 2009).
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7. Zameranie na vysoko rizikové skupiny populdcie — tito poziadavka sa napitia cez
stratifikaciu rizik, aktivneho vyhladavania pripadov a efektivnej identifikacie rizikovej
populdcie. Pre dosiahnutie efektivneho poskytovania sluzby by sa mala aktivita
multidisciplinarneho timu zamerat na zachytdvanie osdb z kategdrie rizikovej populacie.

Narodny akcény tim pre liecbu rakoviny (National Cancer Action Team — NHS, 2010)
vytvoril velmi déslednu a precizne formulovanu kategorizaciu faktorov podielajucich sa na
efektivite multidisciplinarneho timu.

1. Tim

a) clenstvo v time — pre naplnenie obsahu tohto komponentu musia byt v time zastupeni
vsetci odbornici, ktori svojou odbornostou spadaju pod komplexnu rieSend problematiku.
Kazdy tim potrebuje svojho koordinatora, ktory pocas stretnutia timu sedi na mieste, kde
dobre pocut a vidiet. Tim by mal mat zabezpecdenu alternéciu za jednotlivych odbornikov v
pripade ich nepritomnosti a kazdy c¢len timu ma mat splnené pozadované kvalifikacné
predpoklady.

b) dochadzka ¢lenov timu — kazdy z ¢lenov timu ma mat v organizacii svojho pracovného
¢asu zahrnutd cestu na a zo stretnutia multidisciplinarneho timu ako aj ¢as straveny na
stretnuti a pri priprave na toto stretnutie. Potrebny ¢as sa organizuje individudlne vzhladom
na rie$ent problematiku. Clenovia ttmu musia byt na stretnuti pritomni vZdy, ak su ich
podnety potrebné. Vo vynimocnych pripadoch sa tim méze dohodnut, ¢i prijme aj
pritomnost nahradného ¢lena pri absencii kli¢ového ¢lena timu. Kritériom rozhodovania je
zabezpecenie bezrizikovosti navrhnutych odporicani. Obzviast velké usilie sa ma
vynakladat na zabezpecenie tych odbornikov, ktori s klientom ¢i celou rodinou priamo
pracuju. Absencia klicovych ¢lenov timu ma byt manazmentom timu pretavend do ich
hodnotiacej pracovnej spravy. Vedenie evidencie dochadzky aj s ¢asmi dopomaha k vyssej
Ucasti ¢lenov. Kazdy, kto sa aj jednorazovo zucastni timu ako prisediaci, by mal byt ¢lenom
timu predstaveny a zapisany do prezencnej listiny.

c) vedenie timu — kazdy tim ma menovaného vedtceho ¢i predsedu (mé6ze to byt aj jedna
osobal), ktori si zodpovedni za organizaciu, logistiku a vedenie timu.

-predseda: je zodpovedny za organizaciu a priebeh multidisciplinarneho stretnutia.
Mal by mat rozvinuté nasledovné kompetencie — organizacia schédze, aktivne pocuvanie a
komunikacia, manazment medziludskych vztahov, zvladanie réznorodosti osobnostnych
typov a interpersonalnych konfliktov, konstruktivne vedenie dialdgu, facilitacia efektivneho
rozhodovania sa o konsenzoch, organizacia casu. K jeho uloham v multidisciplindarnom time
patri priprava a odsuhlasenie programu s koordindtorom multidisciplinarneho timu,
zabezpecenie uznasaniaschopnosti stretnutia, zabezpecenie prediskutovania vsetkych
ddlezitych bodov a stanovenie priorit, zabezpeclenie aktivnej Uclasti kazdého clena na
diskusii, zabezpecenie zameranej a relevantnej diskusie, zabezpecenie plynulého priebehu
dialégu, podpora centracie dialégu na klienta ¢i celd rodinu v tazkej Zivotnej situdcii,
zabezpecenie dialdgu o plane starostlivosti a jeho Uplnosti pred otvorenim diskusie na novu
tému, zabezpecenie zapisnice i tvorbu zaznamu o klientovi Ci celej rodine, zaistenie jasnych
a kompletnych odporucani, ktoré budu dostupné klientom ¢i celej rodine.
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-veduci — moze byt zaroven aj predsedom multidisciplinarneho timu, no ma sirsie
pravomoci ako veduci, ktoré sa neohranicuju len na stretnutia timu. Veduci je zodpovedny aj
za riadenie timu (jeho cielov, vyznamu, ocakavani ¢lenov timu a pod.), za zabezpecenie
porozumenie uUlohy kazdym c¢lenom timu, za financovanie timu vratane vyhladavania
zdrojov tohto financovania a za zabezpecenie priaznivej socidlnej atmosféry.

d) timova praca a kultura — kazdy ¢len ma formulovanu svoju ulohu a kompetencie, ktoré su
zahrnuté aj v jeho pldne prace. Pre zabezpecenie tohto faktoru je délezité, aby sa tim
dohodol na normach spravania, ktoré budu zohladnovat vzajomny resSpekt a déveru medzi
¢lenmi timu, rovnaky priestor pre vsetkych clenov, riesenie konfliktov medzi ¢lenmi timu;
podporu konstruktivneho dialégu, absenciu osobnych zdujmov a schopnost poziadat
a poskytnut vysvetlenie, ak je nie¢o nejasné. Kazdy clen timu za podiela na zdielani
poznatkov a najlepsich postupov.

e) osobny rozvoj a vzdeldvanie c¢lenov timu — ¢lenovia timu su stotozneni s potrebou
neustdleho sa vzdeldvania a st podporovani pre dopifianie novych vedomosti a zruénostf
pre dosahovanie Uloh, za ktoré st zodpovedni. V organizacii timu sa vytvaraju moznosti pre
zdielanie informdacii a skusenosti. Pre kazdého clena su pristupné kurzy pre rozvoj
kompetencii potrebnych pre ucast v time — schopnosti pre vedenie timu, komunikacné
schopnosti, organizacia ¢asu, sebado6vera a asertivita, pouzivanie IKT vybavenia a softvéru.
V time existuje pozicia ¢lena, ktory zaobstarava pre tim vzdeldvacie kurzy.

2. Materialne a technologické zabezpecenie timu

a) priestor pre stretnutie — multidisciplinarny tim ma k dispozicii miestnost na vhodnom
(tichom) mieste budovy so zvukovou izoldciou pre zabezpedenie dbévernych informacii.
Miestnost je vzhladom na pocet ¢lenov timu dostatocne velkd, kazdy ¢len ma miesto na
sedenie a vsetci ¢lenovia sa mézu navzajom vidiet, pocut a mat pristup ku prezentovanym
materidlom.

b) IKT vybavenie — jej dostupnost a moznost prevadzkovania — pre naplnenie tejto
poziadavky je délezity pristup k zobrazovacim zariadeniam pre menej typické zaznamy
o klientovi (napr. papierové dokumenty), pripojenie do dodlezitych systémov a databaz,
pristup k projekénym zariadeniam k zabezpecleniu nahladu pre zaznamenané ciele
a postupy pre vsetkych clenov timu a pripojenie ku komunikacnych zariadeniam
umoznujucim aj distan¢nu Ucast na stretnuti. VSetky organizacie podielajlce sa na Ucasti na
multidisciplindrnom time maju zabezpecenu rovnaku uUroven IKT vybavenia, ktoré je
spolahlivé a kvalitné a spifia miniméine poziadavky (ako napr. $tandardy prenosu tdajov,
kvalita obrazu, Sirka pasma - rychlost nacitania obrazkov, ¢asové oneskorenie pre diskusie,
kompatibilita medzi organizaciami). IKT vybavenie je priebezne inovované vzhladom na
technologické poziadavky. Multidisciplinarny tim ma k dispozicii IKT podporu pocas
stretnutia, kedze kvalita IKT sa podiela na efektivite uskuto¢novania rozhodovania
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3. Organizacia stretnuti a logistika

a) ¢asovy harmonogram stretnuti timu — multidisciplinarny tim sa stretava pravidelne vo
vopred stanovenych hodinach, ktoré vyhovuju kazdému clenovi timu a nevytvaraju stret
s chodom ani jednej zic¢astnenej organizacie.

b) priprava na stretnutia timu — pre zabezpecenie tohto komponentu je potrebné mat
stanovené procesy, ktoré by zabezpecili otvorenie pripadu klienta ¢i celej rodiny na stretnuti
timu — napr. kazdy klient institlcie resp. len rizikovi klienti. Je potrebné nastavit aj maximalny
Cas, v ktorom sa klient ¢i celd rodina dostanu do starostlivosti timu. Organizacia timu by
mala byt zaroven dostatocne flexibilnd, aby sa mohol naliehavy pripad uprednostnit.
Harmonogram otvarania pripadov ma zohladnovat primeranost c¢asu vzhladom na
zavaznost problematiky a ma sa riadit aj potrebou pritomnosti jednotlivych ¢lenov timu pri
dialégu. Pred stretnutim timu sa zasle struktirovany program popripade aj zoznam klientov.
Tim ma mat urcéené aj minimalne poziadavky pre subor informacii o klientovi ¢i celej rodine,
ktoré budu ¢lenom timu k dispozicii este pred stretnutim (anamnestické udaje, diagnostické
spravy, postoje a ocakavania klienta ci celej rodiny). O tychto minimalnych poziadavkach ma
byt vyrozumeny kazdy clen timu.

c) organizacia priebehu stretnuti timu — pred zahdjenim dialdgu je ozrejmené, preco sa
o klientovi ¢i celej rodine diskutuje a kto inicioval zaradenie tychto klientov. Nasledne sa
odprezentuju vsetky délezité informacie, ktoré su v sulade s minimalnymi poziadavkami na
subor udajov. Ddraz sa kladie na to, Zze tim ma pocut vsetky informdcie, ktoré su relevantné
pre uskutoCnenie efektivnych odporiucani. Pred stretnutim timu by mali byt dolezité
materialy o klientovi ¢i celej rodine skontrolované vzhladom na aktudlnost a relevantnost.
Pocas planovania starostlivosti o klienta ¢i rodinu sa zaznamendavaju odporucania (najlepsie
s moznostou prezentacie pre clenov timu) vratane akychkolvek nejasnosti ¢i nezhdd
v odporucaniach. Pocas stretnutia sa dopliiuje spis o klientovi ¢i rodine o délezité a aktudlne
data pre zamedzenie spomalenia dalSej komunikacie. Pre niektoré timy mdéze byt
napomocné zhromazdovat tieto Udaje esSte pred stretnutim a pocas stretnutia sa len
kontroluju a vyhodnocuju. Mobilné telefony by mali byt pocas stretnutia vypnuté, popripade
telefonujuci odchadza z miestnosti. Pre priebeh stretnutia je dodlezitda facilitacia
a koordindacia.

d) koordindcia sluzieb po stretnuti timu — pre naplnenie obsahu tohto faktoru je podstatné
zavedenie procesov komunikacie s klientmi ¢i celymi rodinami a ostatnymi dodlezitymi
osobami, ktoré sa podielaji na starostlivosti o odporudcaniach timu. Je dodlezité
zaznamenavat potreby klientov tykajlice sa informovanosti, pravidelne ich vyhodnocovat
a napifiat. Podstatné je aj zabezpelenie implementdcie odporicani do praxe a spatné
informovanie timu o naplifiani opatreni. Daléou ddleZitou tlohou je nastavenie odoslania
klientov do inych organizacii, ako je institicia, pod ktord multidisciplinarny tim spada.
Sledovanie vyuzivania sluzieb starostlivosti klientmi dopomdze k evalvacii procesu
a zabezpecovania efektivity poskytovania sluzieb. Po stretnuti timu sa mozu doplnit aj tie
udaje do zaznamu o klientoch, ktoré sa nestihli vyplnit pocas stretnutia.
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4. Proces rozhodovania zamerany na klienta

a) ciel spoluprace timu - tento faktor zahriiuje vnidtorné mechanizmy pre identifikaciu
jednotlivcov ¢i celych rodin, ktorych tazkosti budu vstupovat do diskusie timu. Rovnako su
dolezité kritéria pre odoslanie klientov ¢i celych rodin do prace multidisciplinarneho timu,
ktoré by mali zahfmat informacie o charakteristike oséb a rodin, o ktorych mé6ze tim
diskutovat, o charakteristike ich tazkosti, ktoré sa mozu prerokovavat, o charaktere
informacii, ktoré multidisciplinarny tim potrebuje ku svojej praci a o charaktere stavu, kedy
multidisciplinarny tim odosiela klientov do starostlivosti inych odbornikov ¢i institucii.

b) starostlivost zamerana na klienta- kazdy jednotlivec ¢i rodina su upovedomeni, ze ich
témy sa budu rozoberat v multidisciplinarnom time a ze budud upovedomeni o vysledkoch
a odporucaniach s konkrétnym terminom odovzdania tychto informdacii. Ocakavania
a potreby jednotlivcov ¢i celej rodiny st zahrnuté do diskusie timu a su viazané na pracu
jedného clena timu. V time je menovany aj case manazér pripadu jedinca ¢i celej rodiny
a ¢len timu (moze byt aj v osobe case manazéra), ktory ma za ulohu informovat klientov.
Jednotlivcom ¢i rodindm su informdcie prezentované vzhladom na ich moznosti im
primerane porozumiet, s ohladom na ich potreby a so zretelom na to, aby mohli uskutocnit
vedomé rozhodnutie o procese starostlivosti.

c) proces rozhodovania — pre proces rozhodovania je nevyhnutné, aby sa informacie
o klientoch zhromazdovali na jednom miesta a aby boli dostupné kazdému ¢lenovi. Pocas
stretnutia timu sa vSetky informdcie prezentuju hlavne z toho dovodu, aby ¢lenovia timu
mohli uskutnocnit racionalne a uvedomelé rozhodnutie. Tim zvazuje vSetky moznosti pre
klientov, dokonca aj tie, ktoré nie je mozné poskytnut na regiondlnej urovni. Tim ma
k dispozicii vSetky odborné data, ktoré zahrmuju informacie o vhodnosti navrhovanej
starostlivosti pre klientov timu. Do procesu rozhodovania su zavedené standardné postupy
lieCby ¢&i starostlivosti. Pri vytvarani odporucani sa velmi prihliada na socio-demografické
charakteristiky klientov ako aj komorbidné tazkosti. Vzdy sa pristupuje holistickym,
bio-psycho-socio-spiritudlnym pristupom, kde su zohladnené potreby a priania klientov.
Vysledkom rozhodovacieho procesu su jasné a konkrétne odporucania zalozené na
evidence-based zaklade, zamerané na potreby a priania klientov v sulade so standardnymi
postupmi starostlivosti. Ak doéjde ku zmene odporucaného postupu vzhladom na
Standardné postupy, je potrebné dévody tohto odklonu zaevidovat. Rozhodnutia timu moézu
byt len tak kvalitné, ako su kvalitné udaje o klientoch, ktoré ma tim k dispozicii. Preto je
potrebné zaznamenat aj informdaciu o chybajucich datach. V pripade, ak nie je mozné
navrhnut odporucania z dévodu neuplnosti Udajov alebo ak sa objavia nové a relevantné
informacie a az po stretnuti timu, malo by dojst k opatovnej diskusii o klientoch.
Odporucania odkomunikuje s klientom vzdy konkrétny ¢len timu. Tim pri diskusii o klientoch
zhromazduje aj socio-demografické data o klientoch, aby sa zabezpecdila rovnost pristupu
k poskytovanej starostlivosti.

5. Riadenie timu

a) organizacna podpora — institucia, pod ktord spada multidisciplinarny tim, ¢i aspon jeden
jeho clen, oficidlne podporuje zasadanie timu a model multidisciplinarnej spoluprace ako
nastroj kvalitnej a efektivnej starostlivosti a podporuje jeho primerané financovanie.
Kazdoro¢ne dochddza ku zhodnoteniu prace timu a ku rieSeniu vystavanych otazok
fungovania.
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b) zber dat, analyza a evalvécia vysledkov — multidisciplindrny tim ma k dispozicii nastroj na
zaznamenavanie, zhromazdovanie a uchovavanie informdcii vratane klticovych dat, ktoré sa
podielali na rozhodnutiach timu, a si zaznamenavané pred, pocas alebo tesne po stretnuti
multidisciplindrneho timu. Udaje sa analyzuju a tim ich ziskava naspét pre proces uéenia sa.
Multidisciplinarny tim sa zucastnuje internych aj externych auditov a ponuka navrhy na
zmenu pre efektivitu procesov. Tim dalej pracuje aj na zaklade evalvacie vysledkov prace ale
aj na zaklade spatnej vazby klientov.

c) riadenie starostlivosti — Ucel a obsah cinnosti multidisciplindrneho timu je na internej
drovni institicie jasne definovany a su spisané pokyny pre fungovanie timu, jeho
organizacna struktura vratane kompetencii ¢lenov, noriem spoluprace, riadenia zmien
v praxi a sposobov komunikacie s klientmi. Externi partneri multidisciplinarneho timu mo6zu
ponukat spatnd vazbu, na ktord by mal tim reagovat. Smernice organizacie
multidisciplinarneho timu by sa mali aspon raz ro¢ne prehodnocovat. V time by mali byt
zavedené mechanizmy pre zaznamenanie odklonu od navrhovanych postupov resp. pre
zachytenie neziaducich efektov navrhovanej starostlivosti. Tim ma aj zavedené stratégie pre
eliminovanie diskusii ku klientom, kde nie su dostato¢né informacie a pre poskytnutie sluzby
¢o najvacsiemu poctu moznych klientov. Multidisciplinarny tim pouziva osvedcéené postupy
spoluprace a o problémovych oblastiach kolaboracie diskutuje. Tim by mal byt zaevidovany
v narodnej resp. nadnarodnej sieti multidisciplinarnych timov a zastupca timu sa zucastnuje
na stretnutiach tychto spolocenstiev. Tim by mal mat aj zavedené stratégie pre zachytenie
nezrovnalosti medzi vlastnymi odporidc¢aniami a navrhmi iného timu ako aj pre pravidelnu
evalvaciu zabezpecenia rovnakého pristupu ku starostlivosti pre svojich klientov. Samotny
multidisciplinarny tim alebo jeho zriadovatelska institicia minimalne raz ro¢ne zhodnocuju
efektivitu timu a vykon sa porovnava s ostatnymi timami pésobiacimi v rovnakej oblasti.
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V praxi existuje niekolko modelov fungovania multidisciplinarnych timov, ktoré sa od seba
lisSia Strukturou ¢i hierarchiou. Tie su zavislé od krajiny ¢i rezortu, v ktorych tim posobi, ako
aj od jeho ciela, vyznamu a oblasti rieSenej problematiky. Konkrétne priklady modelov timu
budu predstavené v kapitolach ,,Modely fungovania multidisciplinarneho timu* a ,,Priklady
dobrej multidisciplinarnej praxe“. V tejto kapitole budu zhrnuté vseobecné informacie o
rolach v time vratane ich stanovenych uloh a kompetencii.

Role a kompetencie v timoch su uréené aj hierarchiou v time. Medzi zakladné usporiadania
timu patri vertikdlna a horizontdlna organizacia. Pri vertikdlnom usporiadani timu sa miera
zodpovednosti a moci v rozhodovani medzi ¢lenmi timu lisi. V multidisciplinarnom time tak
moze vystupovat veduci Clen, ktorému tato rola moze vyplyvat z funkcie v time (ako podla
National Cancer Action Team — NHS, 2010), alebo z postavenia v institicii, pod ktord tim
spadd (napr. konzilium, pripadova konferencia na OSPODaSK) (Metodika
multidisciplindarnej spoluprace, 2015). Vedlci pracovnik v time tak nezabezpecuje len
koordinacnu a facilitacnu funkciu, ale aj riadi tim prostrednictvom zladovania cielov,
vyznamu, oCakavani ¢lenov timu, zabezpecuje porozumenie ulohy kazdym ¢lenom timu a
obstarava financovanie timu vratane vyhladavania zdrojov tohto financovania (National
Cancer Action Team — NHS, 2010). Vo vertikalnej organizacii sa méze okrem pozicie veduce
vyskytovat aj niekolko ¢lenov timu (najcastejsie 3-5), ktori su pri rieSeni pripadu klienta i
celej rodiny vzhladom a charakter tazkosti klticovi. Tym preberaju vacsiu pravomoc pri
nastavovani ciela diskusie a odporucani timu, no zaroven preberaju vacsiu zodpovednost
ako ostatni ¢lenovia timu (Morlion et al., 2013). Horizontalna organizacia timu je model
timovej prace, kedy su si clenovia timu rovnocenni a nesnazia sa udrziavat moc.
Horizontalitu udrzuje tiez veduci timu, ale jeho pozicia sa liSi od tej vo vertikalnej Strukture
tym, Zze nenariaduje z dominantnej moci, ale z rovnocennej pozicie vnasa medzi ¢lenov timu
kolaborativne a dialogické principy (Majetny et al., 2019).

Organizacia multidisciplindarneho timu zacina podnetom ¢lena timu, ktory by rad formou
multidisciplinarneho timu prebral tému klientov. M6Ze to byt oSetrujuci lekar resp. iny
pracovnik z pomahajlcich profesii (Casto case manazér) alebo z oblasti Skolstva. Pri
niektorych modeloch multidisciplinarnych timov to méze byt aj ind kompetentna osoba,
ktord zasahuje do ovplyvhovania pozitivnej zmeny v rodine (napr. prokurator, sudca,
prislusnik policajného zboru a pod.), alebo to mo6ze byt aj samotny klient i jeho opatrovatel.
Osoba alebo ¢len timu, ktory prindsa do timu tému klienta i celej rodiny, sa nazyva
zvolavatel (Majetny et al., 2019).

Pripravu a organizaciu timu nasledne preberd koordinator, ktory ziska nevyhnutné
informacie o klientovi ¢i celej rodine vratane telefonickych kontaktov. Postupne ziskava
informacie o tom, ktoré délezité osoby by mali byt na time pritomné a pokusa sa ich cez
vysvetlenie vyznamu multidisciplindrneho timu prizvat ku spolupraci.
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Ulohou koordindtora je aj ndjst vhodné miesto a ¢as stretnutia, ktoré by vyhovovali, pokial je
to mozné, kazdému clenovi timu. Skupina osdb, ktori sa podielaju na starostlivosti
a ovplyvnovani pozitivhej zmeny u klientov ¢&i celych rodin a zaroven su pritomni aj na
stretnuti multidisciplindarneho timu, sa nazyva ,uzsi tim“. Odbornici ¢i iné vyznamné osoby
vstupujlice do procesu zmeny u klientov, no ktoré sa nemohli timu zicéastnit z akychkolvek
dovodov, sa nazyvaju ,Sirsi tim“. Vzhladom na svoje ulohy vyzaduje pozicia koordinatora
vyborne rozvinuté komunikacné a organizacné schopnosti. Jeho ulohou je prekondvat
bariéry pri inicidcii kooperacie (hlavne tie psychologické) a spolupracovat s facilitdtorom
multidisciplindrneho stretnutia, ktory sa dostavi az na stretnutie timu. Koordinator by mal
vediet udrziavat nahlad na uzsi a Sirsi tim, ktoré sa zapadjaju do starostlivosti o jednotlivca Ci
rodinu, ziskavat spatnu vazbu od ucastnikov multidisciplinarneho stretnutia a zdielat ju
s facilitdtorom (Majetny et al., 2019).

Funkcia koordinatora ma teda skér administrativnejsiu povahu, pricom pozicia facilitatora sa
tyka organizacie procesu pocas multidisciplinarneho stretnutia a ma vyrazne relacny
charakter. Facilitdtor pri stretnuti predstavi pripad, zaistuje plynulost a efektivitu
komunikacie, zhodu na cieloch, navrhoch riesenia a tvorbe findlnej verzie planu podpory.
Facilitator tak nie je angazovany v samotnom pripade, ale postva proces a riadi diskusiu
multidisciplinarneho timu k dohodnutému cielu. Facilitdtor vyvazuje v procese stretnutia
rozdielnost Clenov timu a vtahuje ich do spolupriace a dialégu. Okrem sprievodcovskej
funkcie zastava facilitator aj motivaénu funkciu cez zameranie na ciel, ocenenie Ci sledovanie
fyziologickych procesov. Vhodne kladenymi otdzkami povzbudzuje zameranie na ciel
a aktivitu, dokaze viest vyjednavanie medzi roznymi pohladmi na problematiku, predvida
a prekondva Unavu a napatie time, vedie pripadné konflikty do konstruktivneho riesenia
a ma zodpovednost za udrzanie hlavnej témy. Napomocné je, ak facilitator ocenuje snahu,
napady a pokroky clenov timu a timu ako celku, ak kladie déraz na zrozumitelnost aj
odbornych pojmov a ak strazi uplatiovanie etickych principov a hodno6t multidisciplinarity
pocas stretnutia (Majetny et al., 2019; Matouskova & Vrabcova, 2015; Wilkinson, 2011 in
Majetny et al., 2019).

Dominantnym pristupom pri zavadzani multidisciplindrneho pristupu do starostlivosti
o jednotlivcov aj rodiny je case management. Pre implementaciu multidisciplinarity do praxe
je potrebné, aby kazdy klient resp. rodina mali jedného konkrétneho c¢lena timu ako svojho
kli¢ového pracovnika (case manager resp. key worker). Je vSak délezité, aby jedinec ci
rodina vedeli, Ze nie su iba klientom jedného konkrétneho klic¢ového pracovnika, ale
klientom a sucastou celého timu. Case manager je dalsim legitimnym clenom
multidisciplindrneho timu a v praxi pomdha zavadzat odporiucania a rovnako aj ich
koordinuje. Nezastava Ziadnu ini odbornost a jeho cielom je, aby sluzby, ktoré jedinec Ci
rodina vyuziva, boli efektivne a prepojené. Case manager sa stretdva priamo s rodinou,
velakrat aj v jej domdcnosti, nadvazuje s rodinou blizky, osobny, podporny vztah
a v neformalnej atmosfére pomaha starostlivost integrovat v zmysluplny a funkcény celok.
Case manager méze byt pre jedinca ¢i rodinu aj podporou a prostrednikom pre zvysenie
dostupnosti sluzieb (Majetny et al., 2019; Metodika multidisciplinarni spoluprace, 2015).
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DalSie pozicie v time sa tykajui zapojenia ddleZitych odbornikov, ktori sa s klientmi podielaju
na pozitivnej Zivotnej zmene. NajCastejsie to byvaju pracovnici rezortu zdravotnictva (lekari,
zdravotné sestry, fyzioterapeuti, psycholdgovia, ...), socidlnych veci (vychovavatel, kurator,
kolizny opatrovnik, terénny socidlny pracovnik, socidlny pedagdg, ...) Ci skolstva (triedny
ucitel, riaditel Skoly, vychovny poradca). Medzi ¢lenmi multidisciplindrneho timu sa
vyskytuju aj knazi ¢i odbornici v oblasti prava (Kodymova, 2015; Majetny et al., 2019).
Zlozenie multidisciplinarnych timov sa odvija aj od standardov poskytovanej starostlivosti,
kde mbze byt presne uréené, aké profesie a s akym uvazkom sa maju na multidisciplindrnom
time podielat. Napriklad pri hospicovej paliativnej starostlivosti sa odporic¢a mat
v multidisciplinarnom time troch lekarov odlisSnej odbornosti a urovne kvalifikacie
s celkovym uvazkom 2,33, jedného lekdra uUstavnej pohotovostnej sluzby s Uvazkom 0,2,
jedenast sestier na plny Uvazok, z toho tri vrchné/stani¢né sestry, patnast osetrovatelov,
diétnu sestru na uvazok 0,2, psycholdga na uvazok 0,2, jedného socidlneho pracovnika na
piny tvizok a kfiaza na poloviény Uviazok (Standardy paliativni hospicové péée, 2007 in
Dolanova, Adamicova, 2013). Pre kvalifikacné predpoklady ¢lenov multidisciplinarneho
timu pri praci s klientmi so psychickou poruchou sa odporiuca mat v time lekara (najlepsie
s atesticiou psychiatria), zdravotni sestru, socidlneho pracovnika, psycholdga
a ergoterapeuta (Woody et al., 2018).

Niektoré z modelov multidisciplinarnych timov zahrmujui medzi svojich rovnocennych ¢lenov
aj klientov, ¢i celud rodinu. Velakrat sa prizyvaju aj ini doleziti rodinni prislusnici (napr. stary
otec, krstnd mama, ...) alebo blizki ludia z okruhu rodiny, ktori sa mézu podielat na
starostlivosti alebo aj na ovplyviiovani ¢i podpore pozitivhej zmeny u klientov (napr. tréner,
veduci pracovnik v praci, ..). Vyhodou tychto modelov je, Ze klienti mézu vstupovat do
formulovani cielov a odporucani pre starostlivost, ktoré by zohladnovali ich potreby, tuzby
a motivy. Rovnocenna pozicia v time ich nasledne viac aktivizuje v dodrziavani navrhnutych
metdd starostlivosti a podporuje ich autoregulacia (Majetny et al., 2019).
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Samotna inicidcia multidisciplindrneho stretnutia v podobe pldanovania a organizacie
schodzky timu je rovnako délezita ako priebeh stretnutia Ci proces po ukonceni zasadnutia.
Vsetky tri ¢asové diely procesu tvoria sucast jedného celku, ktory by bez adekvatne
prevedenej kazdej z Casti, nedokazal prindsat do praxe tvorivost, inovativnost, efektivitu
a podporu humanistickych principov.

V praxi sa multidisciplindrne timy stretavaju bud pravidelne, alebo ich sch6dze zavisia od
prichodu klientov s konkrétnymi potrebami ¢i charakteristikami. Rovnako mézu timy patrit
pod jednu institdciu, pod ktorou pracuju vsetci ¢lenovia timu, alebo ¢lenovia timu mo6zu
prichadzat z rozdielnych institicii ¢i rezortov, dokonca z rozdielnych regiénov. Niektory
z ¢lenov timu mo6ze mat Ucast na stretnuti zahrnutd v plane prace, ini ¢lenovia mat nemusia.
Je dolezité vsetky tieto aspekty zosuladit a zahrnut pri planovani stretnutia, ¢o velakrat byva
ale komplikovand uloha. Z toho dévodu ma kazdy multidisciplindarny tim svojho
koordinatora.

Ako bolo v predchadzajlcej kapitole zmienené, planovanie stretnutia multidisciplinarneho
timu zacina podnetom clena timu, ktory by rad formou multidisciplinarneho timu prebral
tému klientov. Pripravu a organizaciu timu nasledne preberda koordinator, ktory od
zaddvatela ziska nevyhnutné informdcie o klientovi ¢i celej rodine vratane telefonickych
kontaktov a zhodnoti, ¢i dany klient i celd rodina svojou charakteristikou a potrebami
spadaju pod oblast zamerania daného multidisciplindrneho timu. Nasledne koordinator
kontaktuje dolezitych odbornikov, alebo aj ¢lenov rodiny, ktorych cez telefonat alebo aj
osobné stretnutie motivuje k Ucasti na stretnuti. Rovnako sa dopytuje na dalSie ddlezité
osoby z radov odbornikov aj rodinnych prislusnikov ¢i inych blizkych os6b klientov. Podla
miesta bydliska alebo vykonu profesie nasledne koordinator hlada vhodné miesto. Rovnako
sa snazi od ¢lenov timu prezistit ¢o najviac moznosti vhodnych terminov. Miesto stretnutia
timu musi spifiat materidlne a priestorové podmienky a rovnako musi byt pre kazdého ¢lena
vyhovujuce. M6ze sa udiat, Ze negativne skusenosti klienta s urcitou institdciou a tym aj s jej
budovou ako sidlom, m6zu vytvorit bariéru pre buducu spolupracu. Preto je prospesné, ak
sa koordinator pyta clenov timu aj na ndpady pre priestorové moznosti stretnutia. Inu
variantu organizacie tvori tim, ktory sa stretdava pravidelne v ramci jednej institicie, kde
organizacia timu prebieha jednoduchsie z dovodu zabehnutého ¢asového harmonogramu
zosuladeného s individudlnymi planmi prace a zabezpecenej miestnosti (Majetny et al.,
2019, National Cancer Action Team — NHS, 2010).

Niektoré multidisciplinarne timy riesia pocas jedného stretnutia len tému jedného klienta i
rodiny, niektoré sa zaoberaju viacerymi. Preto je dblezité, aby c¢asovy harmonogram
stretnutia zohladnoval nielen naroky psychohygieny kazdého ¢lena timu, ale aj zavaznost,
komplexnost ¢i urgentnost pripadu. Postupnost radenia klientov by mala odrazat aj
nevyhnutnd pritomnost konkrétnych odbornikov, aby napriklad niektory clen z timu
nemusel byt pri diskusii k pripadu, ktory nie je v jeho starostlivosti. Kazdy clen timu pred
stretnutim dostane sStruktirovany program vratane casového harmonogramu, ako aj
materialy zhromazdené koordinatorom o klientoch a poziadavky pre pripravu na stretnutie
timu (National Cancer Action Team — NHS, 2010).
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Procesy fungovania multidisciplinarneho timu

Jednotlivé komponenty procesov, ktoré prebiehaju v multidisciplindarnom time pocas
stretnutia, boli uz spomenuté v kapitole o podmienkach fungovania a o faktoroch efektivity
multidisciplinarnych timov. Na tomto mieste budu priblizené vybrané sp6soby riadenia
procesov v time, ktoré udrzuju principy multidisciplinarity (kolaboracia, rovnocennost,
zdielanie, spolocny ciel, ...) v praci timu.

Mnoho pristupov vyzdvihuje ako prioritu pri vedeni multidisciplinarnych timov budovanie
vzadjomnych vztahov medzi ¢lenmi timu (napr. Jacobs, 2010; Majetny et al., 2019;
Schoenmakers, 2014). Tento pristup je aplikovatelny do praxe cez ocenenie, budovanie
aliancie a spolo¢nych cielov a uplatiiovanie kolaborativnych a dialogickych principov.
Najvacsou vyzvou pri uplatiiovani tohto pristupu je zmena v nastaveni myslenia ¢loveka cez
jeho postoj a ocakdvania. Existuju dva zadkladné mddy tohto nastavenia — zameranie na
rieSenie problému a zameranie na ocenenie. Princip prace zameranej na riesenie problému
iniciuje pracu timu pri vzniku problému, kde sa nasledne identifikuje spustac¢ problému,
analyzuju sa pri¢iny vzniku tohto spustadu, ndsledne sa vytvaraju rieSenia, ktoré
prechadzaju do akéného planu a ten nasledne do akcie v praxi napriklad v podobe
poskytovania starostlivosti rodine v tazkej Zivotnej situdcii. Princip prace zameranej na
rieSenie problému vsak méze udrzovat nastavenie myslenia ¢lenov v timu v mdéde ,¢lovek
ma problém, rodina ma problém, tim ma problém®. Pristup zamerany na rieSenie vsak
v praxi velakrat prindsa efktivny a rychly sp6sob postpu prace pre tim. Ben Furman a Tapani
Ahola (2017) identifikovali klti¢ové oblasti spoluprace a navrhli model dvojitej hviezdy tzv.
Twin Star. Tento model pontka teoreticky rdmec pre rozvijanie timovej spoluprace zalozeny
na pristupe zameranom na riesenie a na poznatkoch socialnej psycholdgie. Jedna hviezda sa
zameriava na oblasti, ktoré je uzito¢né rozvijat a druha hviezda zahfa oblasti, ktoré mozu
v oblasti spoluprace sposobovat tazkosti a je potrebné vediet ich efektivne zvladat. Vsetky
tieto faktory su dolezité pre psychicku pohodu a spokojnost v time. ,Najdolezitejsie faktory,
ktoré prindsaju pozitivne prezivanie pocitov spolupatricnosti, su: ocerfovanie, zazitok
uspechu, starostlivost o druhych, zabava a humor. Hlavnymi problémovymi bodmi, ktoré
spokojnost timu ohrozuju, su: diskusia nad problémami, davanie a prijimanie kritiky, zazitok
zranenia a r6zne neuspechy a prekazky.” (Furman, Ahola, 2017, s. 18).

Pristup zamerany na ocenenie (Schoenmakers, 2014) sa zac¢ina ocefovanim
a porozumenim toho najlepsieho a najfunkénejsieho z prace timu &i zo zivota jedinca ¢i celej
rodiny. Nasledne sa da priestor viziam, ktoré zahriuju to, co méze v buduicnosti byt, k comu
by sa dalo smerovat a nasledne prebieha dialég o tom, ¢o sa dé z toho realizovat a akym
sposobom. Vysledkom je inovacia s formulovanym postupom jej dosiahnutia. Pristup
zamerany na ocenenie udrzuje v ¢lenoch timu nastavenie ,,Clovek ma zdroje a ma riesenia,
rodina ma zdroje a ma rieSenia a tim ma zdroje a ma rieSenia*“.
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Tento pristup tak v praxi zahruje filozofiu poznania, metodiku riadenia zmien, sposob
vedenia timu, techniku ludského rozvoja, odhalovanie a spoznavanie mechanizmov, ktoré
podporuju potencial ¢loveka a metddu rozvoja celych organizacii, ktora zahima predpoklad,
ze zameranie sa v dialégu na silné stranky, Uspechy, hodnoty, nadeje a sny je samo o sebe
transformacné. Zavadzanie tohto pristupu do praxe ma niekolko pravidiel:

a) v kazdej socidlnej vymene (interakcii, vztahu, situdcii) funguje aspon nieco,

b) to, na ¢o sa zameriavame, sa stava nasou realitou,

c) realita je vytvorend danym momentom a tychto realit je nespocetné
mnozstvo,

d) jazyk, ktory pouzivame, vytvara nasu realitu,

e) sposob kladenia otazok ovplyvnuje vysledok,

f) ludia viac doveruju budicnosti (neznamej), ked prendsaju Casti z pritomnosti
(znamej),

g) ak prepajame minulost s budicnostou, mali by sme to robit s tymi najlepsimi

¢astami minulosti,

h) je dolezité ocenovat rozdiely.

Fungovanie pristupu zameraného na ocenenie je v praxi postavené na niekolkych

principoch:

1. Konstruktivisticky pristup — ktory chape akékolvek organizacie ¢i skupiny ako ludské
konstrukty. Viera v to, o je efektivne, tak ovplyviuje spravanie a postoj ludi k zmenam.
Realita je subjektivna a spolocensky utvarana prostrednictvom jazyka, aky pouzivame, a cez
dialégy, aké vedieme. Spdsob, akym pozndvame, tak ovplyvriuje nasu budtcnost.

2. Princip simultannosti — ktory hovori o tom, Zze zmena zac¢ina v momente, ked sa
polozi otazka. Samotny zaciatok pytania sa pripravi predpoklad pre to, ¢o sa objavi ¢i odhali.

Z odpovedi na otazky sa tak koncipuje, diskutuje a na zaver konstruuje buducnost.

3. Princip pisania pribehu - sa viaze na symboliku ludi ako otvorenych knih
a organizacie institucii ¢i skupin ako spoluautorstvo tychto knih. Minulost, pritomnost

a buducnost organizacii sa tak stava nekone¢nym zdrojom ucenia, inSpiracie a interpretacie.

4, Princip anticipacie — sa zameriava na to, Ze spravanie v pritomnosti je ovplyviiované
predstavou buducnosti. Cim pozitivnejsi a nadejnejsi je obraz buduicnosti, tym pozitivnejsi je
sucasny stav. Kolektivha predstavivost o priaznivej budicnosti sa tak pre skupinu ci

organizaciu stava zdrojom konstruovania zmien a zlepseni.
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5. Princip pozitivizmu — za zaklada na tom, ze kazda Uspesna zmena vyzaduje vysoku
Uroven prezivania pozitivnych emdcii. Prezivanie tychto emdcii totiz zlepsuje kognitivne
schopnosti ¢loveka, ktoré sa prejavia v lepsom strategickom mysleni, rychlejSej pohotovosti
pri prijimani informacii, zvysenej tvorivosti, rychlejSom rozhodovani a prekonavani
neuspechov a prospieva aj celkovému zdraviu.

Tieto principy sa pri budovani partnerstva v skupinach ¢i organizaciach aplikuju tak, Ze sa
institucie (skupiny) uberaji tym smerom, na ¢o sa zameriavaju a to by malo byt na
najpozitivnejsi potencidl organizacie - jej pozitivne jadro, ktorou je podstata samotnej
organizacie a to kolektivha mudrost ¢lenov organizacie o hmotnych a nehmotnych silnych
strankach, schopnostiach, zdrojoch, potencidloch a aktivach instittcie. V organizacii by tak
mal prebiehat neustdly cyklus objavovania a zameriavania sa na to najlepsie
a najefektivnejsie, predstavovania pozitivhej buducnosti, dizajnovania z tejto vizie
uskutocnitelnych moznosti, nasledne konstruovania Zelanej buduicnosti a opat objavovania
a zameriavania sa na to najlepsie a najefektivnejsie pri vzniknutej zmene. Tento cyklus sa
nazyva 4D cyklus (Discovery — Dream — Design - Destiny) (Schoenmakers, 2014).

Nastavenie myslenia, o¢akavani a postojov, ktoré prechadza aj do Stylu pouzivaného
jazyka v time, vzorcov spravania ¢lenov timu a nasledne aj do vyslednej efektivity prace
multidisciplinarneho timu, zachytava tedria kmenového vodcovstva (Logan et al., 2014 in
Majetny et al., 2019). Tato tedria nardba s piatimi zakladnymi nastaveniami mysle clena
timu, ale aj timu ako celku:

1. stupeti — . Zivot nestoji za ni¢* — toto nastavenie v sebe zahriiuje neddveru vodi svetu
a pocit nespravodlivosti a krivdy. Tento spdsob uvazovania sa netyka len jednotlivcov, ale aj
celych skupin, ktoré byvaju vac¢sinou maladaptivne, pretoze ¢astymi vzorcami spravania su
disocidlne prejavy v podobe kradezi, vyhrazania a pod. (napr. gangy). Podla vyskumnych
Studii autorov sU na tomto stupni nastavenia mysle v USA 2% pracujlicej populdcie.
V multidisciplindarnom time pri pomahajtcich profesiach je velmi nepravdepodobné stretnit
¢lena z radov odbornikov s tymto nastavenim. Castejsie sa véak stéva, Ze toto nastavenie do
prace multidisciplindrneho timu prindsaju klienti, alebo ich blizke osoby. Tedria kmenového
vodcovstva ponuka moznosti vytvarania spoluprace hlavne pre role koordinatora
a facilitatora, kedy je pravidlom ponuknut Sancu pre sluzbu multidisciplindarneho timu
kazdému cloveku a nasledne pokracovat s tymi, kori prejavia zaujem. Napomocné byva aj
cez individudlny dialég posunut ¢loveka do druhého stupna - ,méj zivot za ni¢ nestoji“,
informovat o Uspechoch ludi, ktori boli v podobnej situdcii, alebo sprostredkovat kontakt na
Cloveka, ktory zazil sluzbu poskytovanu multidisciplinarnym timom a hodnoti ju kladne.

2. stupen - ,M0j Zivot sa ni¢ nestoji“ — na druhom stupni je posun v mysleni ¢loveka
v tom, Ze svoj zivot povazuje stale za ,zly“, ale véima si ,dobrych” Zivotov u inych ludi. Podla
autorov tedrie kmenového vodcovstva je v tejto urovni v USA 25% organizacii. Tento méd
nastavenia mavaju najcastejsie v multidisciplindrnom time klienti, ktori sa na stretnutie
nechcu dostavit z dévodu nedovery v pozitivnu zmenu, alebo na stretnuti pésobia pasivne,
apaticky ¢i odmietavo. Pri tomto nastaveni byva velmi ndpomocné ocenovanie, budovanie
a podpora v rozvoji dyadickych vztahov, motivacia k uskutocnitelnym cinnostiam, kde
clovek moéze zazit ocenenie.
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3. stupen —,,.Som skvely (na rozdiel od Teba)“ - je charakterizovany tym, Ze ludia sa citia
ako vynikajuci odbornici vo svojej oblasti, usiluju sa o uUspech, ale len individualny. Toto
nastavenie vedie vacsinou ku samostatnej praci, pretoze ¢lovek nema zaujem participovat
s inymi na svojom cieli, lebo im nedb6veruje, alebo sa obdva, ze sa tym stali lepsimi ako on.
Vysledkom takéhoto pristupu méze byt rivalita medzi odbornikmi a pocit vycerpania. Podla
vyskumov je na tretom stupni 48% americkych institdcii. Pri inicidcii multidisciplinarnej
spoluprace je mozné sa s tymto nastavenim velmi ¢asto stretnit. Zdielanie informacii moze
byt pre ¢lenov timu s tymto postojom ohrozujlce, popripade pocas stretnutia mézu velmi
intenzivne presadzovat svoj nazor a odmietat postoj inych ¢lenov v time. To moze vyustit do
stupnovania sutazivosti a tym navysovania tenzie v time (hlavne u ¢lenov nachadzajucich sa
tiez v stupni 3), alebo inhibovat aktivitu a vzbudzovat strach a neistotu (posuvat ¢lenov timu
na stupen 2). V praxi pomaha aj opakovane vyzdvihovat vyhody multidisciplinarneho
pristupu, pomenovavat kvality kazdého clena timu a informovat o uUspechoch inych
odbornikov, ktori pracuju multidisciplinarne.

4, stupen — ,my sme Uzasni... (na rozdiel od Vas)“ — toto nastavenie je plne postacujice
pre multidisciplinarnu spolupracu, kedze v sebe zahrmuje timovost, porozumenie vyznamu
zdielanej mudrosti, vzajomnej spoluprace a vztahov postavenych na reSpekte a dovere.
V tomto nastaveni byva 22% organizacii v USA. Ulohou facilitétora je udrzovat toto
nastavenie v timu, popripade timu do tejto trovne doprevddzat. Stvrty stuperi nesie
nevyhodu v tom, Ze timovost v ramci jednej skupiny vytvara rivalitu voci druhej. To sa moze
prejavit pri multidisciplinarnej spolupraci druhej a tretej Urovne- medzi timami z réznych
organizacii alebo rezortov (Metodika multidisciplinarnej spoluprace, 2015). Napomocné by
bolo zameriavat sa na wvyhody spoluprdce aj medzi timami, ocenovat kvality
multidisciplinarnych timov z inych organizacii a vytvarat spésoby pre vzajomnu spolupracu.

5. stupen — ,,Zivot je skvely” — posledna piata Uroven je charakterizovana spolupracou
a synergiou medzi timami a organizaciami naprie¢ rezortmi. Pri nastaveni na vSeobecné
blaho a globalne ciele sa vytraca rivalita a konkurencia. Autori tejto tedrie opisuju dve
situacie, kedy sa organizacie mozu v tomto stupni nachadzat - pri prelomovych projektoch
alebo pri organizaciach vo velmi silnej pozicii, kedy sa stava pritomnost inych firiem
nepodstatnou. Pri spolupraci medzi multidisciplinarnymi timami tak pomé6ze formulovanie
spolo¢ného ciela na drovni zdravia populdcie a pomenovavat napifianie individudlnych
potrieb organizacie cez spolupracu s ostatnymi institdciami.

V modely fungovania multidisciplinarneho timu ,,Stretnutie okolo dietata“ sa vyuziva princip
riadenia komunikacie ,Mudry rast* (SAMRT GROW) (Siderek, 2019 in Majetny et al., 2019).
Uvodnou fazou dialégu je hladanie spolo¢ného ciela (GOAL), ktory by spifial charakteristiky
SMART - konkrétny (specific), meratelny (measurable), dosiahnutelny (attainable),
zodpovedajuci ulohe (sulad s ucelom fungovania multidisciplinarneho timu; relevant)
a Casovo ohraniceny, Cize sledovatelny (trackable). Jednoznacné nastavenie ciela na zaklade
horizontalnych priorit, ktory bude dolezity pre vsetkych ¢lenov timu vratane klienta Ci celej
rodiny, nasmeruje celd komunikaciu stretnutia a tym aj efektivitu vyslednych odporucani. Po
formuldcii ciela nasleduje priestor pre zdielanie pohladov na realitu kazdého ¢lena timu
(REALITY), kedy kazdy odbornik ako aj klient ¢i celd rodina opise vlastné ponimanie
skutocnosti, ¢im sa rozsiri kontext pribehu.
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Nasledne sa pracuje s hladanim moznosti (OPTIONS), ktoré by smerovali k naplneniu ciela.
Poslednym krokom tohto postupu je formuldcia konkrétnych krokov v podobe priorit
¢innosti, ktoré vytvoria akény plan. Ten ulahdi implementaciu odporiucani do praxe, ich
lepSiu koordindciu, efektivne vyuzivanie sluzieb a mozné priebezné zhodnocovanie
vysledkov. Peter Limbrick, autor modelu ,,Team around the child (in Majetny et al., 2019),
zhrnul obsah akcéného planu do niekolkych bodov:

a) formuldcia ziaducich vysledkov,

b) ozrejmenie, Ci ide o cely proces zmeny, alebo len o prvu fazu,

c) formulacia krokov a zodpovednej osoby (vratane klientov),

d) ozrejmenie, Ci Clenovia multidisciplinarneho timu mo6zu pracovat aj

samostatne, alebo len pod instittciou,

e) formulacia podmienok a bariér naplriovania krokov,

f) operacionalizacia ziadaného stavu podla meratelnych premennych,
g) dohoda o pripadnom dalsom multidisciplindrnom stretnuti,

h) osoby, ktoré budu mat k akénému planu pristup.

DalSie rozdelenie pristupov vedenia multidisciplindrnych timov rozliduje principy zamerané
na koordinaciu postupov a principy zamerané na koordinaciu spoluprace (Krnacova et al.,
2020). Pravidla rozvijajuce koordindciu postupov sa zameriavaju hlavne na dosahovanie
ciela a patria sem:

a) zameranie na klienta — koordinacia odbornych postupov sa iniciuje identifikaciou
klicovych odbornikov a inych oséb, ktori sa mézu podielat na pozitivnej zmene klienta ¢i
celej rodiny. Tieto osoby sa navzdjom poznaju, respektuju sa, akceptuju odbornost
a vyznam pritomnosti v time. Proces zohladnuje potreby, priania, perspektivy klientov, aj
napriek tomu, ze sa mozu lisit od tych odbornych. Odhalovanim individudlnych potrieb
a zdialanim kazdého ¢lena sa otvara dialég veduci k formulacii spolo¢ného ciela, ktory
smeruje k pozitivhej zmene klientov.

b) komplexny pristup — Specializicia kazdého odbornika prindsa do dialégu hlboky
vhlad do porozumenia Specifickej oblasti. Ak sa tieto pohlady spoja, vytvori sa komplexny
pristup reflektujici zameranie na ¢loveka, holisticky a humanisticky pristup.

c) rastovy model — ktory stoji na opacnej strane dimenzie ku deficitnému modelu.
Rastovy model sa zameriava na zdroje klientov a na pozitivhe moznosti.

d) zodpovednost - spolo¢na formuldcia ciela, zdielanie ndpadov a poznatkov
a vytvaranie spolo¢ného planu rozptyluje zodpovednost za zmenu rovnomerne medzi
vSetkych ucéastnikov timu vratane klientov.

Pravidla rozvijajuce koordinaciu spolupriace sa tykaju v prvom rade podpory vzniku

a prehlbovania rovnocennych kooperujtcich vztahov v multidisciplinarnom time a na ich
riadenie. Medzi tieto pravidla patria:
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a) organizovanost — sa dotyka metodickych postupov prace a naplnanim standardov na
Urovni procesu, obsahu, vykonu a materialno-technického zabezpecenia,

b) hodnotova zhoda - sa podiela na vyzname multidisciplinarneho timu, ¢im podporuje
spolupracu,

c) psychologické bezpecie — prezivanie resSpektu a dévery prehlbuje kooperaciu ¢lenov
timu,
d) spolupraca — a jej akceptacia aj cez upustenie od individualizovanych pristupov pri

nahlade na klienta,

e) rovnovaha profesiondlnych roli — ktora sa spdja s principom horizontality (Majetny et
al., 2019) a vedie k ocenovaniu odbornosti kazdého clena timu,

f) starostlivost — do ktorej spada nielen podpora pozitivnych kooperujtcich vztahov, ale
aj podpora rozvojovych aktivit pre ¢lenov timu.

g) otvorena komunikacia — Uprimna, zrozumitelna, zdielna a respektujica komunikacia
prehlbuje spolupracu. Suvisi aj s komunikacnymi vyzvami ako konstruktivna spatna vazba,
priznanie limitov svojej odbornosti a svojich kompetencii, ...

h) spolocenska zodpovednost — postupy prace multidisciplindarneho timu by mali v
sulade s aktualnym vedeckym poznanim,

i) reflexia a supervizia — pri neistote alebo nadmernej tenzii v procese prace timu je
vhodné zvolit proces intravizie (reflexie timu zvnutra) alebo supervizie (reflexie timu
zvonku). Obe dokazu poskytnut vhlad do procesov a vztahov v time, ¢im sa aj neldspech v
time ¢i konfliktna situacia mo6zu stat prostriedkom pre nadobudanie nového poznatku,

j) evalvdcia — pre udrziavanie efektivity timu je délezité pravidelne prehodnocovat

dosahovanie cielov v spolupraci nielen s odbornikmi, ale aj s klientmi vo vztahu k ich
pozitivhej zmene.
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Modely fungovania multidisciplinarneho timu

Hodnoty, vztahy, systémy a produkty sa dnes rychlo stavaju zastaranymi a jednorazovymi,
znalosti a technoldgie sa stali Specializovanymi a komplexnejsimi, ¢o si od jednotlivcov
vyzaduje, aby boli prispésobivejsi, flexibilnejsi, kreativnejsi, inovativnejSi a neustdle
a permanentne prichadzali s rychlymi rieSeniami. Tieto charakteristiky tzv. postmodernej
spolo¢nosti sposobili rekonstrukciu spolocenského Zivota, systémov a Struktir fungovania
organizacii.

V pomahajucich profesidch sa hovori aj o sieti ,organizacii, ktoré sa ucia®, su adaptabilné
a flexibilné na nové spdsoby myslenia a interakcie, vyzaduju ,autonémnych ludi“, ktori sa
zaoberaju komplexnymi informaciami, obhajuju svoje vlastné myslenie a su schopni mysliet
spolo¢ne, spochybrovat a zlepSovat systémové predpoklady. Vnimame ich ako
»organizacie, kde ludia neustdle rozsiruju svoju schopnost vytvarat vysledky, po ktorych
skutocne tuzia, kde su stimulované nové a prijimajtice vzorce myslenia a ludia sa tu neustale
ucia, ako sa spolocne ucit” (Senge, 2006, s. 37, Gorz, 2004; Harvey, 2007; Toffler, 1994 in
Lucchi, Bianco, Lourencao, 2011).

Pre multidisciplinarnu prax boli do tejto kapitoly vybrané iba ohrani¢ené charakteristiky
modelov a pristupov, ktoré umoznuju najst logicki schému budovania a riadenia timovej
zmeny. Ide o tradi¢né i inovativne metddy participacie na dosiahnutie efektivnej timovej
spoluprace. Vybrané priklady mézu inspirovat k vyskladaniu vlastnej Struktiry (mixu
modelov manazmentu zmeny), podla vlastnych potrieb, i atribdtov kvality. Je vhodné, aby
Struktidra/mix zohladnovala:

1. Efektivne zapojenie siete rodin do podpornych procesov zmeny. Siete by mali byt
navrhnuté tak, aby podporovali dobré napady, posiliovali kompetencie aktérov, véasnost
a jedinecnost intervencii, v ktorych vznikaju (Cross et al., 2010). Ak su siete vyskladané na
spolupraci v multidisciplinarnych timoch, zvac¢sa funguju s pomocou mentorov, aby mohli ¢o
najlepsie mobilizovat svoje vedomosti v ramci spolo¢ného ucenia sa. Podla viacerych studii
mentoring ¢asto stimuluje pozornost, autonédmiu timu a podporuje integraciu v inkluzivhom
prostredi klienta (Nonaka, Takeuchi, 1997; Crossan, Lane and White, 1999; Choo, 2000,
2001; Garvin, 2002; Schwartz, 2003; Zietsma, Winn, Branzei a Vertinsky, 2002; Senge,
2006; Castaneda, Rios, 2007; Pérez-Acosta, 2005 in Lucchi, Bianco, Lourencao, 2011).

2. Kvalifikovanost v oblasti vytvarania, ziskavania, interpretécie, prenosu a uchovavania
vedomosti. Zdmerna modifikacia svojho spravania tak, aby odrazalo nové poznatky aktérov
zmeny, jasnu predstavu o svojich cieloch, vyhladdvanie informdcii a ich rozmanitd analyzu.
Ide tu o citlivé vnimanie odlisSnych nazorov, kde sa stava Sirenie spolocnych myslienok
sucastou organizacnej pamate, ku ktorej by mali mat pristup vsetci jednotlivci, aby sa
nepretrzite zabezpecovalo ich uchovanie v priebehu ¢asu.
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3. Prepdjanie ,tichych® (individudinych) a explicitnych (skupinovych) organizacnych
prvkov ako su: individudlna/osobnd oblast, mentdlne modely porozumenia spoloc¢ne
tvorenej reality, interaktivna a participativna tvorba vizie, schopnost ucit sa spolocne,
spojenie disciplin, skisenosti - je systémové a nelinedrne myslenie. Interakcia medzi
tichymi a explicitnymi prvkami tvori timové ucenie cez procesy: socializacie, externalizacie,
kombindcie a internalizacie (Nonaka & Takeuchi, 1997 in Lucchi, Bianco, Lourencao, 2011).

Vybrany mix prikladov zrkadli skisenosti z multidisciplinarnej praxe, kde bolo potrebou
jednak 1. prepdjat individudlne a skupinové prvky v organizacii (predstavuje ,,Model 7S)
a 2. efektivne zapoijit siete rodin do podpornych procesov zmeny (zastupeny ,Procesom
tvorby sieti neformalnej spoluprace”). Kazdy z nich prindsa iny typ budovania a vedenia

timu. Kym ,Model 7S“ je vhodny pre viac institucionalizovanu formu etablovania timov, R
proces tvorby sieti neformdlnej spoluprdce ladi s intuitivnymi procesmi uciacej sa / /
multidisciplinarnej siete. Nl

Taktiez, kedze su témy ,hodnoty“ a ,spolupriaca“ povazované za klucové pri budovani
a fungovani multidisciplinarnych timov, prindsame aj dva modely, ktoré sa na ne
zameriavaju a mézu byt pre multidisciplinarne timy uzito¢né: Model hodnotovo zalozenej
praxe a model Dvojitej hviezdy pre utvaranie atmosféry spoluprace. Témy hodnot
a spoluprace su zakladnym stavebnym kamenom efekivnej podpory nasich klientov a ich
rodin a pokial nie su v time oSetrené, tazko sa nam bude nadvazovat hodnotovo a eticky
zalozenu spolupracu zameranu na klientov.

Okrem tychto spominanych modelov a pristupov, ktoré mézu sluzit ako inSpiracia pre
budovanie a rozvoj multidisciplinarnych timov, je mozné pre ich rozvoj vyuzit dalsie pristupy
a metddy ako napr. “akéné uéenie timov”, “akény vyskum/ vyskum v akcii”, ako aj “ocenujtce
sa pytanie” (Al — appreciative inquiry). Urcite vsak jestvuju i dalsie inSpirativne pristupy,

o ktorych by sa dalo napisat niekolko dalSich stran.
Procesny model 7S
Model bol vyvinuty na konci sedemdesiatych rokov (Williams, 2017). Autori identifikovali

sedem vnutornych prvkov, ktoré je potrebné v time zosuladit, aby bola koordinacia
transformacnych zmien Uspesna.

Stratégia: prijaty pldn timu na vybudovanie a udrZanie ,reality systému
rozhrania“ v pohybe.
tvrdé zloZenie timu ($truktira $pecializcii, roli a pozicii, vritane ich
horizontdlnych, éi vertikdlnych vztahov).

pov é&lenov timu, ktoré realizuji a mézu realzovat v ,realite
systému rozhrania“.

T Zdielané hodnoty. z3kladné hodnoty timu, ktoré odraZaji multidisciplindrnu

etiku uplatiovani v ,realite systému rozhrania“. SU umiest -
nené v strede modelu ako kltiéové pre rozvoj a prepojenie
véetkych ostatnych prvkov modelu.

hodnoty

prijaty $tyl vedenia timu (dialogicky, konstruktivisticky a
iné).

Stratégia organizovanie, koordinécia kaZzdodennych dinnosti a postu-
mikké

élenovia a ich pradvomoci v systémoch, z ktorych pochddza-
julpbsobia.
skutoéné schopnosti, kompetencie a silné stranky élenov timu

(https://www.mindtools.com/pages/article/meet-your-new-team.htm).

Obrazok 1 .: Schéma procesného modelu 7S
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Definovanie zdielanych hodnot v starostlivosti zameranej na klienta pomaha mnohym
organizaciam zacielit timovu podporu pomahajucich profesiondlov. Aby multidisciplinarny
tim dobre fungoval, tychto sedem prvkov je potrebné navzijom a neustdle vyvazovat,
posilnovat. Je dobré si ich v timoch spolo¢ne zvedomit a dlhodobo sledovat ich zosuladenie
s organizaciou, kde posobia. Vyuzitie modelu je vhodné vo viac formalizovanych kontextoch
ako napriklad v prepajani spolupracujucich organizacii z odliSnych systémov podpory, kde
timy vznikaju za Specifickych okolnosti, potrieb a pribehu klienta. Tiez v Sirokej skale situdcif,
kde je uzito¢na perspektiva zosuladenia, ¢i dokonca ako diagnosticky ndstroj dostatoc¢ného
zapojenia zainteresovanych stran (NHS North West Leadership Academy, 2021). Napriklad
u klienta sluzieb poskytovanych viacerymi rezortmi sicasne. Podla Williamsovej (2017) sa
daju do manazmentu zmeny cez tento model priniest nové procesy a zmena myslenia.

Hodnotovo zalozena prax

Tato cast nadvazuje na tému hodnét. Pri hladani rieSeni v timovej spolupraci je dolezité
vyvazené rozhodovanie a hodnoty su odpovedou na to, ako sa m6zu timy pripravit na toto
rozhodovanie uz vo faze budovania. Pristup a model, ktory k tomu prispieva, je hodnotovo
zalozena prax (value based practice - VBP).

Zdrojom informacii o hodnotovo zaloZzenej praxi je centrum The Collaborating Centre
(2021), ktoré sa venuje tejto téme z pohladu tedrie, praxe, vzdeldvania i vyskumu najma
v oblasti zdravotnej a socidlnej starostlivosti. Toto centrum vnima dblezitost
multidisciplindrnej timovej prace a prave prax zalozend na hodnotiach je klu¢om
k starostlivosti zameranej na ¢loveka a o jeho hodnoty je rozsireny multidisciplinarny tim.
Spolupraca a integracia medzi sluzbami, ako je zdravotnda a socidlna starostlivost, sa
dosahuje tazsie, preto okrem mnozstva individudlnych projektov centrum vytvorilo tri
programy zamerané na podporu rozvoja integrovanejsich pristupov v oblastiach: sluzby pre

verejnost; psychické zdravie deti a dospievajlcich; a vzdelavanie.

Hodnotovo =zalozena prax (VBP) stavia na predpoklade vzdjomného respektu pri
podporovani vyvazeného rozhodovania v ramci zdielanych hodnét, ktoré su komplexné, Ci
protichodné. VBP prindsa ramec a zrucnosti, ktoré by mali umoznit ludom pracovat
reSpektujicim a citlivym sp6sobom s roznymi hodnotami a perspektivami, ktoré su v ich
praxi pritomné.

Model VBP opisuje proces obsahujuci desat klucovych prvkov: styri klicové klinické
zruc¢nosti, dva aspekty profesiondlnych vztahov, tri principy prepdjajuce VBP s praxou
zalozenou na d6kazoch a partnerstvo pri rozhodovani.

Styri klucové zruénosti zahfnaju:

Povedomie o hodnotach zahffa povedomie o rozmanitosti jednotlivych hodnét,
povedomie o vlastnych hodnotidch, ako aj o hodnotdch ostatnych, a povedomie
o pozitivnych hodnotach (hodnoty StAR, tj. silné stranky, aspiracie a zdroje), ako aj
o negativnych hodnotach (ako su potreby a tazkosti). Venovanie pozornosti tomu, aky sa
pouziva jazyk, je tiez sposobom zvysSovania povedomia o hodnotach.




Uvazovanie o a zd6vodiovanie hodnot v hodnotovej praxi je zamerané skor na
rozsirenie nasich hodnotovych horizontov, ako na (priame) rozhodovanie o tom, ¢o je
spravne. Pri procese rozhodovania je délezité preskumat vsetky pritomné hodnoty.

Znalosti o hodnotach odvodené z vyskumu a skusenosti.

Komunikac¢né zruénosti zahfaju zruénosti pre zistovanie hodnét, pre riesenie
konfliktov a uskutoc¢novanie rozhodnuti.

Dva aspekty profesionalnych vztahov klucové pre VBP:

Prax zamerana na osobné hodnoty je prax, ktora sa zameriava na hodnoty klienta a
zaroven si uvedomuje a odrdaza hodnoty dalSich zudastnenych oséb, tj. odbornikov,
manazérov, rodiny atd. (je to dolezité pri vzdjomnom porozumeni a pri protichodnych
hodnotach).

Rozsirena multidisciplindarna timova praca je timova praca, ktora cerpa nielen z
rozmanitosti zru¢nosti predstavovanych réznymi ¢lenmi timu, ale aj z rozmanitosti timovych
hodnét (je to dblezité pri identifikacii hodndt v danej situdcii, aj pri hladani vyvazeného
rozhodnutia o tom, Co robit).

Tri principy prepajajtice VBP s praxou zalozenou na dékazoch (evidence-based practice -
EBP):

Princip dvoch noh (The two-feet principle): Vsetky rozhodnutia su zalozené na
dvoch nohach: hodnotach a dokazoch/faktoch (evidence). Preto je potrebné aplikovat
postup zalozeny na dokazoch a na povedomi o hodnotach klienta — tj. ,myslenie na
hodnoty, myslenie na fakty“.

Princip Skripajuceho kolesa (The Squeaky wheel principle): Mame tendenciu vsimat
si hodnoty iba vtedy, ked (ako Skripajlice koleso) spésobuju problémy. V pripade hodnotovo
zatazenych situdcii je potrebné zamerat pozornost na hodnoty, ale aj na prislusné dékazy s
aplikovanim kultirneho povedomia.

Princip pohanany vedou (The science-driven principle): Pokroky vo vede otvaraju
nové moznosti (a prindsaju aj roznorodost hodn6t) a vyvolavaju potrebu praxe zalozenej na
hodnotach, ako aj praxe zalozenej na dékazoch, pricom zaroven posiliuju ich rozvoj.

Partnerstvo:

Partnerstvo pri rozhodovani (Partnership in decision-making): Partnerstvo pri
rozhodovani zavisi od konsenzu, ako aj od rozdielnych nadzorov a nezhod. Konsenzus
nastava, ked sa rozdiely v hodnotach vyriesia prijatim jednej alebo druhej hodnoty. Niekedy
vSak rozdiely v hodnotach zostavaju v hre, aby sa vyrovnali raz jednym a inokedy inym
sp6sobom podla konkrétnych okolnosti v r6znych situaciach.
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Model Dvojitej hviezdy pre utvaranie atmosféry spoluprace

Daléim modelom, ktory ilustruje klti¢ové prvky v rdmci spolupréce je Model Dvojitej hviezdy.
Model Dvojitej hviezdy (Twin star model) klticovych oblasti spoluprace prinasaju autori Ben
Furman a Tapani Ahola (2017) v publikacii Nikdy neni pozdé na spokojeny tym. Autori
praktizuju na rieSenie zamerany pristup a na modeli Dvojitej hviezdy ilustruju kltic¢ové oblasti
spoluprace.

Jedna hviezda pozostdva zo Styroch oblasti, ktoré je z hladiska spoluprace uzito¢né rozvijat:
ocenovanie, zabava, Uspech, starostlivost o druhych.

Druha hviezda sa zameriava na styri oblasti, ktoré sa casto objavuju a mézu v téme PP
spoluprace spbsobovat tazkosti: problémy, zranenia, prekazky/chyby/nelspechy, kritika. b

Furman a Ahola tieto oblasti povazuju za klucové faktory v oblasti interpersondlnych -
vztahov na pracovisku, ktoré najviac ovplyviuju psychicki pohodu a spokojnost.

Proces tvorby sieti neformalnej spoluprace

Inovativne rieSenia sa casto objavuju neocakavane prostrednictvom neformalnych a
neplanovanych interakcii medzi jednotlivcami, ktori vidia problémy z réznych hladisk. A ¢o
viac, Uspesné vykondavanie Casto prudi zo sieti vztahov, ktoré pomahaju profesionalom i
laikom zvladnut situdcie, ktoré sa nezmestia do zavedenych procesov a Struktur (Cross et
al., 2010). Model tvorby sieti neformalnej spoluprace stavia na reflexii multidisciplinarneho
pristupu v dvoch rovinach - internej a externej reflexii sietovych struktdr timovania.

U internej roviny je cielom timov pomenovanie istych standardov vztahovych pojitok, na
ktorych su ich ¢lenovia ochotni participovat aj po interviznej reflexii. Zameriavame sa tu na
pripojenie vsetkych ¢lenov timu do jednej timovej linie a siete, vratane jej nestabilnych
(periférnych) casti. V praxi to pozname aj pod nazvom ,pripdjania odtrhnutych subtimov*
spat do ,timovej linie“ siete vztahov. Analyza funkénych prepojeni pomaha timom
~premostovat” a ,stabilizovat” zdroje a koniec koncov i to, ¢o uz siet sama dokaze v ramci
Ziadanej zmeny.

Obrazok 2 ilustruje origindlnu timovu Struktudru, kde su niektori aktéri na periférii. M6zu to
byt napriklad ,,odpojeni“ ¢lenovia timu alebo ,buduci“ ¢lenovia — eSte nepoznani a doleziti
jednotlivci komunity, ktori maju timovy potencial.

Origindlna Pripojenie ) :;:ﬁ::;::::ja
éfruktﬁra perfbrnych e Uiannana
timu spojencov c élena timu
o . o2 .
[ ] ] L
° ° R . [ )
@ L ] [ ] [ ]
.o . .o o. Y e 7 bt ° ) [ 2 ‘g : ] ‘ 2 2 H .
LN R .. o3 e : . ... . ‘0 3-8 c o . . L y
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Obrazok 2.: Siete neformalnej spoluprace
C (Cross et al., 2010)
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V externej rovine ide o situacné prijatie externych ¢lenov (definovanych v ramci SirSieho
timu spolocne tvorenej ,nove;j reality”). Mnohokrat su ponimani ako spolutvorcovia inovacie
(multiplikacie zmeny) uz prijatej zmeny - istej ,,obnovy standardu pévodne;j siete vztahov* v
~nhovej realite”, ale uz na sebazndsobenu. Su to osobnosti, lidri vitani ako nositelia
jedinecnych interakcii, ktoré si komplexnost zmeny vyzaduje.

Tato rovina si narokuje nekonvenény spdsob myslenia, istu ,hmatatelnd veli¢inu® v riadenfi
timov a spolieha sa na ,,zaruc¢eny okamih pritomnosti“, tvoreny pévodnym timom a timom
externym. Ide o budovanie novych prepojeni, prilezitosti k zlepSovaniu timovych procesov.
Multiplikacia ,novej reality” teda inovacie zmeny ponuka timom isté benefity. Napriklad:

a) zvazenie spOsobov generovania vacsej konektivity v kritickom bode siete vztahov,
b) odhalenie Uskalia v spolupraci skdr ako sa v praxi mozu objavit,

c) porozumenie formalnej Urovne - spojeniu v interakciach i ich atypickosti,

d) chut identifikovat nepoznané role, ktoré pomdézu vytvarat nové spojenia v sieti
vztahoy,

e) vizualizacia sieti, navrhovanie vysoko ucinnych a efektivnych programov zmien

(napriklad pripojenie periférnych subtimov v time zvysuje pocet ludi, ktorych je mozné

prizvat do siete podpornych vztahov) a pod.

Vztahova siet u multidisciplinarnych timov méze mat hlboky dopad na transformaciu
rigidnych procesov organizacii a zvysovat pocet ich flexibilnych jednotiek, ktoré sa mo6zu
prispbsobit a inovovat. Aby doslo k takejto participativnej zmene, lidri sa musia vzdat
niektorych tradicnych metdd, organizacnych schém riadenia a prijat iny, , kolaborativnejsi
model vedenia“.

Je prospesné vediet, ze hoci dobre standardizované procesy a koordinacia mézu poskytnut
dolezité vychodiska pri praci s rodinou v krize, ak nepoditaju s ,Modelom tvorby sieti
neformalnej spoluprace” nie su dostatocne flexibilné, aby podporovali inkluzivne typy
internej a externej spoluprace, partnerstiev multidisciplinarnej podpory.

Preto je vhodné vyuzit model vSade tam, kde je ziadané propagovat nové vzorce
multidisciplindarnej spoluprace, aby sa stali nielen timy a organizacie, ale predovsetkym
rodiny v krize socidlne odolnejsimi (Cross et al., 2010).

Sietovanie ako proces tvorby zakladného timu

V praxi zmiesanych timoch sa prevadza proces budovania ,,core timu“ — ,,zakladného timu®,
ktora je zoskupenim klucovych ludi. Zvycajne ide o dve az sStyri osoby, ktoré dokazu
dlhodobejsie integrovat nielen proces budovania timu, ale i jeho udrzatelnost, premenu,

kvalitu, dokonca mozny zanik.

Proces budovania zakladného timu v sietovani multidisciplindarnej spoluprace moze vyzerat
napriklad takto:
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Implementacia multidisciplinarnych timov do praxe

Prikladom fungovania multidisciplinarneho timu je praca skolského psycholéga. Ten pri
svojej praci spolupracuje s klientom (ziakom skoly), jeho rodicom (zakonnym zastupcom),
triednym ucitelom, majstrom odbornej vychovy, vychovnym poradcom na skole, zastupcom
riaditela gkoly. Clenom multidisciplindrneho timu méze byt taktieZ strodenec, partner ¢&i
kamarat ziaka.

Daléim prikladom price v multidisciplindrnom pristupe je Tranzitny program - podpora
mladych ludi so znevyhodnenim a ich sprevadzanie pri prechode zo Skoly do samostatného
Zivota. V tomto programe pracovnici spolupracuju nielen s klientom (mladym clovekom so
znevyhodnenim), ale aj s jeho systémom, teda napr. s rodicom, partnerom, spoluziakom,
triednym ucitelom, socidlnym pracovnikom (pokial ide o mladého ¢loveka z centra pre deti
a rodiny), vychovavatelom na internate a pod. Zapojenie dolezitych ludi do spoluprace je
velmi uzitoéné pre podporu klienta. Kazdy z ¢lenov multidisciplindrneho timu pozna klienta
z iného kontextu, pripadne v ingj roli. Pri zamerani sa na klientove zdroje (jeho silné stranky,
jeho jedine¢nost) m6zeme ziskat bohaty zoznam toho, ¢o mu ide, v ¢om je dobry, ¢o si na
nom ostatni cenia. Klient totiz moze prejavovat iné silné stranky a pozitivne vlastnosti
v skole, iné v kamaratskom vztahu, iné pri individudlnej praci s pracovnikom Tranzitného
programu. Pohlady ostatnych ¢lenov timu su velmi vzacne a moézu byt taktiez velmi
podporujice pre posilnenie pozitivheho sebaobrazu klienta - mladého c¢loveka na ceste
k jeho samostatnému zivotu.
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Nasledujuca kapitola bola vyhotovend cez analyzu internych a externych textov
strategickych organizacii, ktoré tvoria aktualnu tedriu i prax multidisciplinarity na Slovensku.
Odkazy na zdrojové dokumenty su uvedené pod ciarou.

Kapitola prindsa multi sektorovy prierez definicii, pojmov a charakteristik
multidisciplinarneho pristupu (dalej aj MDP). Pre zjednotenie zdrojov pri pojme
~multidisciplindrny pristup” bola pouzitd syntéza odvodenych pojmov, predovsetkym
~multi-sektorovda  spolupraca, ,medzirezortna  spolupraca“, ,multidisciplindarna
starostlivost®, ,,multiinstitucionalna intervencia®, ,intervencny tim“ a ,,multidisciplinarny tim*.

Pri tvorbe nasledovného textu sa vychadza z hlavnych cielov projektu a zo zakladnych
ramcov VIady SR, ktord deklaruje!, Ze wvytvori podmienky na koordinovanu
multidisciplinarnu spolupracu pri rieSeni problémov rodin.

V téme skolstva boli vybrané charakteristiky European Agency for Special Needs and
Inclusive Education, VUDPaP, To d4 rozum, SPU, MPC a MSVVaS SR. Pre tému socidlnej
prace a pravnej ochrany online dostupné dokumenty v rezorte MPSVaR SR, MV SR a MS
SR. V rezorte zdravotnictva boli spracované dokumenty Uradu hodnoty za peniaze
~Dusevné zdravie a verejné financie - Diskusna studia“ a rovnako aj dokumenty ,Narodny
program dugevného zdravia“ a SDTP (Standardné diagnostické a terapeutické postupy) v
zdravotnictve 2.

Dokument ,Inkluzivne vzdeldvanie v ranom detstve - Nové pohlady a nastroje”, ktory
vytvorila Eurépska agentura pre rozvoj Specidlneho a inkluzivneho vzdelavania upozornuje,
Ze zariadenia inkluzivneho vzdeldvania v ranom detstve dokazu plnit dodato¢né potreby
vSetkych deti, ak tvorcovia politiky zaistia prepojenie miestnej komunity do
~Ekosystémového modelu inkluzivneho vzdeldvania v ranom detstve®. Idedlne tak, aby bolo
dieta jeho aktivnou sucastou a zapdjalo sa do vzdeldvacich a socidlnych aktivit s celou
rodinou. Odporucania agentury pre multidisciplinaritu? tiez hovoria o podpore spoluprace
medzi vSetkymi sektormi a disciplinami spolu s pracovnikmi z praxe, rodinami a miestnymi
komunitami s cielom zvysit kvalitu prislusnosti, zapojenia a vzdelavania vsetkych deti.

L https://rokovania.gov.sk/RVL/Material/24756/1, str. 11 a 43
2 https://www.standardnepostupy.sk/
3 https://www.european-agency.org/sites/default/files/iece-summary-sk_0.pdf
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Podla VUDPaP je multidisciplinarita jeden z moznych pristupov riesenia problému z
pohladu viacerych nezavislych disciplin, kde kazda z nich pristupuje k spolo¢ne zdielanému
problému cez vlastné perspektivy, metddy a teoretické koncepty i vlastny jazyk. ,,Riesenie je
suctom ciastkovych zaverov. Ak sa da problém rozdelit na Ciastkové problémy a tie je mozné
nasledne priradit jednotlivym disciplinam, je multidisciplindrny pristup postacujuici.“ Oproti
sinterdisciplinarite* kde dochadza k syntéze poznania a nefragmentacii problematickych
celkov i vzniku novych interdisciplindrnych odborov, multidisciplinarita drzi citlivo hranice
disciplin. A ak ju tiez porovname s pojmom ,transdisciplinarita“, kde ide o koncepty
presahujice jeden odbor, bez delenia na objekt, subjekt a discipliny vyskumu, ma
multidisciplinarita vysadu prepojenia r6znych oblasti poznania aj vo vede a vyskume. Je teda
nielen pre profesionalov, ale i laikov lepsie uchopitelnd, no tiez vedecky meratelna.

Podla VUDPaP4 je MDP zalozeny na uzkej spolupraci, ktord stavia na odbornosti,
skusenosti, dovere a zdielani roznych ludi. Prospesnost a uplatnitelnost
multidisciplindrneho pristupu v systéme vychovného poradenstva a prevencie ponuka
komplexnu starostlivost. |dentifikuje a odpoveda na potreby dietata a jeho rodiny alebo
skupiny, poskytuje im koordinovanu podporu a umoznuje participovat na rozhodnutiach
v dosiahnuti zlepgenia ich situdcie. Multidisciplindrny pristup MSVVaS SR Uzko stvisi
s inkluzivnym nastavenim spolo¢nosti a s inkluzivnym Skolstvom. A to vo vsetkych
urovniach®. Rezort chce vytvorit silnu siet poskytovatelov véasnej podpory pre rodiny a deti
so zdravotnym znevyhodnenim a rodiny a deti ohrozené chudobou®. Pri zavadzani
inkluzivheho vzdeldvania podporuje MDP cez inkluzivne timy? zlozené z pedagogickych
zamestnancov a odbornych zamestnancov. Databdaza ,,Formuldrov dobrej praxe” v systéme
vychovného poradenstva a prevencie® dnes disponuje 427 kazuistikami vo viac ako 50
témach dusevného zdravia, kde bol praktikmi uplatneni multididciplindrny pristup®
a intervencie. Podpora implementdcie standardov?® prinasa niekolko multidisciplinarnych
pristupov?! a inovaciit?, vritane zvy$ovania kvality timovej spoluprace?®. MPC a SPU v rdmci
NP ,,Profesijny rozvoj ucitelov (TEACHERS)“ spolo¢ne integruju multidisciplindrne pristupy
do vybranych podaktivit projektu!4. Prikladom multidisciplindrneho pristupu na pomedzi
dvoch rezortov skolstva a socialnych veci je vzdeldavaci koncept skolskych podpornych
timov?® Inklucentra. Podla School Education Gateway!® multidisciplinarny pristup k
znevyhodneniu vo vzdelavani a pred¢asnom ukonceni skolskej dochadzky charakterizuje
ako zdruzovanie odbornikov v rdmci skoly aj mimo nej, napriklad psycholdgov, socidlnych
pracovnikov a zdravotnikov. ,,Multidisciplinarne timy maju potencial ponuknut skalu sluzieb
na podporu mladych ludi, ktorym hrozi znevyhodnenie v procese vzdeldvania a predcasné
ukoncenie Skolskej dochadzky. Patri sem napriklad zameranie na jazykovy vyvoj, podpora
dusevného zdravia, emociondlna podpora, zru¢nosti na prevenciu Sikanovania, praca v
teréne s marginalizovanymi rodinami a podpora pri rozvijani rodicovskych zru¢nosti.“17

4 Krna&ova, Z., Cerednik, M., 2020: Filozofia MDP_V5, interny material VUDPaP

5 HALL, R. Riadenie vysokych $kél. In HALL, R. et al. Analyza zisteni o stave Skolstva na Slovensku: To dd
rozum. Bratislava: MESA 10, 2019. Dostupné na https://analyza.todarozum.sk/docs/317425002mu0Oa/

8 https://todarozum.sk/konferencia/865-odporucania-pre-skvalitnenie-skolstva-na-slovenskuj, str. 40

7 https://www.minedu.sk/data/att/16787.pdf, str.: 22 3

8 \/UDPaP k 25.9.2020 - Internd databdza formuldrov dobrej praxe — vystup aktivity A1 NP ,Standardizéciou systému poradenstva
a prevencie k inklUzii a dspesnosti na trhu prace”

9 https://vudpap.sk/dobra-prax-a-multidisciplinarny-pristup-pre-odbornych-a-pedagogickych-zamestnancov-2/
10 https:/Avudpap.sk/x/projekty/standardy/

1 https://vudpap.sk/zostrih-z-online-webinara-multidisciplinarny-pristup-zakladne-myslienky-a-ramce/

12 https:/iudpap.sk/x/projekty/standardy/podpora-a-implementacia-standardov-v-systeme-vpap/

13 https://vudpap.sk/x/projekty/standardy/vzdelavanie-a-rozvoj-ludskych-zdrojov-pre-system-vpap/

14 https://mpc-edu.sk/prezentacia-narodneho-projektu-profesijny-rozvoj-ucitelov-teachers

15 https://inklucentrum.sk/wp-content/uploads/2020/09/Skolsky-podporny-tim.pdf

16 https://www.schooleducationgateway.eu/sk/pub/resources/toolkitsforschools/area.cfm?a=5

17 https://www.schooleducationgateway.eu/sk/pub/resources/toolkitsforschools/area.cfm?a=5
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Prepojenie multidisciplinarneho pristupu v skolstve s pristupom rezortu sociadlnych veci
a rodiny prebieha velmi prirodzene. Zvacsa ide o komunitné ¢i programové prepojenia skoly
na socialne sluzby, alebo aktivity SPODaSK. Témy multidisciplinarnych pristupov su
orientované na prevenciu a intervenciu u rizikovych ziakov v Skolskom prostredi. MDP
apeluju na systematicki a multidisciplindrnu spolupracu so zapojenim skolského
a rodinného prostredia. Socidlni pracovnici pracuju ako c¢lenovia multidisciplinarneho
Skolského timu na poziciach socidlneho pedagdga.i®

Rezortné MDP pristupy?® v socidlnopravnej ochrane dietata a socialnej kuratele prezentuju K
koncept Cochemského modelu?® a témy CAN2!, sandcia rodiny?? i iné metodiky. Napr.. |
~Prirucka o syndrome CAN" definuje mutidisciplinarny tim (podrobne nizsie) ako skupinu SRR
odbornikov, ktori sa podielajui na hodnoteni situdcie dietata a na praci pri samotnom riesenf{
situdcie dietata - odbornikov z inych systémov podielajicich sa na ochrane zZivota a zdravia
deti a to tak z verejného ako aj neverejného sektoru. Kompetencéne rodiny a deti zapdja
uvedeny multidisciplinarny pristup do akénych krokov, napr.: vypracovanie a realizacie
Planu socialnej prace s dietatom, jeho rodi¢mi s cielom vyuzit potencial rodiny na rieSenie jej
situdcie, bez ktorych spoluprace nie je mozné dosiahnut v situdcii dietata a rodiny pozitivne
zmeny.2? Metodika ,lnovativny model manazmentu sanacie rodiny“?4 usmernuje
multidisciplinarny tim pri komplexnom posudeni zZivotnej situdacie dietata a jeho rodiny
(podrobne nizsie).

Cochemsky model?5 ako uceleny koncept MDP je na Slovensku implementovany cez pilotny
projekt Ministerstva spravodlivosti SR. K jeho overovaniu pristipil Krajsky sud v Presove
a dva okresné sudy v jeho pésobnosti — Okresny sud PreSov a Okresny sud Kezmarok, cez
hodnotenie napifiania cielov, testujicich model tzv. Cochemskej praxe. U pravnych
a socidlnych sluzieb pre dospelé osoby ohrozené nasilim je multidisciplinarny pristup
vyzvou.2é

Dokument ,,Pravny a odborny ramec zriadovania a fungovania siete intervencnych timov -
Vlychodiskova analyza“ sa venuje postupom krizovej intervencie formou
multinstituciondlnej intervencie v pripadoch domaceho nasilia a nasilia na Zenach.
Multiinstitucionalny pristup (tu ho vnimame ako MDP) by mal byt holisticky, koordinovany
tak, aby vsetky aktivity, opatrenia a programy na seba nadvazovali a boli harmonizované,
vratane aktivit organov cinnych v trestnom konani, po zdravotnicke sluzby, psycho-socidlne
sluzby, sluzby zabezpecujice bezpecnost obeti a iné. Jeho vyhodou je spolupraca
a bezprostredna tvorba siete ludi, na ktorych je mozné zacielit vzdeldavanie a ktori tvoria
vyznamny zdroj informdcii o tom, ¢o v danom systéme funguje a ¢o naopak nie. Efektivita je
prepojena na rozsah zapojenia aktérov z ro6znych profesiondlnych a institucionalnych sfér,
medzi ktorymi je potrebné vytvorit vzajomnu déveru a ochotu spolupracovat.

18 https://Junibook.upjs.sk/img/cms/2018/ff/moznosti-socialnej-prace-web.pdf, str.: 7,11,13,14,28,58,85,87,88
9https://detstvobeznasilia.gov.sk/web_data/content/upload/subsubsub/8/subjekty_posobiace_v_oblasti_ochrany_deti_pred_nasilim__prehlad_
opravneni_a_povinnosti_elektronicka_verzia-1-1.pdf

20 https://www.justice.gov.sk/Stranky/aktualitadetail.aspx?announcementID=2584

21 https://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Prirucka_CAN_NP_DELl.pdf

22 https://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Inovativny_model_manazmentu_sanacie_rodiny.pdf

23 https://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Prirucka_CAN_NP_DEI.pdf, str.: 39 — 40, 58, 60-71, 88,93 a 100.

24 https://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Inovativny_model_manazmentu_sanacie_rodiny.pdf, str.: 9 a 20 az 108
25 https://tvoj-pravnik.sk/2019/02/10/cochemsky-model-a-postavenie-mediatora/

26 https://www.ceit.sk/IVPR/images/IVPR/vyskum/2012/Holubova/2261_holubova_monitoring_sluzby.pdf, str.: 48, 57, 61, 72, 74,
https://www.zastavmenasilie.gov.sk/informacie/,

http://www.socialniprace.cz/zpravy.php?oblast=3&clanek=914,
https://www.zastavmenasilie.gov.sk/news/podpora-multiinstitucionalneho-partnerstva-v-banskobystrickom-regione/
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Hlavnymi cielmi multiinstitucionalneho pristupu je vzdy zarudit a zabezpedit koordinovany
pristup k prepojenym sluzbam a pomoci pre obete u jednotlivych intervencii. 27

Oblast socidlnych sluzieb pokryvaju zvacsa nizkoprahové multidisciplinarne pristupy,
pristupy vo v¢asnej intervencii a pristupy v hospicovych zariadeniach.

Komunitné, rodinné centra a nizkoprahové centrda su zastipené pracovnikmi v ramci
multidisciplinarnych timov spolu s rodi¢mi, resp. opatrovatelmi. Ich zamerom je odvratenie
toho, aby sa rodina stala klientom OSPODaSK, prip. nedochadzalo k vynatiu deti z rodiny,

teda minimalizécia rizika a optimalizacia prileZitosti pre deti a rodi¢ov. Ulohou uplatnenia
multidisciplindrneho pristupu je tiez zefektiviiovat asistenciu pri vytvdrani vzdeldvacich '

podpornych sulborov aktivit a sluZieb, ktoré poskytuji vedenie a poradenstvo.2®
U nizkoprahovych centier boli IA MPSAaR SR vytvorené standardy??, kde multidisciplinarny R

pristup pocita s funkénou spolupracou organizacnych zloziek so spolupracujucimi
subjektmi. V odporucaniach a indikatoroch Standardov pre manazment nizkoprahovej
socialnej sluzby pre deti a rodinu sa explicitne uvadza:

»Zanedbdvanie multidisciplindrneho principu znizuje pravdepodobnost toho, ze
prijimatelovi socialnej sluzby bude poskytnuta sluzba najvyssej moznej kvality.”
» Metdédy spolupriace s prijimatelom socidlnej sluzby musia byt jasne a zrozumitelne
popisané a musi byt dodrzany princip timovej a multidisciplinarnej spoluprace.”
»Volba a popis metdd — metddy spoluprace s prijimatelom socidlnej sluzby su akceptované
prijimatelom socidlnej sluzby a jeho rodinou a inymi osobami.”
~Poskytovatel socidlnej sluzby uplatnuje aktivnu multidisciplindarnu a timovu spolupracu
medzi véetkymi organizaénymi zlozkami s ciefom napifania individudlnych potrieb
prijimatelov socidlnych sluzieb.“30

Etablovanie multidisciplinarneho pristupu do standardov nizkoprahovych centier i dalsich
zariadeni poskytovatelov socidlnych sluzieb vychddza z dokumentu ,Hodnotenie
podmienok kvality poskytovanych socialnych sluzieb — metodické vychodiska (navrh)*.
Autorka uvadza partnersku spolupracu ako sucast multidisciplindrnej a multisektorovej
agendy socialnych sluzieb3!. Podrobnejsie napr. pri Kritérium 3.1: Vlypracovanie struktury a
poctu pracovnych miest, kvalifikacnych predpokladov na ich plnenie v sulade s §84 s
urcenim Struktdry, povinnosti a kompetencii jednotlivych zamestnancov, pocet
zamestnancov je primerany poctu prijimatelov socidlnych sluzieb a ich potrebam, kde
dokonca kvalitativne sleduje dokazy o fungovani multidisciplinarneho timu32. Podrobnejsie
je tato skutocnost priblizend cez metodiku33 nizsie.

27https://ivpr.gov.sk/wp-content/uploads/2020/07/V%C3%BDchodiskov%C3%A1-anal%C3%BDza_lnterven%C4%8Dn%C3%A9-centr%C3
%A1.pdf, str.: 7

28 https://www.unipo.sk/public/media/29623/2.pdf, str.: 20

29 https://lwww.ia.gov.sk/npkiku/data/files/np_kiku/dokumenty/Standardy%20NSSDR.pdf

30 https://www.ia.gov.sk/npkiku/data/files/np_kiku/dokumenty/Standardy%20NSSDR.pdf, str.: 40, 55, 56, 79,
31https://www.employment.gov.sk/files/rodina-soc-pomoc/hodnotenie-podmienok-kvality-poskytovanych-socialnych-sluzieb-metodicke-vych
odiska.pdf, str.: 11
32https://www.employment.gov.sk/files/rodina-soc-pomoc/hodnotenie-podmienok-kvality-poskytovanych-socialnych-sluzieb-metodicke-vych
odiska.pdf, str.: 86

33 https://www.employment.gov.sk/files/slovensky/rodina-socialna-pomoc/socialne-sluzby/metodika-verzia-3.12-komplet.pdf
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Praca multidisciplinarnych timov v hospicovej starostlivosti a spdsob jej hodnotenia boli
teoreticky skimané ceskoslovenskym vedeckym timom34 Masarykovej univerzity Brno,
Lékarské fakulty, Katedry oSetfovatelstvi, Katolickou univerzitou v Ruzomberku, Fakultou
zdravotnictva, Katedrou oSetrovatelstva a Univerzitou Komenského v Bratislave,
Jesseniovej lekdrskej fakulty v Martine a Univerzitnej nemocnice Martin, Ustav patologickej
anatomie. K nim praktickym skiimanim prispeli autorky3® z Univerzity Konstantina Filozofa,
Fakulty socidlnych vied a zdravotnictva, Katedry socidlnej prace a socidlnych vied. Ich
prieskum u 11 participantov v zariadeniach: Detsky hospic Plamienok v Bratislave, Hospic e
sv. Bernadetky v Nitre a Onkologicky Ustav sv. AlZbety v Bratislave opisuje / -
multidisciplinarny pristup cez proces rozhodovania zucastnenych (nielen samotnym '
zomierajucim pacientom, ale aj jeho rodinou a celym sprevadzajicim timom pracovnikov)
u komunikaéného prepojenia sociadlnej a zdravotnej starostlivosti v paliativhej medicine.

V Casti tohto textu (v kapitole 2 Multidisciplinarne timy v SR) charakterizujeme MDP aj cez

studiu z roku 202036,

Trendy uplatnenia multidisciplinarnych pristupov vo véasnej intervencii zameranej na rodinu
s na Slovensku prepojené na celosvetové platformy a standardy. V SR su koordinované
v ramci projektu Agora APPVI??. Metodiky, ktoré u slovenskych poskytovatelov
i podporovatelov vznikaju, presahuju multidisciplinaritu do transdisciplinarity. APPVI
v prezentdcii s nazvom , Transdisciplinarny tim“38 definuje rozdiely pritupov multi — inter —
transdisciplinarity v kontexte zapojenia rodica do timovych procesov.

Specifickym typom multidisciplindrneho pristupu je jeho uplatnenie v krizovych situdcidch.
Vcasnost, dostupnost, nizkoprahovost a variabilnost jeho foriem (distanénych aj
prezenénych), podporuje moznost rychlej intervencie do socidlneho fungovania os6b v ich
transakciach do prostredi, zohladnujucich socidlne a kontextualne Specifika.3® Patri sem
nielen multiinstituciondlny pristup, spominany vyssSie, ale aj programové formy
multidisciplinarnych pristupov, ktoré napr. implementuje organizacia Integra. Ta vytvara
funkény ramec pre koordinaciu starostlivosti a Specializovanych sluzieb u klientov
s problémami dusevného zdravia v jeho prirodzenom prostredi.® Ide o organiza¢ny model
komunitnej starostlivosti, Uzko previazany na rezort zdravotnictva.

34 https://www.osetrovatelstvo.eu/_files/2013/11-timova-praca-v-hospicovej-starostlivosti-a-sposob-jej-hodnotenia.pdf
35 https://prohuman.sk/socialna-praca/zdravotno-socialna-verzus-socialno-zdravotna-starostlivost-o-zomierajuceho-klienta?page=4

36https://www.researchgate.net/publication/342233206_\V'YZNAM_SOCIALNEHO_PRACOVNIKA_V_MULTIDISCIPLINARNOM_TIME_HOSPICU_
THE_IMPORTANCE_OF_A_SOCIAL_WORKER_IN_THE_MULTIDISCIPLINARY_HOSPICE_TEAM

37 https://asociaciavi.sk/obsah-a-kvalita-sluzby-vcasnej-intervencie-podla-aktualnych-trendov/
38https://asociaciavi.sharepoint.com/Verejne/Forms/Allltems.aspx?id=%2FVerejne%2FPrezentacie%20VUC%202019%2FPlanovanie%20s%
20cielom%20posilnit%?20rodinu%2Epdf&parent=%2FVerejne%2FPrezentacie%20VUC%202019&p=true&originalPath=aHROcHM6Ly9hc2
9jaWFjaWF2aS5zaGFyZXBvaW50LmNvbS86YjovZy9FY2RVLUN2SGI3cEVqcUIZZjVGNOVRA0J5U20yLUxJUFNZWIUxZTQ4Z1gwVkd3P3J0
aW1IPXBLNU12VkJoMkVn

39 https://www.unipo.sk/public/media/29623/2.pdf, str. 17

40 http://www.dusevneporuchy.sk/ckeditor/kcfinder/userfiles/files/home/zbornik-2018.pdf, str. 20
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. 1.3 Zdravotnictvo .

V SR sa téme MDP zacali venovat viaceré lekarske univerzity?! a vysoké skoly so
zdravotnickymi odbormi.#2 Pristup je definovany naprieC rezortnymi témamy a spektrom
diagndz, medicinskych pristupov a konceptov43, od oSetrovatelstva, diagnézy DMO44,
multidisciplindarneho pristupu k antitrombotickej liecbe?s, ¢i komplexne, v ramci odborov ako
je napr. verejné zdravotnictvo4é, ktorého multidisciplinarny pristup plne integruje okrem

zdravotnickych resp. medicinskych vied aj napr. ekoldgiu, klimatoldgiu, psycholdgiu,
socioldgiu, ekondémiu, politoldégiu a iné. Sucasné priority verejného zdravotnictva su:
podpora zdravia, organizacia efektivnej zdravotnej starostlivosti, prevencia infekénych '\\

chordb, prevencia faktorov Zzivotného stylu a uzivania navykovych latok, prevencia

chronickych chordb, prevencia urazov, nerovnost v zdravi, starostlivost o starych ludi a iné.

Dusevné zdravie bude od juna roku 2021 riadené ministerstvom cez samostatny odbor s
expertmi, ktori sa tejto problematike naplno venuju. Rezort planuje vytvorit aj centra
dusevného zdravia zalozené na fungovani multidisciplinarnych timov starostlivosti o deti a
dospievajucich s dusevnymi poruchami, aj pre pacientov v seniorskom veku. V oblasti
reformy dusevného zdravia zohrad ddleziti ulohu prevencia i aktivne medzirezortné
prepojenie.#’ Opatrenia pre prevenciu a podporu dugevného zdravia Uradu hodnoty za
peniaze*® v dokumente ,,Dusevné zdravie a verejné financie - Diskusna studia“ zahfmaju aj
identifikdciu programov pritomnych na Slovensku, ktoré su relevantné pre podporu
dusevného zdravia podla praxe v zahranidi. Autori nabadaju predovsetkym k vytvoreniu
silnej medzirezortnej spoluprace najma MZSR, MPSVaR a MSVVa$S SR a spoloé¢nd stratégiu
pre prevenciu a starostlivost, prenesenie konceptov z reformy psychiatrickej starostlivosti
z CR i inych krajin, koncepénost v skriningu a véasnej identifikdcie ACEs a pod.,
prostrednictvom multidisciplindrnej starostlivosti. Medzirezortnd spolupraca ma
v dokumente samostatnu kapitolu a pre MDP na drovni VIady SR i konkrétne odporucania.
V dokumente ,Narodny program dusevného zdravia“4® sa deklaruje, Ze ..“Pre uUspesne
fungovanie kvalitnej siete komunitnej starostlivosti o dusevné zdravie je nevyhnutnd timova
spolupraca v ramci psychiatrickych  multidisciplinarnych  komunitnych  timov,
koordinovanych APDS alebo dennym staciondarom, psychiatrickou ambulanciou.
Multidisciplindrne psychiatrické timy su prepojené s inymi miestnymi a regiondlnymi
sektormi (Skolstvo, zamestnavatelia, dobrocinnost, napravno-vychovna c¢innost (kuratori),
a mimovladnymi organizaciami v oblasti iniciativy prevencie a podpory dusevného zdravia.”

41https://fzszu.sk/blog/2018/04/23/celostatna-konferencia-s-ustrednou-temou-multidisciplinarny-pristup-k-poskytovaniu-zdravotnej-starostli
vosti/

42 https://www.unipo.sk/fakulta-zdravotnictva/kpas-new/projekty/KEGA/3/

43 https://www.youtube.com/watch?v=T_ZSksgmhY8

44 https://profeseonline.upol.cz/artkey/pol-201401-0005_MULTIDISCIPLINARNY_PRISTUP_K_PACIENTOM_S_DETSKOU_MOZGOVOU_OBR
NOU.php

45 https://ks.lekom.sk/index.php?id=22009&r=activity/print

46 https://www.jfmed.uniba.sk/pracoviska/vedecko-pedagogicke-pracoviska/predklinicke-ustavy/uvzd/;
http://www.ku.sk/index.php/fakulty-a-pracoviska/fakulta-zdravotnictva/fz-studium/fz-bc-studium/verejne-zdravotnictvo

47 https://www.health.gov.sk/Clanok?minister-dusevne-zdravie-programove

48 Dugevné zdravie a verejné financie - Diskusna $tudia, 2020: Utvar hodnoty za peniaze, Ministerstvo financii SR /
www.finance.gov.sk/uhp.str.: 31 a 63, tiez kapitola 7.

49 http://slovanet.sk/uvzsr/docs/info/podpora/NPDZ.pdf , str.: 15 a 16
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Multidisciplinarny pristup rezortu definuje i aplikuje cez dialég o novych a inovovanych
standardnych klinickych (diagnostickych a terapeutickych) postupoch a ich zavedeni do
medicinskej praxe multisektorovd platforma zdstupcov z WHO, EU, MZ SR i MPSVaR SR 5°
i beznych praktikov. Dokonca je, v niektorych pripadoch5?, Technickou komisiou MZ SR
pristup komplexného manazmentu pacienta s konkrétnou diagnézou — od prevencie cez
presné pravidld diagnostiky az po jasne definovanu liecbu ocenovany a zaradovany ako
étandardny pristup MZ SR. SDTP vychddza z medzindrodnych odportéani a zérove
zohladnuje slovenské Specifikd. Od sStandardu sa ocakava, ze umozni rychlu,
kontrolovatelnu a efektivnu diagnostiku a liecbu kazdého pacienta bez ohladu na regidn,
kde Zije a Specializaciu lekara, ktory sa mu venuje.

Pre konkrétnejéie zadefinovanie MDP v rezorte zdravotnictva je vybran: Standard ;o
véeobecnej Baby-friendly Hospital Initiative - Interdisciplindrna oblast, Standardny N
diagnosticky a terapeuticky postup o pacienta s hypotyreézou, Standardny diagnosticky T
a terapeuticky postup Rehabilitacia v intenzivnej medicine, Poruchy vyvinu jazyka a redi,

Porucha primarnych vztahov v detstve, Psychosocidlna rehabilitacia u ludi so zavaznou
dusevnou poruchou, Starostlivost o ludi so spoluzavislostou, Traumatické zazitky v detstve,
Komplexny osSetrovatelsky manazment pacienta v ADOS, DOS, paliativnom zariadeni

a zariadeni socidlnej pomoci a Standard vy$etreni psychomotorického vyvinu deti pri 2.-11.
preventivnej prehliadke v primarnej starostlivosti.

»Standardny postup pre vykon prevencie: Starostlivost o matku a novorodenca podia
zasad Baby-friendly Hospital Initiative (BFHI) — podpory vztahovej vazby a laktacie*52

Multidisciplinarny pristup je obsiahnuty v popise ...“Zdravotnicke zariadenia, ktoré
poskytuju zdravotnu starostlivosti o matky a novorodencov by mali v ramci komunity
identifikovat vhodné moznosti na zabezpecenie pokracujicej a konzistentnej podpory
dojcenia. Su zodpovedné za spolupracu s miestnou komunitou v zaujme zlepsovania tychto
moznosti. Medzi takéto moznosti v rdmci komunity mézu patrit zdravotnicki pracovnici,
laktaéné konzultantky, podporné skupiny dojciacich matiek alebo telefénne linky.“

»Standardny diagnosticky a terapeuticky postup Rehabiliticia v intenzivnej
medicine*“s3

»Dolezity je multidisciplindarny pristup s timom odbornikov, ktorych cinnost je potrebné
koordinovat a nasledne implementovat do praxe. V¢asna mobilizacia pacientov: Na
komplexnu starostlivost zabezpecit multidisciplinarny tim pracovnikov, ktori budu uzko
spolupracovat. Na komplexnu starostlivost zabezpecit multidisciplinarny tim pracovnikov,
ktorych cinnost budu zabezpecovat a koordinovat pracovnici anestéziologicko-
resuscitacnych oddelent.

Doplnkové otazky manazmentu pacienta a zucastnenych stran

Indikatory kvality:

Persondlne a materidlno - technické zabezpeclenie anestéziologicko-resuscitacnych
pracovisk, multidisciplindarna spolupraca, edukdcia personalu, ekonomické ukazovatele.”

50 https://healthconferences.eu/_files/200000513-064ec064ee/Program%20%C5%A0DTP%202019%2017-18.10.2019%20final%20last%
20version-9.pdf

51 http://www.primarnykontakt.sk/spravy/prvy-narodny-guideline-arteriova-hypertenzia-je-schvaleny/

52 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve

53 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
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»Poruchy vyvinu jazyka a reci“s4

»Diagnostika - Postup urcenia diagndzy. Pre spravne urcenie logopedickej diagndzy je
nevyhnutny komplexny a multidisciplinarny pristup, avsak primarnu ulohu v procese
diagnostiky zohrava klinicky logopéd.”

»Porucha primarnych vztahov v detstve integruje MDT tim“55

~Psychosocidlna rehabiliticia u ludi so zavaznou dusevnou poruchou - Moderna
psychosocidlna rehabilitacia si vyzaduje interdisciplindrnu spolupracu timu. Mali by byt
preto zriadené multidisciplindarne timy psychiatrickej starostlivosti na liecbu ludi so
zavaznym dusevnym ochorenim. Do multidisciplindarneho timu patri psychiater, klinicky
psycholdg, liecebny pedagdg, zdravotna sestra, pripadne fyzioterapeut, ¢i dalsi zdravotnicki
pracovnici a dobrovolni pracovnici v zdravotnictve. Efektivita psychosocidlnej rehabilitacie
sa zvysSuje, ak je poskytovana v komunite pacienta. Je poskytovana v spadovej oblasti
a mo6ze zahimat domdce navstevy aj timové zasahy. Existuju presvedcivé dokazy (Malone et
al., 2007; Cleary et al., 2008; Coldwell, Bender, 2007; Drake, O'Neal, Wallach, 2008; Nelson
et al.,, 2007; NICE, 2009) o tom, ze liecba multidisciplindrnym timom v komunitnom
prostredi zniZi pravdepodobnost epizéd hospitalizacie o priblizne 20 percent a zvysi
spokojnost pacientov (DGPPN, 2013).“

»Starostlivost o ludi so spoluzavislostou*s¢

sLieCebny pedagdg, lieCebny pedagég so Specializiciou - case-manazment,
liecebnopedagogicka diagnostika (funkénych disabilit a potencidlov, diagnostika pomocou
MKF), lieCcebnopedagogické poradenstvo, liecebnopedagogicka intervencia formou
individudlnou alebo skupinovou, parova a rodinna terapia, intervencie s moznostou vyuzitia
prvkov ergoterapie, arteterapie, dramatoterapie, didaktoterapie, muzikoterapie,
biblioterapie, hagioterapie, terapie pohybom, terapie hrou, hagioterapie, edukicia,
motivacny rozhovor, krizova intervencia, podpora reziliencie, salutorov, vulnerability, nacvik
relaxacnych technik, harm reduction terapia, zlepSenie kvality Zzivota, resocializacia,
integracie do spolo¢nosti.”

sTraumatické zazitky v detstve*s’

»Na zaklade vedeckych poznatkov o vyzname raného detstva pre vyrovnany dusevny zivot
v dospelosti je problematika spracovania negativnych a traumatickych zazitkov spojenych
so stresom v detstve v kontexte multidisciplindrneho pristupu vysoko aktudlna.
Spracovavanie negativnych a traumatickych zazitkov v detstve r6znej zavaznosti a intenzity
v kontinuu od menej zjavnych a zavaznych az po traumu, z pohladu liecebnej pedagogiky
zahffia prevenciu, diagnostiku a oSetrenie ohrozeného dietata bertc do uvahy vyvinové
hladisko a ekosystémovy pristup. Z toho pohladu je dand problematika znacne Siroka
a komplikovana, aj napriek tomu je nutné dietatu poskytnut zdravotnu starostlivost ¢o
najskor a v ¢o najlepsej moznej miere.

54 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
55 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
56 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
57 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
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Lie¢ebny pedagdg pracuje v sucinnosti multidisciplinarneho timu, za uéelom trianguldcie
a validity ziskanych udajov. Odbornici v time vyhodnotia rizikd poruch psycho-socidlneho
vyvinu, pritomné symptomy porutch zdravia, progndzu v suvislosti s povahou skusenosti
dietata a jeho rezerv, navrhnu opatrenia. Hodnoti sa tiez socidlna opora, zdroje zvladania,
stratégie dietata pri vyrovnavani sa so zatazou.

Priprava na potencionalne traumatizujicu udalost (chirurgicky vykon, vysetrenie, iny
medicinsky zdkrok, hospitalizacia) - zahfma lekara Specialistu, ktory indikuje wvykon,
vysSetrenie, hospitalizaciu, nasledne ma byt v sucinnosti multidisciplinarneho timu vykonana
priprava dietata a rodic¢a na vykon alebo vysetrenie, ndsledne sa realizuje vykon a potom
v sudinnosti multidisciplinarneho timu nasledna zdravotnicka starostlivost na zaklade
jednotlivych profesnych kompetencii (vid Algoritmus Prevencia-priprava na potencionalne

traumatizujicu udalost)....“.
»iKomplexny osetrovatelsky manazment pacienta v zariadeni socialnej pomoci*58

~Sestra koordinuje oSetrovatelsku starostlivost poskytovani metddou osetrovatelského
procesu Vv sucinnosti s ostatnymi clenmi multidisciplindarneho timu poskytujiceho
starostlivost pacientovi a rodine (blizkym) pacienta.... Obdobné i u KOM v ADOS, DOS,
paliativnom zariadent.

»Standard vySetreni psychomotorického vyvinu deti pri 2.-11. preventivnej prehliadke
v primarnej starostlivosti.*“5°

~Preventivna uUloha vseobecného lekara pre deti a dorast je kii¢ova v medzirezortnom
multidisciplindrnom systéme starostlivosti o deti s vyvinovymi tazkostami (vratane
zdravotného postihnutia). Exkluzivita postavenia lekdra primarnej starostlivosti vyplyva z
jedinec¢nej a nenahraditelnej moznosti ziskavat a priebezne pocas prvych troch rokov Zivota
doplnit vSetky Udaje potrebné k posudeniu vyvinu psychomotorickych funkcii, odporuicat
zvySenu starostlivost pre deti u ktorych existuje vyznamné riziko znevyhodnenych
podmienok vyvinu, medzirezortne spolupracovat so zariadeniami, institdciami, s orgdnmi
miestnej spravy, ktoré riesia problémy deti raného veku v regidone, priebezne monitorovat
poskytovanu starostlivost a jej vplyv na rozvoj vyvinového potencidlu dietata v kontexte
rodiny, a tak prispiet k efektivite celého systému. zvySenie uUcinnosti komplexnej
starostlivosti - odporuc¢anym postupom dalSej multidisciplindrnej starostlivosti, vratane
moznosti medzirezortnej spoluprace.”

58 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
59 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
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Stresnou a riadiacou platformou multidisciplinarnej spoluprace v oblasti dusevného zdravia
sa v SR stala Rada vlady SR pre dusevné zdravie (dalej aj ako RVDZ). Bola zriadena 24.
februdra 2021 vladou Slovenskej republiky ako jej staly poradny organ. PIni koordinac¢né,
konzultativne a odborné ulohy v oblasti ochrany a podpory dusevného zdravia, prevencie
vzniku dusevnych porich, psychodiagnostiky, liecby dusevnych porich, ndaslednej
starostlivosti o pacientov s dusevnymi poruchami, vyskumu dusevného zdravia,
vzdeldvania odbornikov poskytujicich starostlivost o dusevné zdravie a sluzby, tvorby ’
politiky dusevného zdravia a sledovania kvality v uvedenych oblastiach. VN

Rada v oblasti svojej posobnosti sleduje dodrziavanie pravne zavaznych narodnych
i medzindrodnych aktov a dalSich pravnych predpisov upravujicich oblast dusevného
zdravia. Posobi v zaujme zvySovania kvality v oblasti dusevného zdravia a zabezpecuje
medzirezortné prepojenie. Predstavuje forum pre diskusiu a riesenie otdzok z oblasti
dusevného zdravia vo vzajomnom dialégu predstavitelov S$tatnej moci, akademickych
institdcii, regulovanych profesii, prijimatelov sluzieb a tretieho sektora za ucelom tvorby
a udrziavania koherentne fungujuiceho systému starostlivosti o dusevné zdravie
v Slovenskej republike, ktory poskytuje svoje sluzby tym, ktori ich potrebuju. RVDZ
participuje na tvorbe strategickych a koncepcénych materidlov v oblasti dusevného zdravia
prostrednictvom medzinarodnych i narodnych akénych planov dusevného zdravia (napr.:
WHO Mental Health Action Plan, WHO European Mental Health Action Plan, mhGAP,
Medzinarodného paktu o hospodarskych, socidlnych a kultirnych pravach, Dohovoru OSN
o pravach 0s6b so zdravotnym postihnutim, Dohovoru OSN o pravach dietata a rezolucia
Rady OSN pre ludské prava). Je rozdelena do niekolkych vyborov (Vyboru pre primarnu
prevenciu RVDZ, Vyboru pre kvalitu starostlivosti o dusevné zdravie RVDZ, Vyboru pre
vyskum RVDZ a Vyboru pre odbornt pripravu a vzdeldavanie RVDZ).

Vdaka aktivitdm a rozmanitosti clenov vyborov RVDZ sa multidisciplinarita na
medzirezortnej Urovni VIady SR dostdva do akcie . Pohyb v izolovanych politikach sa zmenil
na koordinovany multisektorovy manazment dusevného zdravia, ktory umoznuje
systematicky, dlhodobo budovat multidisciplindarnu spolupracu a stavat na pilieroch
participativnych politik v oblasti ochrany a rozvoja dusevného zdravia.

) Co sa ndm uz v multidisciplinarite dnes na Slovensku dari?
CDo vsetkych reforiem Planu obnovy a ich legislativnych procesov v ramci tém a podpory

rodin zadlenit filozofiu a prvky multidisciplinarity ako bazalnu sucast implementacnych
procesov politik a lokalnych zmien (Plan obnovy, 2021);
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CSchvéIit’ vytvorenie Narodného centra dusevného zdravia (NCDZ), vykonnu zlozku na
celondrodnej uUrovni v oblasti multidisciplindarnej starostlivosti a vyskumu v oblasti
dusevnych ochoreni. NCDZ bude narodnou platformou pre vyvoj, testovanie a zavadzanie
najnovsich terapeutickych metéd a standardov do praxe. Tiez bude spracovavat udaje
o dusevnom zdravi a realizovat vzdeldvanie odbornikov v prislusnych odboroch
zaoberajucich sa dusevnym zdravim. Centrum garantuje vytvorenie funkéného
nadrezortného koordinacného organu v oblasti multidisciplindrnej starostlivosti a vyskumu
v oblasti dusevného zdravia (RvVDZ, 2021) ;

CSchvéIit’ Navrh na realizaciu projektu Zber a spracovanie Udajov o dusevnom zdravi (str. 2,
RvDZ, 2021); -

CSchvéIit’ Navrh strategickych cielov Narodného programu dusevného zdravia, ktory -
multidisciplinaritu integruje do zakladnych pilierov Narodného programu dusevného
zdravia (str. 45 - 47, RVDZ, 2022);

CIdentiﬁkovat’ oblasti prevencie (RVDZ, 2022);

CU minimalnych standardu persondlneho vybavenia pomenovavat a operativne i masivne
kompenzovat biele miesta v minimadlnej sieti poskytovatelov zdravotnej starostlivosti
viazanej na dusevné zdravie, podla zdravotnych potrieb obyvatelstva, v spolupraci s
prislusnym samospravnym krajom a miestnou Uzemnou samospravnou, a to napriklad
vytvorenim ramca:

- siete multiprofesiondlnych timov lekdrov primarnej ambulantnej zdravotnej
starostlivosti v zmysle odporucani Eurdpskej komisie do kazdého okresu cez doplnenie
normativov pracovnych miest garantovanych statom. Tim je zlozeny z: klinickych
logopédov, liecebnych pedagdgov, verejnych zdravotnikov, tiez lekdrov vseobecnych i
Specialistov, zdravotnych sestier, fyzioterapeutov, poradenskych alebo klinickych
psycholdgov, a klinického laboratérneho diagnostika (str. 15 a 16, RvVDZ, 2022).

- siete ,,Specializovanych centier integrovanej Specializovanej ambulantnej zdravotnej
starostlivosti, kde by mali byt centra mentdlneho zdravia, centrd vcasnej zdravotnej
starostlivosti, ambulantné centrd rychlej diagnostiky, multidisciplinarne pediatrické
konzultacné a hodnotiace ambulantné centra, Specializované konzulta¢né a hodnotiace
multidisciplinarne ambulantné centrd na podporu matiek s detmi, multidisciplinarne
geriatrické konzultacné a hodnotiace ambulantné centrd, dalej pre rodiny a pribuznych s
detmi s chronickym ochorenim; pre rodiny a pribuznych s detmi s postihnutim (telesné,
zrakové, sluchové, mentdlne, kombinované) alebo pre rodiny s detmi nachadzajuicimi sa v
ohrozeni zdravia vyplyvajuceho z nepriaznivej Zzivotnej situdcie a okolnosti (deti
psychiatrickych chorych rodicov, deti latkovo alebo nelatkovo zavislych rodicov, deti
osamelych matiek, deti s elektivnym mutizmom, deti nezamestnanych rodicov, deti
chudobnych rodic¢ov a podobne)* - z uvedenych by malo byt vzdy minimalne 1 z kazdého
druhu v kazdom kraji.“ (str. 21, RvDZ, 2022)
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- »zdruzenia praxi“, kde jednotlivi poskytovatelia uzavrd dohodu o spoluprici, v ktorej
si okrem integracie pracovnych ¢innosti na baze vzajomnej spoluprace uskutocnovanej pod
vedenim urcéeného zdravotnickeho pracovnika v zdujme pacienta upravia aj zdielanie
spoloénych priestorov a vybavenia, pripadne dalSiu spolo¢ne zdielané infrastruktury. ,Na
spristupnenie konceptu integracie cinnosti v ambulantnej zdravotnej starostlivosti
a multiprofesiondlnej spoluprace na bdze zdielania spoloénych priestorov,
materidlno-technického a persondlneho vybavenia a dalsej inej spolocnej infrastruktiry
a v ramci dobrovolne spolo¢ne riadenej spoluprace pod vedenim zdravotnickeho pracovnika
identifikovaného v ramci timu spolupracujucich poskytovatelov zdravotnej starostlivosti a
dalsich zapojenych odbornikov na zdaklade ,iniciativy zdola“, bude potrebné upresnit
inicidlny pravny vztah, na zaklade ktorého takéto zdravotnicke centrum multiprofesionalnej
spoluprace méze vzniknut a bude dalej mozno neskdr v inych pravnych formach dalej
existovat.” (str. 23, RvVDZ, 2022).
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V ramci projektu Erasmus+ ,,Multidisciplinary support of positive changes within families in
difficult situations” bylo provedené mapovani aktudlni situace, vyvoje, tvorby a uzivani
mutidisciplindrnich tym@ v Ceské republice. Jednalo se o multidisciplindrni tymy fungujici
v organizacich, které praciji s rodinami v oblasti socialni péce a v oblasti dusevniho zdravi.
Diky ochoté kolegll z oblasti pomahajicich profesi, vznikla také moznost prostudovat
vytvarejici se metodiku multidisciplindrni spoluprace v rdmci pomoci osobam s tézkym
dusevnim onemocnénim. Tato metodika sice necili Uplné presné na rodiny, nybrz na
jednotlivce. Zapojeni rodin do multidisciplinarni spoluprace vsak zahrnuje a muize byt
dobrou inspiraci pro vytvareni multidisciplindrnich tyma zamérenych na pomoc rodinam
v tizivych situacich.

Nejprve bude predstavend vznikajici metodika s ndzvem ,Metodika zavadéni
multidisciplinarni spoluprace v péci a podpore lidi s dusevnim onemocnénim®. Déale budou
shrnuté poznatky dobré praxe ze dvou organizaci, které byly ochotné sdilet své poznatky
a zkusenosti z praxe multidisciplinarni spoluprace.

Metodika zavadéni multidisciplinarni spoluprace v pééi a podpore lidi s dusevnim
onemocnénim

Tento dokument byl zpracovan v ramci projektu ,,Podpora zavedeni multidisciplinarniho
pristupu k dusevné nemocnym?®. Jedna se o druhou pracovni verzi, ktera vznikla v roce 2020.
V nasledujicim roce se predpoklada treti findlni verze. Téma multidisciplinarniho pfistupu je
povazovano za jedno z klicovych témat probihajici reformy psychiatrické péce.

~Multidisciplinarnim pristupem je v ramci této metodiky myslen zplsob prace, jakym rGzné
profese, rlizné organizace partnersky spolupracuiji, efektivné vzajemné komunikuji a planuji
tak, aby byl maximalné vyuzit jejich spolecny potencial znalosti, zkusenosti a intervenci ve
prospéch jednotlivce ¢i celé skupiny. Prospéchem je myslena maximalni moznd podpora
v individudlnim procesu zotaveni u lidi s dusevnim onemocnénim s jejich zapojenim
a respektem k jejich potrebam?®.

Vychozim bodem metodiky je pojem ,zdravi“ podle definice Svétové zdravotnické
organizace (WHO). Tato jej definuje jako ,stav plné télesné, dusevni a socidlni pohody
a nikoli jen jako nepritomnost nemoci ¢i vady* a dale dopliuje ,zdravi jako schopnosti vést
socialné a ekonomicky produktivni zivot“. Pojem ,zdravi“ je pak propojen s konceptem
»zotaveni”, jehoz cilem je nastavit na zdkladé silnych stranek clovéka s dusevnim
onemocnénim cestu jeho uzdraveni“. Zotaveni tedy prekracuje u lidi s dusevnim
onemocnénim pouze kontrolu symptomu jednotlivych onemocnéni, coz je doménou tzv.
medicinského pristupu, ale zaméruje se na rozvoj kvalitniho a plnohodnotného Zivota. Jedna
se o kontinudlni proces, ve kterém je nezbytné nutnd propojenost s komunitou. Proces
zotaveni je mozné vidét ve Ctyrech cyklech: nadéje, zplnomocnéni, prijeti zodpovédnosti
a smyslupIné Zivotni role. Jako klicové oblasti pro zotaveni jsou uvadény: prace s nadéji,
rozvoj silnych stranek, celistvy pristup, sebeurceni, zplnomocnovani, respekt, individualni
pristup a podpora peer pracovnikd.
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Uvadi se také klicové principy fungovani multidisciplindrnich tym( pro zotaveni. Tyto
principy jsou obsazeny v deseti otazkach:

Cl. Podporujeme obnoveni zdravi, fungovani a identitu?

C2 Nabizime nadéji na zotaveni?

C3. Ptame se sami sebe pfi véem, co délame: pomahame, nebo prekazime?

C4. Soustredime se na to, co je silné, ne, co je Spatné?

(s. Rozhodujeme S a ne O uzivateli sluzeb?

CG. Uznavame, ze expertiza Clovéka, ktery vyuziva sluzby, je stejné dulezita jako ta nase? B
c7. Spolupracujeme se socidlnimi ,.investory/donatory* a dalsimi ucastniky? ) /
C8. Uznavame prava Clovéka/uzivatele/pacienta ,zdrave” riskovat? -,
C9. Spolupracujeme s rodinou a siti jakozto se zdroji a partnery? -

C10.  Sdilime a zatlefiujeme znalosti?

Tymova spoluprace je povazovana za zakladni formu spoluprace a je kladena do kontrastu
se skupinou. Tym je nehierarchicky usporadan a v jeho fungovani je kladen dtiraz na jednani,
dohody a primou spolupraci mezi jednotlivymi ¢leny. ,,Organizace tymové spoluprace je
logisticky a ¢asoveé naroc¢néjsi, vysledky vsak kvalitnéjsi“.

Dominantnim pfistupem pfi zavadéni multidisciplinarniho pfistupu do péce o dlouhodobé
dusevné nemocné je case management. Pro zajisténi multidisciplindrni spoluprace
s klientem je zapotrebi, aby kazdy klient mél jednoho konkrétniho ¢lena tymu jako svého
klicového pracovnika (case manager). Je vsak dulezité, aby klient védél, Zze neni pouze

klientem jednoho konkrétniho klicového pracovnika, ale klientem a soucasti celého tymu.
) Priklady dobrej multidisciplinarnej praxe
) Centrum Anabell, z.u.

Tato organizace zalozenda v roce 2002 pracuje s klienty a jejich rodinami, ktefi vykazuji
poruchy prijmu potravy. V pribéhu poslednich asi Sesti let se v této organizaci zacala
vytvaret, definovat a rozvijet multidisciplinarni spoluprace. Riznymi podobami prosly
i multidisciplindrni tymy, které byly postupné vydefinovany v metodikach multidisciplinarni
spoluprace.

V letech 2014 a 2015 doslo k organizaci v ramci spoluprace s klienty k vydefinovani si
odbornych rolich. V tomto roce organizace vydala také prvni metodiku tykajici se
multidisciplinarni spoluprace. V této publikaci se vyslovuje potreba propojeni socialnich
a zdravotnich sluzeb pfi praci s cilovou skupinou klient(l, s nimiz organizace spolupracuje.
V metodice zminuje uzsi a Sirsi multidisciplinarni tym, tedy tym odbornikd spolupracujicich
s klientem a jeho rodinou.
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Uzsi tym tvori psycholog/psychoterapeut, psychiatr, socidlni pracovnik a nutricni terapeut,
do sirsiho tymu je pak zapojen i gastroenterolog, gynekolog, pediatr a prakticky |ékar, ktefi
spolupracuji predevsim se socialnim pracovnikem z uzsiho tymu.

V nasledujicich letech je identifikovana potreba propojit multidisciplinarni tym s klientem,
nasledné pak také s jeho rodinou. Klient a jeho rodina jsou tedy zahrnuty do
multidisciplinarnich tymu jako nedilna soucast.

V roce 2018 organizace vydava revidovanou metodiku multidisciplinarni spoluprace. Zde
explicitné vyjadruje potrebu propojeni nejen socidlnich a zdravotnich sluzeb v pédi o klienta,
ale také propojeni téchto sluzeb s klientem a jeho Zivotnim okolim. Podle této metodiky ' |
model zdkladniho multidisciplinarniho tymu tvori psycholog/psychoterapeut, socidlni SN
pracovnik/case manager, nutricni terapeut, klient a jeho nejblizsi. V pripadé potreby muze -
byt tento tym rozsiten o odbornosti zastoupené v osobdach psychiatra, peer konzultanta,
gastroenterologa nebo jiného odbornika. Na druhou stranu muze byt tento tym rozsiren

také o osoby z prostredi klienta, jako jsou pratelé, skola, zaméstnani a jiné socidlni nebo

verfejné sluzby. Metodika pak nastinuje rdzné zplsoby spoluprace klienta

s multidisciplinarnim tymem.

V roce 2020 vydava organizace dalsi metodiku zahrnujici fungovani multidisciplindrnich
tym0, v tomto pripadé inspirovanou metodou Otevreného dialogu, ktera vznikla ve Fisku
a jejiz hlavnim predstavitelem je Jaakko Seikkula. Tato metodika zdUraznuje predevsim
partnersky pristup mezi véemi ¢leny multidisciplinarniho tymu, v némz vsichni ¢lenové
participuji na planu lécby klienta. Metoda Otevreného dialogu pocita jiz v pocatku se dvéma
nebo vice terapeuty, ktefi vedou s klientem dialog a ktefi mohou tento dialog mezi sebou
reflektovat. Metoda pocita s rliznymi odbornostmi zapojenymi v multidisciplinarnim tymu,
vcetné peer konzultantl a sité klienta. Partnerskost je vyznamnym prvkem ve fungovani
takového tymu.

V podobé Centra Anabell jsou v zakladnim multidisciplinarnim tymu zastoupeny nasledujici
odbornosti: socidlni pracovnik, nutri¢ni terapeut a psycholog. V rozsifeném tymu jsou pak
zastoupeny odbornosti jako peer konzultant, psychiatr, gastroenterolog a dalsi. Tito vSichni
pracuji v partnerském vztahu s klientem a jeho nejblizsim okolim.

) EDUCO, stredisko rané péce

Tato organizace spolupracuje s rodinami s détmi se zdravotnim znevyhodnénim do véku 7
let. Jejim poslanim je poskytovat témto détem a rodindam odbornou pomoc a podporu v
jejich prirozeném prostredi s cilem posilit jejich samostatnost a nezavislost na socialni
pomoci.

V organizaci se nehovofi pfimo o multidisciplinarni spolupraci nebo multidisciplinarnim
tymu, nicméné tyto koncepty jsou fakticky naplfiovany. Organizace hovofi o mezioborové
spolupraci a v praxi pouzivd metodu Tymu okolo ditéte, kterou rozvinul ve Velké Britanii
Peter Limbrick. Organizace porada Tymy okolo ditéte od roku 2017 a v soucasnosti porada
také akreditované vzdélavani v této metodé a vypracovava samostatnou metodiku.
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Tym okolo ditéte je facilitované setkani rodiny s ditétem se zdravotnim znevyhodnénim
s odborniky, ktefi s ditétem a jeho rodinou spolupracuji nebo prichazeji do kontaktu. Toto
setkdni ma dany cil, ktery si stanovi rodina s ditétem. Tento tym ma nehierarchickou
strukturu, participujici odbornici nejen sdili zkusenosti ze spoluprace s rodinou a ditétem, ale
také nabizeji dalsi moznosti spolupridce s ohledem na cil setkani, ktery si uréi rodina.
Odbornosti, které mohou byt zastoupeny v Tymu okolo ditéte, souviseji hlavné s cilem
tohoto setkani. Vzdy se jedna o klicového pracovnika organizace zastavajici ranou péci, dale
pak o zastupce vzdéldvaciho zafizeni, které dité navstévuje nebo se chystd navstévovat,
pecujiciho pediatra, psychologa, logoterapeuta, specidlniho pedagoga, zastupce OSPOD
a podobné. Setkani ma danou strukturu, pravidla a trvani, s nimiz jsou Ucastnici seznameni
a jejichz zachovavani v pribéhu setkani hlida facilitator. roy

) Dotazniky -

Abychom zjistili osobni zkuSenosti zastupcl vyse zminénych organizaci s praxi
multidisciplinarnich tyma, byl vytvoren dotaznik, o jehoz vyplnéni jsme pozadali. V pripadé
zastupce organizace EDUCO jsme otazky upravili tak, aby odpovidali terminologii
pouzivané v této organizaci. Nasledné uvadime otazky pouzité v dotazniku a pak prepis
odpovedi zastupcl zminénych organizaci.

( Co je v pojeti vasi organizace a multidisciplinarni tym?

CV ¢em vnimate hlavni pfinos prace multidisciplinarniho tymu pfi praci s rodinami? V ¢em
vnimate, ze mlze byt multidisciplinarni tym efektivnim-prinosnym zptsobem prace? Co
délad multidisciplinarni tym efektivni?

c Diky ¢emu muze multidisciplinarni tym fungovat v praxi?

c Co naopak brzdi implementaci multidisciplindrniho tymu v praxi?

CVjaky?ch rolich a s jakymi kompetencemi vystupuji osoby v multidisciplinarnim tymu?

(Jak?je proces prace multidisciplinarniho tymu? (planovani, organizace, prubéh setkani)

CJaké jsou vyhody a nevyhody multidisciplinarnich tymu v praxi?
) Centrum Anabell

- Co je v pojeti vasi organizace a multidisciplinarni tym?

Multidisciplinarni tym je tym osob, které jsou v daném okamziku zadouci pri reseni situace a
potreb klienta. Hlavnim principem je otevrenost dialogu. Mame vyspecifikovany zakladni
tym a rozsifeny tym pro praci s osobami s poruchou pfijmu potravy. V pfipadé prace s
rodinami s détmi s dusevnimi obtizemi ma tento tym prozatim podobu slozeni - rodina, dité,
vyznamni z okoli ditéte a z nasi strany socialni pracovnik, etoped, rodinny terapeut.

-V ¢em vnimate hlavni pfinos prace multidisciplinarniho tymu pfi praci s rodinami? V ¢em
vnimate, ze mlze byt multidisciplinarni tym efektivnim-prinosnym zplsobem prace? Co

délad multidisciplinarni tym efektivni?
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V jednom case na jednom misté zaznivaji hlasy rodiny, jejich jednotlivych ¢lent a hlasy
pritomnych odbornikt/pracovnikd. Diky tomu se vsSichni navzajem slysi a mohou efektivné
pracovat na tom, co je treba, co je zadouci. Eliminuje se opakovani popisu situace, kterou si
rodina prochazi. Eliminuje se neefektivnost /mala efektivnost/ soliterni prace rodina vs 1
odbornik, dité vs odbornik; rodi¢e vs odbornik. Chapeme tento systém prace jako maximalni
vyuziti veskerych zdrojii smérem k reseni situace, zplnomocnovani klienta/frodiny!

Ovsem dllezitou podminkou je, Ze se v daném okamziku vsichni spolecné respektuiji, vsichni
maji svlj dostateény c¢as na vyrféeni emoci, myslenek a napadl. To ze setkani ma
nadefinovany &as, po ktery bude setkdni probihat. Ze se setkani déje s cilem najit Feseni,
zdroje, uvédomit si, co uz se déje dobrého. Ze cely tym znd pravidla a principy a fidi se jimi.
VSichni si jsou pfi setkani rovni a pfi vétsim poctu pritomnych je pfitomen nezavisly
facilitator.

- Diky ¢emu muze multidisciplinarni tym fungovat v praxi?

Asi jsem zodpovédéla vyse — setkani ma dana pravidla a principy a Fidi se jimi cely tym. A
vsichni maji spole¢ny zajem — zajem klienta/rodiny.

- Co naopak brzdi implementaci multidisciplinarniho tymu v praxi?

Mald zkusenost s MD tymy. Casovd ndroc¢nost sladit na jeden &as vice lidi (organizaéné
naroc¢néjsi logistika). Obavy rodiny, pokud se jim dostatecné nevysvétli a nehovofi se s nimi,
v ¢em je MD tym efektivnéjsi.

Obavy odbornikii hovorit pred jinymi odborniky (dlouholetd individualni praxe).
Nepochopeni roli ¢lenl tymu navzajem. Jakasi pomyslna asymetrie mezi odbornostmi, ktera
muze pramenit z neznalosti profesi.

Finan¢ni' limity — jsme omezeni financemi, které mdizeme platit pritomnych externim ¢lendm
MD tymu.

- V jakych rolich a s jakymi kompetencemi vystupuji osoby v multidisciplinarnim tymu?

Kazdy pfitomny ¢len je plnohodnotnym ¢lenem a pfichazi a pfispiva do setkani svymi popisy
situace, emoci myslenkami, napady. Vsichni maji stejné kompetence, mame nadefinovana
pravidla, principy, na prvnim setkani /nékdy jiz pred timto prvnim setkdanim/ jsou rodina i
prizvani ¢lenové seznameni s pravidly. To, zda se plany a véci budou dit tak, jak se na setkani
nadefinuji je na rozhodnuti rodiny/klienta. Ve se déje v nejvyssim zajmu ditéte a rodiny!
-Jaky je proces prace multidisciplindrniho tymu? (planovani, organizace, pribéh setkani)
Prvni setkani rodiny je v nasem OSP se socialnim pracovnikem. Ten zjistuje situaci
ditéte/rodiny/klienta. Navrhuje moznost setkdvat se v MD tymu, nyni mizeme zrealizovat 3
takovato MD setkani (jsme limitovani financemi). Socidlni pracovnik priblizi klientovi, jak
tato setkani probihaji, kdo je na nich pritomen, jaké jsou role ucastnikd, jaké jsou vyhody
tohoto setkani. Je na rodiné/klientovi, zda vyuzije moznosti MD tymd, ¢i nikoliv.

Socialni pracovnik pak naplanuje terminy, svola tym.

Na samotném setkani, které trva zpravidla 90 — 120 minut, se vSichni vzdjemné predstavi,
sdili sva ocekavani. A pracuje se formou otevieného dialogu /anticipacniho rozhovoru,
reflektujicich tymd/ Po 3 setkani probiha opét setkani rodiny se socialnim pracovnikem,
vyhodnocuje se pfinos MD setkani. V prabéhu spoluprace probihaji intervize, ale jen
odbornikt. Zatim neprobihaji intervize za pfitomnosti rodiny/klienta.
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Rodina muze kdykoliv prestat sluzbu vyuzivat, stejné jako opétovneé ji zacit vyuzivat!
-Jaké jsou vyhody a nevyhody multidisciplindarnich tym0 v praxi?

Z mého pohledu jsou to jen vyhody, kdyz se déje vSe v duchu respektu, otevrenosti a zajmu
klienta

Vyhody:

Cas — klient/rodina nemusi obchazet jednotlivé profese zvldst.
Informovanost — vSichni zapojeni slysi stejné informace, nezkreslené. Co
Aktivni a platné zapojeni — vSichni jsou aktivni a zapojeni a k dané véci se mize dany " ‘-_.
odbornik vyjadrit prfimo ted a tady, nemusi se ,,polemizovat” co by asi doporudil B
Pochopeni roli — pochopeni roli jednotlivych profesi

Respekt — posilovani respektu k sobé navzajem

Zkompetentnovani - nikdo neprebira za nikoho zodpovédnost

Pomoc/feseni/ situace neni na jedné osobé! Je komplexni!

Nedubluje se pomoc vice odbornikl jedné profese.

Nevyhody:

Casovd ndroénost sladit tym

Finanéni limity (tym svolame jen kdyz mame penize na zaplaceni odbornik)

Spatnd predchozi zkusenost s MD tymem

Hodné profesi na jednom misté mohou byt pro klienta odstrasujici a mize to vést k
nespolupraci. A také mohou vést k vitalizaci problému — stale nékdo mdize mit dojem, ze je
nutnd podpora klienta/rodiny.

) EDUCO

- Co je v pojeti vasi organizace a pfi realizaci TOD multidisciplindarni tym?

Multidisciplinarni tym je setkani rodi¢l ditéte se zdravotnim postizenim raného véku a
odbornych pracovniku (zdravotnickych, skolskych a ze socialni oblasti), ktefi jsou s rodinou
a ditétem v kontaktu. Rodice se sami rozhodnou, s kym by se chtéli potkat i s ohledem na cil
daného setkani.

- V ¢em vnimate hlavni pfinos prace multidisciplindrniho tymu pfi setkanich TOD? V ¢em
vnimate, ze mlze byt multidisciplinarni tym v pojeti TOD pfinosnym zptsobem prace? Co
déla multidisciplinarni tym efektivni?

Hlavni pfinos TOD je spolec¢né setkani v jeden ¢as na jednom misté vyse uvedenych lidi,
kteri spolecné hledaji postupy v pristupu k ditéti na nasledujici obdobi' s ohledem na aktualni
moznosti a potreby rodiny. Velmi dllezité je sladéni pristupt k ditéti, vyjasnéni si pfipadné
odlisnych nazor( na aktualni situaci, a v neposledni fadeé i vzajemné uceni se a ziskavani
novych informaci a zkusenosti od sebe navzajem.
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-Diky ¢emu muze multidisciplindarni tym fungovat v praxi TOD?

Multidisciplinarni tym muze fungovat diky predevsim osobnimu predstaveni a vysvétleni
celého modelu TOD odbornym pracovnikim a prizvani je ke spolupréci s dostate¢nym
¢asovym predstihem.

Dale je potreba nastaveni dobré koordinace setkani TOD a drzeni jasné struktury setkant.
Zajisténi vhodnych odbornik( na pozici facilitdtora setkani, ktery celé setkani vede.

Vhodna se jevi i finanéni odména pro ucastniky setkani (v sou¢asné dobé neni potreba
finanéni odmény pro socialni pracovniky, ktefi maji mezioborovou spolupraci v zakladnich
¢innostech své profese). [

-Co naopak brzdi implementaci multidisciplinarniho tymu v praxi TOD? ~ .

Casovd zaneprizdnénost odbornych pracovnikd.
Zarazeni této formy prace do systému, do zakladnich cinnosti odbornych pracovniki z
ostatnich resort( (jak si tuto formu spoluprace vykazat?).

-V jakych rolich a s jakymi kompetencemi vystupuji osoby v multidisciplindarnim tymu pfi
setkanich TOD?

Pri setkani TOD jsou zastoupeny tyto pozice:

C Rodice ditéte: stanovuiji si cil setkani, urcuji, se kterymi odbornymi pracovniky by se chtéli v
ramci setkani potkat. Odsouhlasuji vystup ze setkani TOD (plan podpory ditéte a rodiny).

C Facilitator setkani: odborny pracovnik, ktery setkani vede, drzi strukturu setkani, dohlizi na
casovy rozsah setkani, na to, aby kazdy ucastnik dostal prostor se vyjadrit, a aby setkani
stale vedlo k naplnéni cile, ktery si stanovili rodice. Zajistuje bezpedi prostoru pro vsechny
Ucastniky setkani.

C Odborni pracovnici: pracovnici z resortu zdravotnictvi, Skolstvi a socidlnich véci, ktefi jsou s
ditétem a rodinou v kontaktu. Popisuji svoji aktudlni zkusenost s ditétem a rodinou a aktivné
se podileji na nastaveni podpory ditéte na nasledujici obdobi s ohledem na cil setkani.

CKoordina'tor setkani TOD: zajistuje setkani po organizacni strance (dohodnuti terminu
setkani, pozvani uUcastnikl setkani, zajisténi prostoru, techniky a drobného obcerstventi,

zapisuje prubéh setkani).

- Jaky je proces prace multidisciplinarniho tymu pfi setkanich TOD? (planovani, organizace,
prabéh setkani)
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Setkani ma danou jasnou strukturu, se kterou jsou vsichni Uc¢astnici predem seznameni:

C ivod

C predstaveni metodiky TOD
C cil setkani

( zésady setkéni

C predstaveni vsech pritomnych (kazdy sam sebe), jak dlouho je s rodinou v kontaktu a v jaké pozici
c aktudlni situace z pohledu rodicl, vysvétleni/doladéni cile setkani
c aktudlni situace z pohledu odbornych pracovniki po
C spole¢na diskuse k stanovenému cili setkani AR
c shrnuti hlavnich bodl planu podpory ditéte a rodiny
c dohodnuti dal$iho postupu, popft. terminu setkani

(( zpétnd vazba od Géastniky

C zavér
-Jaké jsou vyhody a nevyhody multidisciplinarnich tyma v praxi TOD?
Vyhody:

c osobni seznameni odbornych pracovnikt

c vzajemné vyjasnéni si vnimani dané situace, rozdéleni kompetenci

( sdilenf dobré praxe

c neprehlceni rodiny, posileni role rodica, usetreni ¢asu a financnich prostredkt rodict
shorizontalita setkani*, vsichni Ucastnici jsou na stejné urovni, kazdy je odbornik na svoji pozici

Cjasné struktura setkani + ¢asovy horizont

c moznost zrealizovat setkani TOD v misté bydlisté rodiny
Nevyhody:

c planovani setkani s velmi dostatecnym ¢asovym predstihem (tedy velmi pecliva koordinace)

( nezarazenost této formy prace do systému/financovani (ve véech resortech)
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Vyskum efektivity faktorov multidisciplinarnych timov

Vymedzenie vyskumnych cielov a vyskumnych problémov

V teoretickych vychodiskach ku realizovanému vyskumu boli formulované okrem
zadefinovania a charakteristiky multidisciplinarnych timov aj faktory ich efektivity, ktoré sa
viazu na materidlo-technické vybavenie, persondlne obsadenie a proces prace na urovni
timu, organizacie a komunity. Tedria prinasa niekolko kategorizacii aspektov zasahujucich
do vyslednej ucinnosti multidisciplinarneho pristupu realizovaného v time - Metodiku pre
meranie faktorov efektivity multidisciplindrnej spoluprace MDT-OARS (Observational
Assessment Rating Scale) (Taylor et al., 2012), 5-skalovu kategorizaciu faktorov podla
Evansa (et al., 2019), metaanalyzu projektov zaoberajucimi sa faktormi Uspesného
fungovania multidisciplinarnych timov, ktorda sa uskutocnila pod dohladom anglického
Narodného centra zdravia (National Health Service — NHS, 2018) a kategorizaciu faktorov
podielajlcich sa na efektivite multidisciplindrneho timu podla Narodného akéného timu pre
liecbu rakoviny (National Cancer Action Team - NHS, 2010). Vyssie spomenuté
kategorizacie prinasaju prehlad funkénych aspektov, no absentuju v nich informacie o ich
konkrétnej efektivite v praci multidisciplinarneho timu.

Realizovany vyskum v ramci projektu Erasmus+ ,Multidisciplinarna podpora pozitivnych
zmien v rodinach v tazkych situdcidch“ ma za svoj ciel sumarizaciu faktorov podielajtcich sa
na efektivite multidisciplinarnych timov pri praci s rodinami v naro¢nych Zzivotnych
situdciach a zaroven zmerat ich Ucinnost prostrednictvom dotaznikového prieskumu medzi
¢lenmi tychto multidisciplinarnych timov v do projektu zapojenych krajinach — Slovensko,
Cesko, Holandsko a Finsko.

Vystupom vyskumu bude sumarizacia faktorov ucinnosti podielajucich sa na praci
multidisciplinarneho timu a sily ich efektu, co méze pomoct pri formovani a organizacii
tychto timov pri praci s rodinami v tazkej situdcii.

Vyskumné hypotézy

Na zaklade uréenych vyskumnych cielov a problémov su stanovené vyskumné hypotézy,
ktoré vzhladom na teoretické vychodiska predpokladaju, ze najvyssiu silu pre efekt prace
multidisciplinarneho timu budu dosahovat faktory suvisiace so vztahovostou v time, so
zabezpecenim odbornosti pristupu a zameranim na klienta a rodinu. Vyskumné hypotézy
tiez odhaduju, ze sa posudzovany efekt jednotlivych faktorov bude liSit vzhladom na
pracovnu poziciu, rezort fungovania a zastavanu rolu ¢lena v multidisciplinarnom time
a pritomnost klienta priamo na stretnuti timu, kedy je predpoklad, Ze respondenti pésobiaci
v socialnych sluzbach ¢i v Skolstve, na pozicii psycholégov, pedagégov a socialnych
pracovnikov, v role facilitdtora, koordinatora, case manazéra ¢ rodinného prislusnika
a v timoch, kde je pritomny klient ¢i rodina, budu udavat vyssi efekt vztahovych a na klienta
zameranych aspektov.
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Vyskumna vzorka

Jednotlivé charakteristiky vyskumnych suborov budu predstavené podla konkrétnych faz
priebehu vyskumu. Kedze cielom vyskumu je zmeranie sily faktorov podielajicich sa na
efektivite multidisciplinarnych timov pracujlcich s rodinami v tazkej situdcii, cely proces
skimania pozostava z niekolkych faz — zo zaznamenavania dalsich faktorov (okrem tych
publikovanych v teoretickych vychodiskach) prostrednictvom dotaznika s otvorenymi
otdzkami, ktorf vyplfiali G&astnici vzdeldvania realizovaného cez projekt Erasmus+; overenie
zrozumitelnosti poloziek vyskumnej metodiky prostrednictvom jej administracie
a zaznamendvania spatnej vazby od odbornikov pbsobiacich v praxi multidisciplinarnych
timov pri praci s rodinami v tazkej situacii a z priameho zberu dat. V tejto casti budu
predstavené skupiny probandov, ktoré sa zucastnili jednotlivych faz vyskumu.

Procesu formuldcie faktorov efektivity prace multidisciplindrneho timu
prostrednictvom vypitiania dotaznika s otvorenymi otdzkami sa zUcastnila prvd skupina
zloZzena zo 40 udastnikov vzdelavania multidisciplindrnej praxe realizovaného cez projekt
Erasmus+. 15 Udastnikov (37,5%) pochddzalo zo Slovenska a 25 udastnikov z Ceska
(62,5%). Najviac probandov pdsobilo na pozicii socidlneho pracovnika — 15 (37,5%). Poziciu
psycholdga alebo skolského psycholdga zastavalo 5 0s6b (12,5%), peer pracovnika 5 os6b
a pedagogického pracovnika tiez 5 ludi. Tri osoby (7,5%) pracovali ako psychoterapeuti,
dve (5%) ako zdravotné sestry a po jednom respondentovi (2,5%) boli zastipené
pozicie/role socidlneho pedagdga, rodic¢a, dobrovolnika, Studenta a Statutdra obcianskeho
zdruzenia. Najviac 0sOb pracovalo pod rezortom ministerstva prace, sociadlnych veci
a rodiny (18 respondentov, 45%), 14 ludi (35%) v naddaciach, neziskovych organizaciach
alebo v obcianskych zdruzeniach patriacich pod ministerstvo vnutra, 6 respondentov (15%)
v rezorte skolstva a dvaja ludia (5%) pod ministerstvom zdravotnictva. Najvyssi pocet
respondentov posobil v praxi do 4 rokov (19 osbéb, 47,5%), 9 ludi malo prax 4-9 rokov
(22,5%), 5 os6b 10-19 rokov praxe (12,5%) a nad 20 rokov praxe malo 7 respondentov
(17,5%). 15 0s06b (37,5%) v tejto skupine ludi v minulosti pracovalo v multidisciplindarnom
time, ale aktudlne uz nepb6sobi, 6 probandov prave iniciovalo aktivitu multidisciplindarneho
timu (15%), 5 ludi (12,5%) nepravidelne pésobi v multidisciplinarnych timoch pod
niekolkymi organizaciami, 3 respondenti (7,5%) dlhsie posobia v multidisciplinarnom time
pod jednou organizaciou, dve osoby (5%) nepo6sobia v multidisciplinarnom time vébec
a jeden clovek (2,5%) po6sobi v multidisciplinarnom time pod niekolkymi organizaciami
pravidelne. Nizsie ponukame tabulkovy prehlad socio-demografickych charakteristik prvej
skupiny respondentov, ktori sa podielali na formulacii faktorov efektivity
multidisciplindrnych timov prostrednictvom vypitiania dotaznika s otvorenymi otdzkami.

Tabulka 1. Zlozenie prvej skupiny respondentov vzhladom na krajinu odbornej praxe

krajina pocet percentd
Slovensko 15 39,6
Cesko 25 60,5
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Tabulka 2. Zlozenie prvej skupiny respondentov vzhladom na pracovnu poziciu alebo

rolu
profesia pocet percentd

psycholdg/skolsky psycholdg 5 12,5
psychoterapeut 3 7,5
pedagogicky pracovnik 5 12,5
socialny pedagdg 1 2,5
socidlny pracovnik 15 37,5
zdravotnd sestra 2 50

peer pracovnik / peer konzultant 5 12,5

rodié 1 2,5 L
dobrovolnik 1 2,5

Student 1 2,5 o

Statutar 1 2,5

Tabulka 3. Zlozenie prvej skupiny respondentov vzhladom na rezort odbornej praxe

rezort pésobenia pocet percentd
ministerstvo prace, socidlnych veci a
prace Y 18 45
rodiny
ministerstvo skolstva 6 15
ministerstvo zdravotnictva 2 5
ministerstvo vnutra - naddcie, o0.z.
14 35

alebo n.o.

Tabulka 4. ZloZenie prvej skupiny respondentov vzhladom na dizku odbornej praxe

roky praxe pocet percentd

do 4 rokov 19 47,5

4-9 rokov 9 22,5
10-19 rokov 5 12,5
nad 20 rokov 7 17,5

Tabulka 5. Zlozenie prvej skupiny respondentov vzhladom na skilsenost s prdcou
v multidisciplindrnom time

prax v multidisciplindrnom time pocet percentd
ano, prave MDT rozbiehame 6 15,0
ano, dlhsie pdsobim v MDT 3 7,5
nepravidelne pOS‘Ol/)II:Tj Vo viacerych 5 125
organizdcidch
pravidelne pésobim vo viacerych 1 o5
organizaciach '
ano pdsobil/a som, ale v minulosti 15 37,5
nie 2 5,0
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V druhej vyskumnej skupine bolo 21 respondentov, ktori sa zapojili do overenia
zrozumitelnosti poloZiek ako aj celého formatu dotaznika. 11 osob (52,4%) pochadzalo z
Ceska a 10 probandov zo Slovenska (47,6%). Po 7 osbb (33%) pracovalo na pozicii
psycholdga alebo socidlneho pracovnika, 4 respondenti (19%) pracovali ako pedagogicki
pracovnici a po jednej osobe (4,7%) boli zastipené pozicie case managera, socioléga a
zdravotnej sestry. 11 respondentov (52,4%) po6sobi pod rezortom ministerstva prace,
socidlnych veci a rodiny, 5 probandov (23,8) v rezorte skolstva, 3 osoby (14,3%) v
neziskovom sektore pod ministerstvom vnutra a 2 ludia (9,5%) v rezorte zdravotnictva.
Najvyssi pocet respondentov p6sobil v praxi do 4 rokov (10 oséb, 47,6%), 6 ludi malo prax
4-9 rokov (28,6%), 3 osoby 10-19 rokov praxe (14,3%) a nad 20 rokov praxe mali dvaja
respondenti (9,5%). 10 o0s6b (47,6%) sa pravidelne zucastriuje stretdvania
multidisciplindrneho timu vratane posledného roku, 6 probandov (28,6%) sa zvyklo
pravidelne zlucastnovat na stretnutiach multidisciplinarneho timu, ale za posledny rok nie, 4
probandi (19%) nie su clenmi multidisciplindrneho timu a jedna osoba (4,8%) p6sobi v time,
ktory svoju ¢innost zahajuje. Pri uréeni pozicie v time odpovedalo 17 o0s6b, pricom mohli
oznacit aj viac roli, ktord v multidisciplinarnom time zastavali. 8 ludi (30,6%) pdsobilo na
pozicii profesiondla zastupujiceho odbor podielajici sa na rieSeni témy rodiny v tazkej
situacii, 6 respondentov (23,6%) bolo na pozicii case managera, traja ludia (11,4%) na
pozicii facilitatora alebo peer-konzultanta, dvaja probandi (7,7%) boli v roli klienta alebo
blizkej osoby klienta a jedna osoba (3,8%) na pozicii dobrovolnika. 12 respondentov
(57,1%) p6sobi v multidisciplinarnom time so stabilnou zostavou ¢lenov a 5 0séb (23,8%) s
premenlivou zostavou clenov. Nizsie ponukame tabulkovy prehlad socio-demografickych
charakteristik druhej skupiny respondentov, ktori sa podielali na overeni zrozumitelnosti
poloziek dotaznika ako aj jeho celkovej formy formou spatnej vazby.

Tabulka 6. Zlozenie druhej skupiny respondentov vzhladom na krajinu odbornej

praxe
krajina pocet percentd

Slovensko 10 47,6

Cesko 11 52,4

Tabulka 7. Zlozenie druhej skupiny respondentov vzhladom na pracovnu poziciu

profesia pocet percentd
psycholég/skolsky psycholdg 7 33,3
case manager 1 4.7
pedagogicky pracovnik 4 19,0
sociolég 1 4,7
socidlny pracovnik 7 333
zdravotna sestra 1 4,7

Tabulka 8. Zlozenie druhej skupiny respondentov vzhladom na rezort odbornej praxe

rezort pésobenia pocet percentd
ministerstvo prdce, socidlnych veci a rodiny 11 52,4
ministerstvo Skolstva 5 23,8
ministerstvo zdravotnictva 2 9,5
ministerstvo vnutra - naddcie, o0.z. alebo n.o. 3 14,3
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Tabulka 9. ZloZenie druhej skupiny respondentov vzhladom na dizku odbornej praxe

roky praxe pocet percentd

do 4 rokov 10 47,6

4-9 rokov 6 28,6
10-19 rokov 3 14,3
nad 20 rokov 2 9,5

Tabulka 10. Zlozenie druhej skupiny respondentov vzhladom na skisenost s préacou
v multidisciplindrnom time -

prax v multidisciplindrnom time pocet percentd v
1
! \
ano, prdve iniciujeme ¢innost MDT 1 4,8 VoL
. N
~ 1
ano, pravidelne sa zUc¢astrujem o
10 47,6

vratane posledného roku
ano, zvykol/la som sa pravidelne
zUdastnit, ale vy$e roka som sa 6 28,6

nezudastnil/a

nie 4 19,0

Tabulka 11. Zlozenie druhej skupiny respondentov vzhladom na rolu na stretnuti
multidisciplindrneho timu

pozicia v multidisciplindrnom time pocet percenta

profesiondl zastupujici odbor podielajlci sa na rieseni

8 30,6
témy rodiny v tazkej situdcii

case manager 6 23,6
koordinator 1 3.8
facilitator 3 11,4

peer pracovnik / peer konzultant 3 11,4
blizka osoba klienta 2 7,7

klient 2 7,7

dobrovolnik 1 3.8

Tabulka 12. ZloZenie druhej skupiny respondentov vzhladom na stabilitu ¢lenov na
stretnuti multidisciplindrneho timu

stabilita ¢lenstva v multidisciplindrnom time pocet percentd

stabilni ¢lenovia v multidisciplindrnom time 12 57,1

premenliva zostava ¢lenov

5 23,8
v multidisciplindrnom time
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Tretiu skupinu respondentov tvorili ludia zapojeni do priameho zberu dat prostrednictvom
dotaznika pre meranie délezitosti faktorov pre efektivitu multidisciplinarnych timov, ktori bol
administrovany online. Vyskumu sa zucastnilo 56 os6b zo styroch do projektu Erasmus+
zapojenych krajin: 9 0sdb (16,1%) z Ceska, 1 z Finska (1,8%), 11 z Holandska (19,6%) a 35
ludi (62,5%) zo Slovenska. Do priameho zberu dat sa mohli zapojit len osoby, ktoré sa v role
profesionala, laika, klienta alebo rodinného prislusnika ¢i inej blizkej osoby zucastnili
stretnutia multidisciplindrneho timu pri préci s rodinou v tazkej situdcii v krajindch Cesko,
Finsko, Holandsko a Slovensko. Pod pojmom multidisciplinarny tim v ramci vyskumu bola
ponimana skupinu minimalne troch oso6b, z toho aspon dvoch oséb v role viazucej sa na
proces organizacie a vedenia timu (profesionali z réznych odborov — napr. lekar, psycholdg,
ucitel, socialny pracovnik, .. , facilitator, koordindtor, case manager, Studenti, peer,
dobrovolnici, ...) a/alebo z klienta a/alebo jeho blizkej osoby (rodinni prislusnici, kamarati Ci
iné blizke osoby), ktori sa spolo¢ne stretnd na jednom mieste a v jednom case (aj v online
priestore) s hlavhym cielom pozitivnej zmeny u rodiny v tazkej situdcii, pricom je dodrzana
horizontalna struktura vztahov (kazdy clen timu sa podiela na formuldcii ciela a planu
starostlivosti). Najviac 0s6b — 18 ludi (32,1%) pbsobilo na pozicii socidlneho pracovnika, 7
0s6b (12,5%) pracovalo na pozicii psycholéga, po 6 probandov (10,7%) na vedtcej resp.
koordinacnej funkgcii v institlcii a na pozicii Specidlneho pedagdga, 5 (8,9%) respondentov
zastdavalo funkciu psychoterapeutov, 3 ludia (5,4%) pracovali ako pedagogicki pracovnici,
po dvoch probandoch (3,6%) boli zastipené profesie ako socidlny pedagdg, zdravotna
sestra a poradca a po jednej osobe (1,8%) pozicie lekdra, kariérového poradcu,
peer-konzultanta socioléga a laika. 28 respondentov (52,4%) podsobi pod rezortom
ministerstva prace, socidlnych veci a rodiny, 5 probandov (50%) pracovalo v rezorte
Skolstva, 23 os6b (41,1%) v sektore Skolstva a 4 ludia (7,1%) v rezorte zdravotnictva. 1
osoba (1,8%) rezort svojej praxe neuviedla. 40 0s6b (71,4%) sa pravidelne zucastnuje
stretdvania multidisciplindrneho timu vratane posledného roku, 6 probandov (10,7%) sa
zvyklo pravidelne zudasthovat na stretnutiach multidisciplindrneho timu, ale za posledny
rok nie, 9 probandi (16,1%) sa stretnuti multidisciplinarneho timu zucastiuju, ale len
2-3krat do roka a jedna osoba (1,8%) sa multidisciplinarneho timu zucastnila len raz. 37 ludf
(66,1%) posobilo na pozicii profesionala zastupujiceho odbor podielajici sa na rieSeni témy
rodiny v tazkej situdcii, 8 respondentov (14,3%) bolo na pozicii koordinatora, styria ludia
(7,1%) na pozicii facilitdtora, traja probandi (5,4%) boli v roli case-managera alebo
peer-konzultanta a jedna osoba (3,8%) sa multidisciplinarneho timu zicastnila ako rodinny
prislusnik klienta. 38 respondentov (67,9%) pdsobi v multidisciplinarnom time so stabilnou
zostavou ¢lenov a 18 os6b (32,1%) s premenlivou zostavou ¢lenov. 30 probandov (53,6%)
uviedlo, Ze sa multidisciplinarneho timu zucastnuje aj klient, u 26 osdb (46,4%) nie je klient
¢lenom  multidisciplindarneho  timu.  NizSie  ponukame  tabulkovy  prehlad
socio-demografickych charakteristik tretej skupiny respondentov, ktori sa zucastnili
priameho zberu dat pre zmeranie efektu faktorov multidisciplinarneho timu.

Tabulka 13. Zlozenie tretej skupiny respondentov vzhladom na krajinu odbornej

praxe
krajina pocet percenta
Cesko 9 16,1
Finsko 1 1,8
Holandsko 11 19,6
Slovensko 35 62,5
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Tabulka 14. ZlozZenie tretej skupiny respondentov vzhladom na pracovnu poziciu

profesia pocet percentd
psycholdg 7 12,5
psychoterapeut 5 8,9
uditel 3 5,4
socidlny pedagdg 2 3,6
$pecidlny pedagdg 6 10,7
socialny pracovnik 18 32,1
lekar 1 1,8
zdravotnd sestra 2 3,6 -
kariérovy poradca 1 1,8 / ’ ’ o
peer 1 1,8 :\ ‘\/
koordingcia/vedenie sluzieb 6 10,7 \ I
socioldg 1 1,8 o
laik 1 1.8
poradca 2 3,6

Tabulka 15. ZloZenie tretej skupiny respondentov vzhladom na rezort odbornej praxe

rezort pésobenia pocet percentd
ministerstvo prace, socidlnych veci a rodiny 28 50
ministerstvo Skolstva 23 41,1
ministerstvo zdravotnictva 4 7,1

Tabulka 16. Zlozenie tretej skupiny respondentov vzhladom na skisenost s pracou
v multidisciplindrnom time

prax v multidisciplindrnom time pocet percenta
ano, pravidelne 40 71,4
ano, zvykol/la som §a, ale posledny 6 10.7
rok nie
ano, ale mélo - max.2-3krat do roka 9 16,1
ano, len raz 1 1,8

Tabulka 17. ZlozZenie tretej skupiny respondentov vzhladom na rolu na stretnutf
multidisciplindrneho timu

pozicia v multidisciplindrnom time pocet percentd
profesional z odboru 37 66,1
koordindtor 8 14,3
facilitdtor 4 7,1
case manager 3 5,4
peer-konzultant 3 5,4
rodinn{ prislugnik 1 1,8
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Tabulka 18. Zlozenie tretej skupiny respondentov vzhladom na stabilitu ¢lenstva na
stretnuti multidisciplindrneho timu

stabilita ¢lenstva v multidisciplindrnom time pocet percentd

stabilni ¢lenovia v multidisciplindrnom time 38 67,9

premenlivd zostava ¢lenov
18 32,1
v multidisciplindrnom time

Tabulka 19. Zlozenie tretej skupiny respondentov vzhladom na pritomnost klienta na

stretnuti multidisciplindrneho timu

pritomnost klienta na stretnutf

pocet percentd
multidisciplindrneho timu
klient je pritomny na stretnuti
30 53,6
multidisciplindrneho timu
klient nie je pritomny na stretnuti
26 46,4

multidisciplindrneho timu

Vyskumny nastroj — Dotaznik pre meranie dolezitosti faktorov pre efektivitu
multidisciplinarnych timov

Pre vytvorenie dotaznika pre meranie dolezitosti faktorov pre efektivitu
multidisciplindrnych timov boli za zadklad vybrané uz existujuice kategorizacie Cci
metaanalyzy, ktoré sumarizovali uc¢inné aspekty tychto timov - Metodika pre meranie
faktorov efektivity multidisciplindrnej spoluprace MDT-OARS (Observational Assessment
Rating Scale) (Taylor et al., 2012), 5-Skalova kategorizacia faktorov podla Evansa (et al.,
2019), metaanalyza projektov zaoberajica sa faktormi Uspesného fungovania
multidisciplinarnych timov, ktord sa uskutocnila pod dohladom anglického Narodného
centra zdravia (National Health Service - NHS, 2018) a kategorizacia faktorov podielajicich
sa na efektivite multidisciplinarneho timu podla Narodného akcného timu pre liecbu
rakoviny (National Cancer Action Team — NHS, 2010). Z vyssie spomenutych kategorizacii
boli extrahované konkrétne faktory, ktoré boli vzajomne porovnavané a prepojené do jednej
Struktury (vid. Priloha).

KedZe vsetky teoretické vychodiska pre konstrukciu dotaznika pochadzaju zo zahrani¢nych
zdrojov (najcastejsie z Velkej Britanie), rozhodli sme sa pripadné odchylky resp. absencie
dolezitych aspektov zachytit prostrednictvom dotaznika tvoreného otvorenymi otdazkami.
Rovnako bolo potrebné zachytit délezité premenné vstupujice do ponimania ucinnosti
jednotlivych faktorov na urovni socio-demografickych premennych a charakteristik
multidisciplinarnych timov. Dotaznik s otvorenymi otdzkami obsahoval nasledujice
polozky: Co povazujete za multidisciplindrny tim? S akymi typmi multidisciplindrnych timov
pri praci s rodinami v tazkej zivotnej situacii mate skusenosti (napr. pripadové konferencie,
inkluzivny tim, stretnutie okolo dietata, medzirezortné stretnutia, ...)?
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V akej roli ste posobili v multidisciplinarnom time (odbornik, facilitator, klient, rodic, peer
konzultant,..)? Cim moze byt podla Vis spbsob price v multidisciplindrnom time
efektivnejsim oproti inym pristupom v intervencii/ poradenstve/ terapii rodin v tazkej
Zivotnej situdcii? Co podla Vas umoziiuje, aby mohol multidisciplindrmy tim fungovat
v praxi? Co podla Vis brzdi zaviadzanie price v multidisciplindrnom time do praxe? Aki ludia
(aké osoby) vstupuju do multidisciplindarneho timu a aké maju podla Vas klucové ulohy?
S akym procesom prace multidisciplinarneho timu mate skusenost? (planovanie,
organizdcia, vedenie stretnutia..)? Co povazujete za vyhody multidisciplindrnych timov
v praxi? Co povazujete za nevyhody multidisciplindrnych timov v praxi? Ktoré zru¢nosti
alebo kompetencie Vam uz teraz pomahaju vo fungovani v multidisciplinarnom time? Ktoré
kompetencie alebo zruc¢nosti by ste sa potrebovali naucit resp. rozvinut pre fungovanie
v multidisciplindrnom time? Je eSte nieCo, ¢o by ste chceli uviest, v suvislosti
s multidisciplinarnymi timami?

Pri vyhodnoteni odpovedi ucastnikov bolo zachytenych dalSich 41 aspektov, ktoré
respondenti ponimali ako faktory efektivity multidisciplinarnych timov. Spojenim vsetkych
faktorov do jednej Struktury vznikol 187-polozkovy zoznam, ktory sa stal sucastou
dotaznika. Ten bol nasledne administrovany druhej skupine probandov pre zachytenie
zrozumitelnosti jednotlivych poloziek vratane celkovej formy dotaznika. V dotazniku boli
uvedené aj polozky zaznamenavajlice socio-demografické premenné probandov.

Po zapracovani spatnej vazby od respondentov z druhej skupiny v sucinnosti s vysledkami
korela¢nych analyz doslo ku zdruzeniu obsahovo podobnych faktorov do jedného aspektu,
¢im sa dotaznik skratil na 104-polozkovu Strukturu. Na zaciatku dotazniku boli uvedené
socio-demografické otazky a polozky tykajuce sa skusenosti s multidisciplinarnym timom:
krajina odbornej praxe, profesia, rezort odbornej praxe, Uc¢ast na multidisciplindrnom time,
zastavana rola v multidisciplinarnom time, charakteristika multidisciplindarneho timu
vzhladom na stabilitu ¢lenstva a pritomnost klienta.

V dotazniku sa z dévodu operacionalizacie definoval multidisciplindrny tim ako skupina
minimalne troch os6b, z toho aspon dvoch oséb v role viazucej sa na proces organizacie
a vedenia timu (profesiondli z réznych odborov — napr. lekar, psycholdg, uditel, socidlny
pracovnik, ..., facilitator, koordinator, case manager, studenti, peer, dobrovolnici, ...) a/alebo
z klienta a/alebo jeho blizkej osoby (rodinni prislusnici, kamarati Ci iné blizke osoby), ktori sa
spolocne stretnu na jednom mieste a v jednom Case (aj v online priestore) s hlavhym cielom
pozitivnej zmeny u rodiny v tazkej situdcii, pricom je dodrzand horizontdlna Struktura
vztahov (kazdy Clen timu sa podiela na formuldcii ciela a planu starostlivosti).

Priebeh zberu dat a ich statistické vyhodnotenie
Zber dat v priebehu vyskumu bol rozdeleny na tri etapy a viazal na konstrukciu dotaznika

pre meranie délezitosti faktorov pre efektivitu multidisciplinarnych timov a administraciu
jeho findlnej podoby.
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V prvej etape, kedy prebiehalo zachytavanie postojov o efektivite multidisciplinarnych timov
pre doplnenie faktorov ku teoretickym vychodiskam, boli osloveni len uUcastnici, ktori
vstupovali do vzdeldvania viazaného na projekt Erasmus+ ,Multidisciplindrna podpora
pozitivhych zmien v rodindch v tazkych situaciach®. Dotaznik s otvorenymi otazkami im bol
administrovany prostrednictvom google dokumentov, ku ktorym dostali Ucastnici pristup
prostrednictvom mailu. Vyplnenie dotaznika bolo viazané na vstupné dokumenty pre
vzdeldvanie, ¢im navratnost bola 100% a odpovede determinované vysokou motivaciou
a zaujmom o tému vzdelavania. Prva etapa zberu dat prebiehala pocas mesiaca november
2020.

V druhej etape, v ktorej prebiehalo overovanie zrozumitelnosti poloziek ako aj celkového
formatu dotaznika, boli osloveni odbornici, ktori pracovali v multidisciplindrnej praxi formou
mailu. Zber dat prebiehal prostrednictvom prilezitostného vyberu a Ucastnici druhej etapy
vypinali dotaznik pristupny online formou cez google dokumenty. Druhd etapa prebiehala
v mesiacoch september a oktdber 2021.

Do tretej etapy za respondenti zapajali prostrednictvom prilezitostného a lavinového vyberu
v mesiacoch januar a februar 2022. Respondenti boli priamo osloveni prostrednictvom
riesitelov projektu Erasmus+, cez Ligu za dusevné zdravie alebo cez vedenie statnych
institucii- napr. cez riaditelstvo Centier pedagogicko-psychologického poradenstva
a prevencie, Centier pre deti a rodiny, cez odbor skolstva krajskych uradov, riaditelstvo
Uradu prdce, socidlnych veci a rodiny alebo cez koordinatorov podpory ochrany deti pred
nasilim a pod. . Informdcie o zbere dat boli prezentované aj v skupinach odbornikov cez
socidlnu siet Facebook a iélo o skupiny: Pedagdgovia, Uditelky, Uditelia SK; Skolsky
psycholdg do kazdej skoly; Détské poradenstvi a psychoterapie; Psychoterapia
a psychoporadenstvo; Socidlna prica v 21. storo&i: Terénna socidlna praca; Skolski $pecidlni
pedagdgovia na FB; Kariérni centra sobé; Vzdelavanie v psycholdgii a psychoterapii;
Skolsky psycholdég; Psycholégia - ponuky price a daldieho vzdeldvania; Psychologicka
intervizia; Klinicka psycholdégia 2012 a Psycholdgovia vo vycviku.

Data boli spracované v IBM Statistics SPSS v.26.

Vysledky

V nasledujlcej tabulke st uvedené jednotlivé faktory, zoradené podla intenzity podielania
sa na vyslednom pozitivnom efekte prace multidisciplindarneho timu. Respondenti
oznacovali odpovede na sedembodovej Skale, kde 1 znamenad ,vbbec sa nepodiela® a 7

»velmi intenzivne sa podiela“ na vyslednom pozitivnom efekte. V tabulke 1 je uvedené
minimum, maximum, priemer a Standardna odchylka.

Tabulka 20. Efekt jednotlivych faktorov na pozitivhy efekt prace multidisciplinarneho timu
(priemerné hodnoty)
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Poradie Faktory N Min Max Priemer SD

1 ¢lenovia timu sa navzajom

. v ., 5b 3 7 6,58 0,83
vidia a pocuju
2 reSpekt vtime 56 3 7 6,55 0,85
3 dovera v time 55 3 7 6,29 1,05
4 pocit bezpecia vtime 54 3 7 6,26 1,03
5 ochrana zdielanych mforrI\'a,cu 56 1 2 6.18 125
pred zneuzitim
6 dostato¢na pozornost
kazdeh}o Clena tlmu,provcesom 55 3 5 6.11 103 :, ‘\,
v time a ostatnym clenom Vo
timu
7 dostatocne, vzdela’nle 56 5 7 6.11 115
odbornikov v time
8 oCakdvanie a ocenenie
re{evantnych prlspte\vlkov a 54 3 2 6.09 101
prejavov schopnosti clenov
timu
9 zdielanie
poznatkov/skisenosti/ 55 2 7 6,02 1,08
Specifickych pohladov
10 urcenie uloh a kvompete,ncu 55 3 4 6.00 1.05
Clenov timu
11 zladenie cielov a o¢akavanf{

¢lenov timu vzhladom na 55 2 7 5,98 1,15
tému klienta
12 kooperdacia/kolaboracia vtime 56 1 7 5,95 1,21

13 entuziazmus/motivacia clet\ov 55 3 7 5.95 113
timu
14 . . rovt\alfy prvlestor,pre 55 1 7 5.95 1.38
vyjadrenie kazdého Clena timu
15 stanovenie a dodrziavanie
. A s 55 2 7 5,93 1,09
noriem a dohdd timu
16 podpora centracie dialégu a
odporucani na klienta a jeho 53 2 7 5,92 1,22
potreby
17 podporujlce timové vztahy 56 4 7 591 0,92
18 prijimajudce otvorené tlm'ove 56 3 7 591 103
vztahy
19 stanovenie jasnych,

realistickycha 56 2 7 5,80 1,15
dosiahnutelnych cielov
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20

21

22

23
24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

udrziavanie horizontality
vztahov v time

na ciel zamerana a plynuld
diskusia

pozitivna uvolnend socidlna
atmosféra

kreativita v time

Ucast odbornikov na stretnuti
ako sucast ich planu prace,
pracovného ¢asu a ich
adekvatneho hodnotenia
spatnd vazba pre ¢lena timu od
ostatnych c¢lenov

zladenie hodnét a postojov
¢lenov timu v téme
multidisiciplinarity

schopnost kritického myslenia
¢lenov timu

¢as stretnutia vyhovujuci
kazdému ¢lenovi a organizacii
poziadanie a poskytnutie
vysvetlenia

inSpiracia medzi ¢lenmi timu
podpora Specifickej role,
odbornosti a skisenosti
kazdého clena v time
potreby klienta su prioritou
pred osobnymi potrebami
¢lenov

supervizia ¢lenov timu
zabezpecenie implementacie
odporucani do praxe
pritomnost odbornikov
zabezpecujucich komplexny
pristup ku klientovi
vytvorenie akéného planu
starostlivosti o klienta
moznosti pre zdielanie
informacii a poznatkov v
organizacii

dostatocne velkd miestnost a
dostatok miest na sedenie
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52

53

56
55

55

55

51

54

54

54
56

54

54

51
50

52

54

54

5,79

5,77

5,77
5,76

5,75

5,75

5,75

5,70

5,70

5,69
5,66

5,65

5,59

5,59
5,58

5,56

5,54

5,54

5,54

1,24

1,19

1,08
0,98

1,29

1,39

1,29

1,22

1,37

1,34
1,08

1,17

1,46

1,65
1,20

1,37

1,60

1,13

1,61




39

40

41

42

43

44

45

46

47
48

49

50

51

52

53

54

zdielany proces a
zodpovednost ¢lenov timu a
konsenzus pri rozhodovani a

tvorbe akéného planu
vytvorenie zapisnice zo
stretnutia a zdznamu do karty
klienta

¢lenovia timu maju pristup ku
pracovnym materidlom pocas
stretnutia timu (v tlacenej ¢i
elektronickej verzii)

spatna vazba ¢lenom timu o
naplfiani odpordcan{

Cas stretnutia modifikovatelny
vzhladom na typ a zdvaznost
pripadu

vytvorenie kontaktov s
komunitnymi partnermi pre
poskytovanie starostlivosti
dodrziavanie planu
starostlivosti po skoncenf timu
humor v time

pritomnost koordinatora
suborné zhromazdovanie
informdcii o klientoch na
jednom mieste

vyhybanie sa stibeznym
komunikacnym Iinidm popri tej
hlavnej

motivacia pre dalsie
vzdeldvanie

podpora organizacie pre
vzdeldvanie c¢lenov timu
adekvatne fyzikdlne
charakteristiky miestnosti pre
tim (osvetlenie, ticho, teplota,
vetranie, ...)

dostupnost Udajov o klientoch
pre kazdého clena timu
pritomnost zariadenia pre
distan¢né zapojenie ¢lena timu
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54

53

54

54

56

53

49

54
52

54

53

52

54

54

52

54

5,52

5,49

5,48

5,46

5,45

5,43

541

541
5,40

5,39

5,38

5,35

5,33

5,33

531

5,30

1,53

1,97

1,69

1,13

1,29

1561

1,43

1,30
1,84

1,51

1,51

1,23

1,43

1,53

1,81

1,64




55

56

57

58
59

60

ol

62
63

64

65

66

67

68

69

70

71

72

73

zabezpedeny postup pre
otvorenie pripadu klienta v
time

intervizia ¢lenov timu
pravidelné a dlhodobé
stretnutia timu

Casova flexibilita stretnuti timu
zavadzanie Standardnych
postupov liecby
inStituciondlna podpora
multidisciplinarity na stretnutf
timu (legislativa, systémova,
finan¢na)

dodrziavanie programu
stretnutia

dalsie vzdeldvanie ¢lenov timu
nastavenie procesu odosielania
klientov inej organizacii
zaznamendvanie vyuzivania
sluzieb starostlivosti klientmi
zabezpedenie rovnakého
pristupu ku sluzbam vzhladom
na socio-demografické udaje
pravidelnd evalvacia efektivity
prace timu

odborny garant ako ¢len timu
zladenie komunikdcie klientov
s externymi odbornikmi a ich
sluzbami

dostupnost potrebnych a
aktudlnych informacii Ci
materidlov o klientovi pred
stretnutim

moderné digitdlne vybavenie
(hardvér, softvér)

existencia metodiky pre
organizaciu prace v time
Uloha a procesy v time
zaznamenané v internych
spisoch organizacie

zaznam spatnej vazby od
externych partnerov
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51

50
53
52
52

53

55
52
52

49

47

50
56

51

53

53

52

49

51

L

N NN N

5,27

5,26
5,25
5,19
517

5,08

5,07
5,06
5,06

5,04

5,02

5,02
5,00

4,98

4,92

4,92

4,90

4,86

4,80

1,37

1,71
1,62
1,77
1,57

1,85

1,39
1,50
1,35

1,47

1,85

1,77
2,37

1,78

1,84

1,81

1,99

1,90

1,71




74

75
/76

77

/8

79

80

81

82

83

84

85

86
87

88

89

90

zabezpecenie
uznasaniaschopnosti stretnutia
klient ako ¢len timu
zaznamenavanie chybajlcich
dat o klientovi

¢len rodiny alebo ind
podporujlica osoba blizka
klientovi ako ¢len timu
odporucania zalozené na
evidence-based zdklade
zaznamenavanie nezhod
medzi ¢lenmi v odporuicaniach
zahrnutie potrieb komunity do
prace timu

¢len timu zabezpecujuci
organizaciu vzdeldvania
ostatnych ¢lenov timu
stabilny harmonogram
stretnuti (den a cas)
zasielanie programu stretnutia
¢lenom timu pred stretnutim
timu

spatna vazba od komunitnych
partnerov a komunit
podnecovanie legislativnych
zmien pre podporu
multidisciplindrnych timov
manazment rizik v time
zavedena stratégia pre
zachytenie nezrovnalosti
medzi odporucaniami réznych
timov k jednému pripadu
zaznamenanie vysvetlenia
odklonu od standardizovaného
postupu liecby/starostlivosti
pritomnost case managera
klienta

integrované digitdlne databazy
klientov timu dostupné pre
¢lenov timu resp. organizacie
podielajlce sa na organizacii
timu
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51
56
49

55

47

50

44

51

54

55

46

47

47

44

47

51

49

4,69
4,63
4,57

4,55

4,49

4,48

4,34

4,33

4,28

4,27

4,24

4,23

4,19

4,16

4,15

4,12

4,10

1,94
2,26
1,84

2,12

1,76

1,75

1,54

1,88

2,09

2,12

1,74

1,83

1,79

1,83

1,72

2,50

1LES)




91 evidovanie odklonu procesu

, . , 43 1 7 4,00 1,94
timu od smernice timu

92 terénny charakter stretnutf -
moznost stretndtsav 52 1 7 3,98 2,40
domadcnosti klienta
93 pritomnost facilitdtora 52 1 7 390 2,38
94 pritomnost napatia vtime 53 1 7 3,74 1,82
95 peer ako ¢len timu 54 1 7 3,69 2,14
96 odbornik na legislativu ako c/len 54 1 2 3.67 228
timu
97 rocné prehodno'covalnle 46 1 - 363 1.90
smernice timu
98 financény pldn prace timu 46 1 7 3652 2,05
99 mformac.ne‘: kz‘am‘p?ne ohla,dom 46 1 2 3.46 183
multidisciplinarnych timov
100 zab}ezpec}enle aItern?ue 57 1 y 337 207
nepritomnych odbornikov
101 pritomnost (prezencnej resp.

distanc¢nej) podpory odbornika
pre informatiku pocas
stretnutia timu

52 1 7 326 201

102 terénny pracovnik ako c,Ien 50 1 2 322 1.95
timu
103 lekdr ako ¢élen timu 56 1 7 3,02 1,89

104  evidencia timu v narodnej resp.

, C 43 1 6 284 1,79
nadnarodnej sieti timov

Na z3dklade priemernych hodnot sa ako najddlezitejsie faktory podielajice sa na pozitivhom
efekte prace multidisciplindrneho timu javia — ¢lenovia timu sa navzajom vidia a pocuju,
reSpekt v time, dévera v time, pocit bezpedia v time, ochrana zdielanych informacii pred
zneuzitim, dostatocnd pozornost kazdého clena timu procesom v time a ostatnym ¢lenom
timu, dostato¢né vzdelanie odbornikov v tim, ocakavanie a ocenenie relevantnych
prispevkov a prejavov schopnosti ¢lenov timu, zdielanie poznatkov/skisenosti/ Specifickych
pohladov, uréenie uUloh a kompetencii ¢lenov timu. Faktory, ktoré sa respondentom javia ako
najmenej dolezité - peer ako clen timu, odbornik na legislativu ako c¢len timu, rocné
prehodnocovanie smernice timu, finanény plan prace timu, informaéné kampane ohladom
multidisciplinarnych timov, zabezpecenie alternacie nepritomnych odbornikov, pritomnost
(prezencnej resp. distancnej) podpory odbornika pre informatiku pocas stretnutia timu,
terénny pracovnik ako clen timu, lekdr ako ¢len timu a evidencia timu v narodnej resp.
nadnarodnej sieti timov.

Dalej nés zaujimalo, & existuji rozdiely v hodnotenf{ faktorov medzi krajinami. Z analyz sme
vylucili Finsko (1 respondent). Pre overenie existencie Statistickych rozdielov sme pouzil
neparametricky Kruskal -Wallis Test. Uvadzame vysledky, kde p < 0,05. Kde boli rozdiely na
Statistickej urovni p < 0,05 boli nasledne vykonané post hoc testy s Bonferroni korekciou. Vo
faktoroch, ktoré nie st uvedené v tabulke 21, rozdiely medzi Ceskom, Slovenskom a
Holandskom neexistovali (p > 0,05).
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Tabulka 21. Porovnanie krajin v ramci faktorov (len signifikantné vysledky)

Krajina M SD Test P
Statistics
Faktor

Cesko 467 2,18
peer ako ¢len timu Holandsko 4,80 1,93 8,246 0,016

Slovensko 3,00 1,92

Cesko 422 2,11
klient ako ¢len timu Holandsko 6,09 1,81 6,628 0,036

Slovensko 4,20 2,27

pritomnost case managera Cesko 4,00 2,98
Klienta Holandsko 6,00 0,89 8,833 0,012

Slovensko 3,39 2,43

dostatoc¢né vzdelanie Cesko 5,67 1.22
odbornikoy v tme Holandsko 5,73 1,19 6,047 0,049

Slovensko 6,46 0,82

uréenie dloh a kompetencif Cesko 513 1,36
Elenov tmu Holandsko 5,73 1,19 7,298 0,026

Slovensko 6,31 0,80

Cesko 6,44 1,33
reSpekt v time Holandsko 7,00 0,00 6,175 0,046

Slovensko 6,43 0,81

potreby klienta su prioritou Cesko 5,38 1,30
pred osobnymi potrebami Holandsko 6,55 0,69 8,142 0,017

¢lenov Slovensko 5,32 1,59

¢lenovia timu maju pristup ku Cesko 4,00 2,39
pracovnym materidlom pocas Holandsko 5,09 1,51 8,708 0,013

stretnutia timu Slovensko 6,06 1,18

terénny charakter stretnuti - Cesko 6,38 0,92
moznost stretnit sa v Holandsko 4,00 2,49 9,499 0,009

domdcnosti klienta Slovensko 3,34 2,31

zasielanie programu Cesko 2,25 1,91
stretnutia ¢lenom timu pred Holandsko 4,91 1,87 8,080 0,018

stretnutim timu Slovensko 4,63 1,96

zabezpelenie Cesko 3,50 2,14
uznasaniaschopnosti Holandsko 4,33 0,71 6,411 0,041

stretnutia Slovensko 5,15 1,99

dodrzZiavanie programu Cesko 413 1,46
stretnutia Holandsko 4,82 1,33 6,949 0,031

Slovensko 5,49 1,09

vytvorenie zépisnice zo Cesko 3,63 2,45
stretnutia a zdznamu do karty Holandsko 4,67 1,73 14,350 0,001

klienta Slovensko 6,23 1,44
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Cesko 417 0,75
Holandsko 5,91 1,04 8,960 2 0,011
Slovensko 5,72 1,17
zabezpedenie rovnakého Cesko 4,33 1,63
pristupu ku sluzbam Holandsko 3,56 1,67
vzhladom na socio-
demografické Udaje Slovensko
rocné prehodnocovanie Cesko 2,57 172
smernice tmu Holandsko 5,00 1,10 8,851 2 0,012
Slovensko 3,22 1,85
Cesko 229 138
Holandsko 4,70 1,49 6,963 2 0,031
Slovensko 4,16 2,03

zabezpecenie implementacie
odporucani do praxe

8,904 2 0,012
5,52 1,71

evidovanie odklonu procesu
timu od smernice timu

Vo faktore peer ako ¢len timu sa rozdiely na zaklade post-hoc testov (Bonferroni korekcia)
preukazali medzi slovenskymi a holandskymi respondentmi (Test Statistics = 13,221; p =
0,047). Holandski respondenti (M = 4,80; SD = 1,93) povazuju peera ako ¢lena timu za
dolezitejsi faktor ako slovenski respondenti (M = 3,00; SD = 1,92).

Podobne (Test Statistics = 13,506; p = 0,038) holandski respondenti (M = 6,09; SD = 1,81)
pokladaju klienta ako ¢lena timu za dolezitejsi faktor ako slovenski respondenti (M = 4,20;
SD =2,27).

Pritomnost case managera klienta (Test Statistics = 14,496; p = 0,010) je podobne
dolezitejsia pre holandskych respondentov (M = 6,00; SD = 0,89) ako pre slovenskych (M =
3,39; SD = 2,43) respondentov.

Vo faktore dostatocné vzdelanie odbornikov v time sa rozdiely (post hoc test — Bonferroni
korekcia) rozdiely medzi jednotlivymi krajinami nepreukazali (p > 0,05).

Urcenie Uloh a kompetencii ¢lenov timu (Test Statistics = - 14,652; p = 0,035) je ddlezitejsim
faktorom ceskych respondentov (M = 6,44; SD = 1,33) ako pre slovenskych (M =6,31; SD =
0,80) respondentov.

Respekt v time (Test Statistics = 10,871; p = 0,042) je dolezitejsSim faktorom pre
holandskych respondentov (M = 7,00; SD = 0,00) ako pre slovenskych (M =6,43; SD = 0,81)
respondentov.

Faktor potreby klienta su prioritou pred osobnymi potrebami ¢lenov (Test Statistics =
14,112; p = 0,018) je ddlezitejsim pre holandskych respondentov (M = 6,55; SD = 0,69) ako
pre slovenskych (M = 5,32; SD = 1,59) respondentov.

Faktor s ndzvom c¢lenovia timu maju pristup ku pracovnym materidlom pocas stretnutia
timu (Test Statistics = -15,055; p = 0,030) sa vo vacsej miere podiela na vyslednom
pozitivnom efekte prace multidisciplinarneho timu u slovenskych respondentov (M = 6,06;
Sd = 1,18) ako u ¢eskych (M = 4,00; SD = 2,39) respondentov.
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Terénny charakter stretnuti - moznost stretnut sa v domacnosti klienta (Test Statistics =
17,719; p = 0,000) je prinosnejsi podla ¢eskych respondentov (M = 6,38; SD = 0,92) ako
podla slovenskych (M = 3,34; SD = 2,31) respondentov.

Vo faktore zasielanie programu stretnutia ¢lenom timu pred stretnutim timu sa preukazali
rozdiely (Test Statistics = - 18,023; p = 0,036) medzi ¢eskymi (M = 2,25; SD = 1,91)
a holandskymi (M = 4,91; SD = 1,81) respondentmi — Ceski ¢lenovia multidisciplinarnych
timov pokladaju tento faktor za menej prinosny ako holandski. Podobne aj medzi ¢eskymi a
slovenskymi respondentmi (Test Statistics = - 16,321; p = 0,021), kde slovenski respondenti
(M =4,63; SD = 1,96) pokladaju tiez tento faktor za prinosnejsi ako ¢eski respondenti.

Vo faktore zabezpecenie uznasaniaschopnosti stretnutia sa v post hoc testoch (Bonferroni
korekcia) medzi krajinami rozdiely nepreukazali.

Dodrziavanie programu stretnutia (Test Statistics = - 14,521; p = 0,045) pokladaju
slovenski respondenti (M = 5,49; SD = 1,09) za prinosnejsie ako ¢eski (M = 4,13; SD = 1,46).
Vytvorenie zapisnice zo stretnutia a zaznamu do karty klienta (Test Statistics = - 17,912; p
= 0,004) pokladaju za prinosnejsi faktor slovenski respondenti (M = 6,23; SD = 1,44) viac
ako ceski respondenti (M = 3,63; SD = 2,45) a dalej (Test Statistics = - 13,544; p = 0,031)
slovenski respondenti (M = 6,23; SD = 1,44) viac ako holandski (M = 4,67; SD = 1,73)
¢lenovia multidisciplinarnych timov.

Zabezpecenie implementacie odporicani do praxe sa preukazalo (Test Statistics = - 17,339;
p = 0,014) ako prinosnejsie u slovenskych respondentov (M = 5,72; SD = 1,17) viac ako u
Ceskych (M = 4,17; SD = 0,75) a taktiez (Test Statistics = - 19,348; p = 0,017) viac u
holandskych (M = 591; SD = 1,04) ako u c¢eskych (M = 4,17, SD = 0,75) ¢lenov
multidisciplinarnych timov.

Zabezpecenie rovnakého pristupu ku sluzbam vzhladom na socio-demografické udaje (Test
Statistics = - 13,903; p = 0,015) pokladaju slovenski ¢lenovia timov (M =5,52; SD =1,71) za
prinosnejsie ako holandski (M = 3,56; SD = 1,67).

V ramci faktoru ro¢né prehodnocovanie smernice timu (Test Statistics = - 16,058; p =
0,030) pokladaju holandski ¢lenova timov (M = 5,00; SD = 1,10) tento faktor za prinosnejsi
ako Ceski ¢lenovia (M = 2,57; SD = 1,72), ale aj (Test Statistics = 12,125; p = 0,026) ako
slovenski respondenti (M = 3,22; SD = 1,85).

A napokon, faktor evidovanie odklonu procesu timu od smernice timu (Test Statistics = -
14,993; p = 0,036) pokladaju holandski respondenti (M = 4,70; SD = 1,49) za prinosnejsi
ako Ceski (M = 2,29; SD = 1,38) ¢lenovia multidisciplinarnych timov.

Ndsledne sa porovndvala intenzita podielania sa faktorov na vyslednom pozitivnom efekte
prace multidisciplinarneho timu z pohladu rezortu, kde respondenti p6sobia. V rezorte
ministerstva prace, socidlnych veci a rodiny to bolo 51,9%, ministerstva skolstva 42,6%
a ministerstva zdravotnictva 5,6%. Z analyz sme wvylucili respondentov ministerstva
zdravotnictva, z dévodu nizkeho poctu (3 respondenti). Pre porovnanie skupin sme pouzili
Studentov t-test pre dva nezavisle vybery. Vysledky st uvedené v tabulke 22. Aj v tomto
pripade su uvadené iba sStatisticky vyznamné vysledky (p < 0,05). Vo faktoroch, ktoré nie su
v tabulke uvedené, statisticky vyznamné rozdiely medzi jednotlivymi rezortmi neexistovali.
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Tabulka 22. Porovnanie rezortov na zaklade faktorov (len vyznamné vysledky)

Faktor Rezort N M SD t S.V. Coh den S
ministerstvo
pritomnost . C'f:j:i;, 27 470 2,35
case managera Y . 2,165 45 0,036 0,639
. a rodiny
Klienta ministerstvo
v 20 3,15 254
Skolstva
ministerstvo
pravideinéa .~ ciriii} 27 578 1,40
dlhodobé Y . 2,653 46 0,011 0,772
L a rodiny
stretnutia timu ministerstvo
v 21 4,67 1,49
Skolstva
terénny ministerstvo
charakt?r 5 prace,, 26 477 225
stretnuti -  socidlnych veci
moznost a rodiny 3,709 45 <,001 1,088
stretntit sa v ministerstvo
domacnosti . 21 2,48 1,91
. Skolstva
klienta
ministerstvo
me’::itencz socidln cir\a/:z;’ 26 577 148
N yenvi 352 3634 0001 1,051
organizaciu a rodiny
prace v time mlnlfterstvo 22 386 215
Skolstva
ministerstvo
manazment socialn cirjzi;’ 24 483 163
ana yen v 2645 41 0012 0,812
rizik v time a rodiny
mlnlfterstvo 19 342 187
Skolstva
uloha a procesy ministerstvo
zaznamer:/a:re?\e/ socialn cirjzi;’ 24550 1,89
nenans yenv 2026 43 0,049 0,605
internych a rodiny
sp.ls?c.h mlnlfterstvo 21 438 1.80
organizacie Skolstva
. ministerstvo
spatna vazba rice
od socialn chf)/ecfa’ 23 470 155
komunitnych 4 codin 2,039 40 0,048 0,632
partnerov a ministerstv:)/
komunit . 19 3,63 1,83
Skolstva
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Na zdklade vysledkov sa ukdzalo, Ze clenovia multidisciplinarnych timov z rezortu
ministerstva prace, socidlnych veci a rodiny (dalej MPSVaR) pokladaju pritomnost case
managera klienta v time za prinosnejsi faktor ako ti, ktori si z ministerstva skolstva (dalej
MS). Pravidelné a dlhodobé stretnutia timu podobne pokladaji za ddleZitejsie respondenti
MPSVaR ako respondenti z MS. Rovnakeé vysledky sa preukézali aj pri ostatnych faktoroch
uvedenych v tabulke 22 - terénny charakter stretnuti - moznost stretnut sa v domdacnosti
klienta, existencia metodiky pre organizaciu prace v time, manazment rizik v time, uloha
a procesy v time zaznamenané v internych spisoch organizdacie, spatna vazba od
komunitnych partnerov a komunit — sa javia ako prinosnejsie clenom timov z MPSVaR ako
¢lenom timov MS.

Zaujimavé boli aj rozdiely v intenzite podielania sa faktorov na vyslednom pozitivhom efekte
prace multidisciplinarneho timu z pohladu toho, ¢i je zvykom clenstvo klienta sluzby v ramci
multidisciplinarneho timu. Pre porovnanie skupin sme pouzili Studentov t-test pre dva
nezavisle vybery. Vysledky su uvedené v tabulke 23. Aj v tomto pripade su uvadené iba
Statisticky vyznamné vysledky (p < 0,05). Vo faktoroch, ktoré nie su v tabulke uvedené,
Statisticky vyznamné rozdiely medzi ne/pritomnostou klienta v time neexistovali.

Tabulka 23. Porovnanie na zaklade ne/pritomnosti klienta v time (len vyznamné vysledky)

Cohen's

Faktory Klient N M SD t S.V. d

ano 30 550 1,72
nie 25 3,48 2,37
adekvatne fy2|l.<al'ne ino 28 500 154
charakteristiky
miestnosti pre tim 5144 51 0,037 -0,590
(osvetlenie, ticho, nie 25 584 1,28 ’
teplota, vetranie, ...
terénny charakter 4., 27 507 220
stretnuti - moznost
stretndt sa v
domdcnosti klienta
dostupnost . 29 448 177
potrebnych a
aktudlnych informacii -
Ci r'naterlz‘alov o) nie 23 565 158 2,481
klientovi pred

stretnutim

klient ako ¢len timu 3,560 42,87 0,001 0,992

3972 49 <,001 1,114
nie 24 2,71 2,03

50 0,016 -0,693

Vysledky ukazali, ze ak je klient ¢lenom multidisciplindrneho timu (ano), respondenti
pokladaju faktory klient ako ¢len timu a terénny charakter stretnuti - moznost stretnut sa
v domadcnosti klienta ako viac sa podielajice na vyslednom pozitivom efekte prace
multidisciplindrneho timu. Faktory adekvatne fyzikdlne charakteristiky miestnosti pre tim
(osvetlenie, ticho, teplota, vetranie, ...) a dostupnost potrebnych a aktudlnych informacii Ci
materidlov o klientovi pred stretnutim pokladaji za délezitejsie ak klient nie je ¢lenom
multidisciplinarneho timu.
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Interpretacia vysledkov

Vysledky vyskumu merania sily faktorov multidisciplinarneho timu na vysledny efekt jeho
prace preukazuju, ze podla posudenia respondentov maju najvyssiu ucunnost tieto aspekty:
¢lenovia timu sa navzdajom vidia a pocuju, respekt v time, doévera v time, pocit bezpedia
v time, ochrana zdielanych informdcii pred zneuzitim, dostato¢na pozornost kazdého clena
timu procesom v time a ostatnym c¢lenom timu, dostatocné vzdelanie odbornikov v tim,
oCakdvanie a ocenenie relevantnych prispevkov a prejavov schopnosti ¢lenov timu,
zdielanie poznatkov/skusenosti/ specifickych pohladov, urcenie uloh a kompetencii ¢lenov
timu. Vacsina tychto faktorov tvori vztahovu a kolaborativnu zlozku v time, ¢im sa potvrzuje
to, v multidisciplindrnej praxi sa postupuje od izolovanych, sebestacnych a na svoje zaujmy
zameranych odbornikov ¢i institlcii do ich prepajania v sietach ¢ konzorciach, ktoré by
rozvijali spolo¢né zdroje a ndpady. Praca multidsicplinarnych timov je postavend na
vytvdrani a podpore kolaborativnych interakcii s dostatkom dovery, nadeje a reSpektu
a rovnako a participacia na takychto vztahoch si vyzaduje od ¢lenov timu rozvoj tych
zrucnosti, ktoré umoznuju pracovat v takomto time a vytvarat vazby s ostatnymi osobami.
Byt expertom vo svojej odbornej oblasti tak nestadi, vyzaduje sa vedomie ,vztahovosti*
a aktivita, pri ktorej sa ,ten druhy* nezredukuje len na objekt, ale pristupuje sa k nemu ako
ku subjektu s vlastnou realitou, ktorej sa musi kazdy ¢len timu dotykat. Utvaranie vztahov
a partnerstva nie je délezité len medzi odbornikmi v multidisciplindrnom time, ale aj medzi
profesiondlom a uzivatelom sluzby v podobe jednotlivca ¢i celej rodiny. Fungovanie
v multidisciplinarnom time sa tak moze stat tréningom pre utvaranie vztahov odbornikov s
ich klientmi, ktoré si rovnako vyzaduju rovnocenny partnersky pristup s dostatkom dévery,
nadeje a respektu (Jacobs, 2010).

Pri slovenskych respondentoch sa preukazalo, Zze oproti ¢eskym kolegom povazovali za
ucinnejsie aspekty ,clenovia timu maju pristup ku pracovnym materidlom pocas stretnutia
timu®, ,zasielanie programu stretnutia ¢lenom timu pred stretnutim timu*, ,,dodrziavanie
programu stretnutia“, ,vytvorenie zapisnice zo stretnutia a zaznamu do karty klienta“
a ,zabezpecenie implementdcie odporucani do praxe®. Oproti holanskych probandom
hodnotili ako silnejsie faktory ,vytvorenie zapisnice zo stretnutia a zdaznamu do karty
klienta“ a ,,zabezpecenie rovnakého pristupu ku sluzbam vzhladom na socio-demografické
udaje”

Ceski Gcastnici vyskumu posudzovali faktory ,uréenie uUloh a kompetencii &enov timu®
a ,terénny charakter stretnuti - moznost stretnut sa v domacnosti klienta“ za efektivnejsie
ako slovenski respondenti.

Pri probandoch z Holandska sa preukdazalo, ze oproti slovenskym respondentom za
efektivnejsie povazovali faktory ,peer ako ¢len timu®, ,klient ako ¢len timu®, ,pritomnost
case managera klienta“, ,respekt v time“, ,potreby klienta su prioritou pred osobnymi
potrebami ¢lenov* a ,,rocné prehodnocovanie smernice timu*“. Faktory ,,zasielanie programu
stretnutia ¢lenom timu pred stretnutim timu“, ,zabezpecenie implementacie odporicani do
praxe“, ,rocné prehodnocovanie smernice timu“ a ,evidovanie odklonu procesu timu od
smernice timu“ hodnotili za prinosnejsie ako ich ¢eski kolegovia.
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Na rozdieloch v posudzovani efektivity faktorov medzi jendotlivymi krajinami sa podiela ich
rozlicnd socialno-politicka histéria a rovnako aj odliSnosti v zauzivanych modeloch
multidisicplinarmych timov pri praci s rodinou v tazkej situdcii.

Do posudzovania efektivity jednotlivych faktorov multidisciplinarnych timov zasahuje aj
rezort praxe. Vysledky preukazali, ze Uc¢astnici vyskumu pracujuici pod ministerstvom prace,
socialnych veci a rodiny povazovali za viac uc¢inné faktory ,pritomnost case managera
klienta v time®, ,pravidelné a dlhodobé stretnutia timu*, ,terénny charakter stretnuti -
moznost stretnut sa v domacnosti klienta®, ,existencia metodiky pre organizaciu prace
v time“, ,manazment rizik v time®, ,Uloha a procesy v time zaznamenané v internych
spisoch organizacie” a ,spatna vazba od komunitnych partnerov a komunit® ako ich
kolegovia z multidisciplindarnej prace z ministerstva skolstva. Vysledky su ovplyvnené
rozlicnymi procesmi, Standardami a kritériami kvality, pri zebezpeceni starostlivosti
prostrednictvom multidisciplinarneho tému v jednotlivych rezortoch.

Vysledky ukazali, Zze ak je klient ¢lenom multidisciplinarneho timu, respondenti pokladaju
faktory ,klient ako clen timu“, ,terénny charakter stretnuti - moznost stretnut sa
v domacnosti klienta“ a ,dostupnost potrebnych a aktudlnych informdcii ¢i materidlov
o klientovi pred stretnutim“ ako viac sa podielajuce na vyslednom pozitivom efekte prace
multidisciplindrneho timu. Faktory adekvatne fyzikdlne charakteristiky miestnosti pre tim
(osvetlenie, ticho, teplota, vetranie, ...) a dostupnost potrebnych a aktudlnych informacii Ci
materiadlov o klientovi pred stretnutim pokladaji za dblezitejSie ak klient nie je ¢lenom
multidisciplinarneho timu.

Vysledky ukazali, Zze ak je klient ¢lenom multidisciplinarneho timu, respondenti pokladaju
faktory ,klient ako clen timu“ a ,terénny charakter stretnuti - moznost stretnit sa
v domacnosti klienta“ ako viac sa podielajice na vyslednom pozitivom efekte prace
multidisciplindrneho timu. Faktory ,adekvatne fyzikalne charakteristiky miestnosti pre tim
(osvetlenie, ticho, teplota, vetranie, ...)“ a ,dostupnost potrebnych a aktualnych informacii Ci
materiadlov o klientovi pred stretnutim“ pokladaju za dolezitejsie ak klient nie je ¢lenom
multidisciplinarneho timu. Do vysledkov opat mohli vstupit rozdielné mindsety jednotlivych
modelov multidisicplinarnej spoluprace v time, ako aj to, Zze samotna pritomnost klienta

vyznamne vstupuje do procesu spoluprace.

Poznanie sily jednotlivych faktorov dopoméze ku vytvaraniu ¢i nastavovaniu cinnosti v time
a pri rozsireni moznosti zvySenia efektivity jeho prace. Prax jednotlivych
multidisicplinarnych timov je vyznamne odlisna — dand napr. rezortom, lokalitou, partnermi
v komunite, zlozenim odbornikov, témou prace ¢i charakterom organizacie, pod ktord tim
spada. Cinnom kazdého multidisciplindrneho timu je tak jedineénd a zahrnutie sily faktorov
do orgaizacie timu ho podpori v uplatnené jeho potencidlu a vo vyvazeni bariér i tazkosti,
ktoré su pod velmi slabou regulaciou. Urcenie rozdielov medzi krajinami a rezortmi pomoze
zamerat sa v praxi na klic¢ové aspekty (bud z dévodu nizkeho dérazu, ktory je na ne kladeny
alebo z dévodu sSpecificity prace pod jednotlivymi ministerstvami).
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Jednym z hlavnych cielov prohektu Erasmus+ ,Multidisciplinarna podpora pozitivhych
zmien v rodindch v tazkych situaciach” forlmulovaného v ulohe 010 bolo identifikovat
a opisat funkéné modely multidisciplinarnych timov pri praci s tymito rodinami. Pre
naplnenie zadanej Ulohy boli vyuzité postupy analyzy teoretickych vychodisk, kde sa okrem
aktudlnych definicii zadefinovali faktory efektivity timov, ktoré boli nasledne sucastou
jednotlivych modelov. Rovnako sa cez Strukturované interview zachytili priklady dobrej
praxe (EDUCO - stredisko rané péce, Centrum Anabell), ktoré sa rovnako prepojili
s aspektami a modelmi Uspesnej multidisciplinarnej spoluprace. Vyskumom s vyuzitim
dotaznika pre posudenie sily jednotlivych faktorov sa nasledne zostavilo ich poradie.
Statistickymi vypo&tami sa zaznamenali rozdiely medzi krajinami, ktoré sa zapojili do
projektu, medzi rezortami prace a medzi pritomnostou a nepritomnostou klienta na
stretnuti multidisciplinaneho timu. Tieto vysledky tak dpomézu zamerat ¢i rozsirit pozornost
na konkrétne aspekty v time a Specificky ich aplikovat do praxe vzhladom na potreby klienta
a charakter prace.

Do dalsich projektov a vyskumov v oblasti multidisciplinarity sa otvara moznost overit silu
tychto faktorov prostrednictvom experimentalnych postupov, ¢im by sa viac objektivizovala
ich uc¢innost.
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Introduction

When dealing with the difficult life situations of families, the complexity of their
problems often led to lengthy and often inefficient and even victimizing processes. The difficult
situations in the family also affected the adequate psychosocial development of children, which
increased the pressure to provide effective interventions. The development of counselling and
therapeutic approaches has increased the repertoire of methods or techniques for working with
the family, which, however, have not always been reflected in the effectiveness of the helping
process. Gradually, the need arose to use time- and cost-effective methods that would, on one
hand, cover the breadth and interconnectedness of the difficulties in the family and, on the other
hand, provide a professional and supportive service. With the development of multidisciplinary
cooperation, the number of its theoretical concepts and models has increased, the effectiveness
of which has also been recorded in practice. However, he lacked insight into the strength of
specific factors and the differences between departments or the nature of practice.

One of the main goals of the Erasmus + project "Multidisciplinary support for positive
change in families in difficult situations” is formulated in the task O10 - identification and
description of functional models of multidisciplinary teams in working with families in difficult
situations. This publication defines multidisciplinarity and multidisciplinary teams, identifies
their main characteristics, focuses on the relationship and collaborative component, determines
the conditions for the functioning of multidisciplinary teams, advantages and disadvantages of
these teams, naming the roles, tasks and competencies of team members, organization topic and
team meeting planning, processes and models of team functioning and their implementation in
practice. At the same time, it briefly focuses on the characteristics of multidisciplinarity in
Slovakia and the Czech Republic and stops by interviewing examples of good practice. The
research using a questionnaire to assess the strength of the factors of multidisciplinary teams
then focuses on the order of these factors and the differences in various aspects of practice.

The aim of this publication is to provide up-to-date and relevant information on the
success factors of multidisciplinary teamwork and to bring the opportunity to look out the
individual aspects in each team regarding the needs and character of the team.
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Definition of multidisciplinary approach and multidisciplinary team

For families in difficult life situations, the focus of the solution lies in the competence
of various departments and institutions (Kodymova, 2015). A separate, albeit highly
professional and competent, approach of an expert in one field is insufficient, because it fails
to contain the complexity of solving more complicated situations around the family (Krnacova
et al., 2020). The isolated approach of experts in various fields, who, although involved in
finding solutions and supporting positive change in the family, approach it only from the point
of view of their own expertise with a focus on an individual goal, seems to be equally
ineffective. Thus, individual actions of experts may be repeated or may not follow each other,
and it may be incomprehensible and exhaustive for the family, which may lead to mistrust and
consequently to reluctance to cooperate or accept solutions.

The use of a multidisciplinary approach thus becomes the key to achieving positive
results of interventions (Kodymova, 2015) and a fundamental condition for the quality of care
provided for families in difficult health, social, psychological or legal situations (Ondrusova et

al., 2019).
Multidisciplinary approach

At present, the multidisciplinary approach is not only one of the main approaches to
man (together with a holistic, biodromal or bio-psycho-socio-spiritual) (Blatny et al., 2010;
Blatny et al., 2016), but also one of the basic pillars of science and research (Cenék
et al., 2016; Stefanéik, Dulebova, 2017).

Implementing a multidisciplinary approach in practice requires the cooperation of
experts from different disciplines, who are able to look at the difficulties or needs of the
individual as well as the whole family from different perspectives. Teamwork thus becomes a
necessary prerequisite for quality care based on a multidisciplinary approach, where sufficient
attention is paid to team dynamics. The members of a multidisciplinary team not only work side
by side and each only from their own isolated position but work together and are based on a
shared understanding of the goal in caring for the individual or the whole family (Vévoda et al.,

2013).
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The methodology of multidisciplinary cooperation (2015, p. 4) understands the
multidisciplinary approach as “the way in which different professions, different organizations,
cooperate, communicate effectively with each other and plan so as to make the most of their
shared potential of knowledge, experience and interventions for the benefit of the individual or
the whole group. The term benefit means the maximum possible support in the individual
recovery process for people with mental illness with their involvement and respect for their
needs”. Teamwork is considered a basic form of cooperation and is contrasted with the group.
The team is non-hierarchically organized and in its functioning the emphasis is on behavior,
agreements and direct cooperation between individual members. "The organization of team
cooperation is more logistically challenging and time-consuming, but the results are of better
quality" (Methodology of Multidisciplinary Cooperation, 2015 p. 6). A multidisciplinary
approach can thus ensure that coordinated cooperation between experts helps to obtain the
maximum possible benefit with a reasonable number of necessary interventions (Krnac¢ova et
al., 2020, p. 4). Multidisciplinarity is thus collaboration where each expert approaches the
solution in terms of their own professional discipline and knowledge. However, there is a
common problem or theme for different disciplines that work together to find solutions and
stimulate new ideas. The result of the cooperation is a joint solution plan, the individual parts
of which can be clearly connected to a specific department (de Waal, 2018).

In order to better understand the concept of multidisciplinarity and thus its effective
implementation in practice, it is necessary to distinguish it from related concepts such as
intradisciplinarity, interdisciplinarity and transdisciplinarity. Intradisciplinarity is understood
as the cooperation of professionals within a single discipline, with experts coming from
different departments or institutions (Collin, 2009). Intradisciplinarity differs from
monodisciplinary cooperation, which involves the cooperation of experts of one expertise
within one institution or sector (de Waal, 2018). Interdisciplinarity is understood as the joint
work of experts on topics that are the intersection of their professional disciplines, but none of
them covers this area on their own (Pstruzina, 2007). Within the framework of interdisciplinary
cooperation, two different departments are merged so that the output of the cooperation is such
knowledge or information that does not fall within the scope of any of the original disciplines
and exceeds their content. The result is thus dependent on the cooperation of these disciplines
and the nature of the output is modified by the mutual interaction of experts, which is most

visible in common thinking and creation. As a result, the disciplines are interconnected, making
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it difficult to distinguish which of the output falls under which discipline (Collin, 2009; de
Waal, 2018). Transdisciplinarity is the constitution of a new discipline in an area where the
individual scientific disciplines already in progress overlap (Pstruzina, 2007). Experts thus
work from the perspective of a field other than their own and use each other's methods, skills
or techniques. The process of discovery and experimentation itself tends to be more important
than a result that is not always definitive, but can be constantly worked on (Collin, 2009; de
Waal, 2018).

The multidisciplinary approach is implemented through several means, such as -
bilateral and multilateral provision of information, record keeping and file documentation,
preventive, counselling and therapeutic activities, educational measures, evaluation of services
provided, application and cooperation agreement, case conference, inclusive or professional
team, panel meeting, individual child protection plan/personality development plan/educational

process, etc.
Multidisciplinary team

The multidisciplinary team is thus a means of a multidisciplinary approach, a method of
applying the ideas of multidisciplinarity in practice. Through its organization, the priorities of
a holistic, biodromal but also bio-psycho-socio-spiritual model can be more effectively
introduced into work with an individual or the whole family across primary, secondary or
tertiary care (Krnacova et al., 2020). The cooperation of the team members is coordinated and
the methods of collaborative approaches are used in particular (Ells, 1998). The purpose of
multidisciplinary cooperation is thus individualized, complex and organized performance of
professional services (Krnacova et al., 2020). A multidisciplinary team can be of different sizes
and experts from different fields. The character of the team depends on the type and content of
the family's problem in a difficult life situation. The team can thus act as a relatively stable
working group composed of experts within one institution or department, but also from experts
from different institutions and different departments. However, a multidisciplinary team can
also meet just once, solely to find a solution for the individual or family (Majetny et al., 2019).

An individual or family in the work of a multidisciplinary team are not perceived as
passively receiving or subordinates, but as people who actively decide on their own direction
(Krnacova et al., 2020). According to the Methodology of Multidisciplinary Cooperation
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(2015), care and its planning take place at the human level, ie. that service users are partners in
all decisions regarding treatment, recovery goals, the formulation and evaluation of intervention
and recovery plans. Thus, a shared decision-making approach is used in care and planning. An
individual approach is a basic methodological tool for providing support and services in a
multidisciplinary team. Support, intervention and services are provided regarding the needs,
goals, values, possibilities and abilities of the client or family. It is the same with the chosen
ways and means of achieving the goals of the client or family.

The Methodology of Multidisciplinary Cooperation (2015) describes the creation of
multidisciplinary teams at three levels: at the level of one team of inpatient and community
organizations; at the level of virtual teams between inpatient and community teams and mental
health centers and at the level of a community network between municipalities, services,

general community and other sectors.
The first level of multidisciplinary cooperation: teamwork within one team

In this case, it is a type of multidisciplinary collaboration within a team, either within an
inpatient psychiatric care center, a mental health center, or a community team. Its goal is to
create multidisciplinary cooperation organized in a single team with defined members, shared
values and common team procedures and processes that lead to the support of the client or the
whole family on their way to recovery or achievement. Several elements are important in
creating a multidisciplinary team, including the introduction of case management principles,
the establishment of team members, the establishment of a system of multidisciplinary team
meetings, the introduction of information sharing principles, the introduction of recovery plan
processes, respectively achieving the goal or introducing the principle of supervision and case
conferences. Users of the service, or their family members or other close persons, are an integral
part of this process. Depending on whether they are inpatient multidisciplinary teams or
multidisciplinary teams in mental health centers or community teams, these teams include, in
addition to users and their loved ones, people in the professions of doctor / psychiatrist,

psychologist, nurse, social worker, key worker, peer consultant or guardian.

Second level of cooperation: virtual team, multidisciplinary cooperation between two teams
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In this case, it is a matter of establishing and creating cooperation between the two teams
in the client care process, for example between the teams in the inpatient department and the
mental health center team or the community team. It is about creating a collaboration structure
called a virtual team. Its main goal is “the development of cooperation between inpatient and
community services in order to harmonize views and methods of work so as to ensure maximum
continuity of care for the individual or the whole family. The stay in the inpatient department
should not be a complete departure from the plan on which the client worked together with the
community services. The co-operation should also ensure that the necessary care is followed
up immediately after the end of the stay in the inpatient department, in the preparation of which
the teams begin to co-operate as soon as the individual is admitted.” The process of setting up
such teams includes, for example, networking teams in the hospital's catchment area, catchment
team and hospital meetings, setting up virtual teams, individual client meetings and an
individual - key department worker - key mental health center staff member cooperation triad
planning. In addition to the user and his closed ones, the virtual team also includes people from
the professions of doctor / psychiatrist, psychologist, social worker, key staff in the ward and

an employee of the mental health center or community team, or a guardian of the service user.
Third level of cooperation: community network

In this case, it is a cross-sectoral cooperation within one "catchment” area with about
100,000 inhabitants. Multidisciplinary cooperation at the third level is based on the formation
of a team which, through the cooperation of various sectors and entities, contributes to solving
the difficult situation of the person with the problem. Within the defined area, important
representatives from all sectors should meet and respond to the mental health needs of the
catchment area. Mental health centers / community teams are to act as consultants for other
service providers (e.g. GPs) and in mental health prevention and treatment. Two types of
cooperation are envisaged: the creation of a platform for cross-sectoral cooperation and case
workshops. The members of the platform are representatives of the following institutions:
components of the integrated rescue system, city police, guardian, municipality (Community
network body for social protection of children, curators, social workers), representatives of
other community resources, other offices, institutions, entrepreneurs, housing managers, social

services, including residential services, health services, including home care, representatives of
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outpatient clinics - nursing psychiatrist, primary care, employee of a mental health center or
community team, representatives of service users, parents. Case workshops are meetings
convened according to the needs of individual people with experience of mental illness, in
cooperation with a key employee of the mental health center or community team. The case
workshop is a meeting of a person with experience of mental illness, his family, or other close
persons and staff of helping professions or communities. The content of the case meetings is a
joint coordinated activity aimed at meeting the client's needs according to a unified plan aimed

at meeting the identified needs shown in the life cycle.

Conditions for the functioning of multidisciplinary teams

The fact that individual experts have long-term and successful practice in their field does
not guarantee their effective cooperation at the level of multidisciplinary teams. This requires a
different attitude and development of different personal and social competencies than the
implementation of individual specialized practice.

The initiation of multidisciplinary cooperation is, through mutual dialogue, the creation
of conditions for coordinated cooperation and the achievement of common goals. And this
requires the fulfilment of preconditions at the level of personal setting of each member, but also
at the level of formal conditions of teamwork (Krnacova et al., 2020).

Multidisciplinary cooperation requires a different approach of practitioners. It is no
longer enough to have adequately developed professional qualifications and achieved
qualifications. In addition, professionals must be able to work with staff from other disciplines
to comply with the principle of multidisciplinarity. They should be able to recognize situations
where the expertise of other professionals is needed, design new solutions, discover and learn
together with others and seek equal interaction not only with other members of the
multidisciplinary team but with their clients (Doornenbal et al., 2017).

The prerequisite is therefore a specific attitude of each team member ("mindset” for
multidisciplinary cooperation), which includes specific strategies at the level of cognitive
processes (ways of focusing attention, shaping, thinking, finding solutions and decision-
making), affective processes (ways of adequate experiencing, processing and expressing one’s

own emotions and responding to other people’s emotions) and behaviors. It is therefore an
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acceptance that an individual or family may not only be in the exclusive specialized care of one
professional but may benefit from contact with multiple professionals. Understanding the
importance or meaning of multidisciplinary cooperation and its benefits supports dialogues and
collaborative attitudes among professionals, openness in relationships and in cooperation with
the main goal of achieving positive change by their clients (Krnacova et al., 2020, Reitsma,
2020).

One of the necessary features of a multidisciplinary team as a small social group and
thus the main prerequisite for cooperation is the setting of a common goal. Achieving a
common vision supports cohesion in the team as an important aspect of group dynamics and at
the same time another feature of a small social group, which subsequently encourages
cooperation and thus more effectively achieving the set goals (Oravcova, 2004). Sharing
expectations, needs and ideas, based on which the aspirations of multidisciplinary cooperation
are set, is very helpful in formulating common goals. It is also important to name the tasks of
individual team members and the benefits of teamwork. Setting and clear goals is also very
helpful in evaluating the team process and therapeutic change in an individual or family in a
difficult life situation (Reitsma, 2020). The common goal will support the sharing of
information between team members and the joint search for solutions, which also makes the
result of the work commonly owned by the group, as without mutual cooperation none of its
members would be able to achieve the result of individual work. The thoughts or ideas of one
team member become an incentive to discover new opportunities for other team members and
team members can learn together. An open attitude towards new knowledge and perspectives
encourages the sharing of information and ideas (Persoonlijk Meesterschap in hrede
jeugddomein, 2017). Understanding the process and results of multidisciplinary collaboration
as common ownership also supports shared responsibility, which can reduce anxiety for
individual team members for individual responsibility (as can be done with a vertical group
work structure) and increase both confidence and job satisfaction (Wealthy). et al., 2019). The
main goal of multidisciplinary cooperation, namely the perspective of development and positive
change in the client or the whole family in her daily life, should be manifested in the commonly
set goal. By setting a common goal, differences between members of the multidisciplinary team
and between institutions or departments are lost and the perspective of common interests is
encouraged. However, with a shared goal, each member of the team also needs to accept giving

up part of the individual interests or working on a priority that may not fully include his / her
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specialization (Perseolijk Meesterschap in het brede jeugddomein, 2017). Accepting
interdependence in achieving a common goal as a natural aspect of multidisciplinary
cooperation will promote cohesion in the group. One person or institution cannot include the
complexity of approaching the client or family and accepting the position of a member or
institution as one, but equivalent, entity in the chain of services that follow each other, supports
multidisciplinary cooperation (Veeke et al., 2009).

A dynamizing aspect of team cooperation is also a certain degree of tension, which does
not arise on the basis of conflicts or ambiguities, but which is based on achieving individual
goals or meeting the individual needs of team members or institutions (Oravcova, 2004). An
excellent opportunity is to set such goals and stimulate interests, which also lead to the
achievement of a common goal given by development and positive change in the client or the
whole family, but also to the achievement of individual goals (the principle of pluriformity).
These individual aspects of a common goal can be innovation, the pressure of necessity to deal
with a difficult life situation for an individual or family, or support of financial or social goals
of team or institution members (e.g. increased job satisfaction, lower job turnover or absence,
saving money, etc.). The vision of achieving individual goals or meeting individual needs
increases the motivation of team members and represented institutions to overcome frustration
in formulating common goals and ways to achieve them (Veeke et al., 2009). Setting a common
goal also on the basis of individual expectations or naming the fulfillment of individual needs
of team members or institutions in achieving a common goal will maintain their individual
autonomy. Membership in a multidisciplinary team or in any other group does not mean full
identification with the group's standards and suppression of the individual needs of its members.
For effective functioning in a team, it is important to identify with specific, specific standards
or values of the group, with the main goal of effective functioning of the multidisciplinary team
as awhole. Just as each member or institution retains part of its autonomy, the multidisciplinary
team needs to be independent of other groups or teams in its functioning. Autonomy is
considered to be another main feature of a small social group and thus an important prerequisite
for the functioning of a multidisciplinary team (Oravcova, 2004; Veeke et al., 2009)

Independent and transparent process management helps to maintain a certain
independence of the team's functioning and the trust of its members in the ongoing process and
to each other. This also covers the process of gathering, sharing or providing information,

linking contexts, decision-making, solution-oriented procedures, etc. Team process
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management can thus be based on the case manager's case, which is linked to the coordination
of services around the client (Multidisciplinary Cooperation Methodology, 2015; Krnacova et
al., 2020), or from the position of coordinator or facilitator of the team, which ensures the
organization of processes in the team. However, coordination should be performed by the
person who has the greatest prerequisites for maintaining a professional view of the subject or
the whole family (Majetny et al., 2019; Krnacova et al., 2020). The principle of "one family -
one plan - one coordinator" is applied in the functioning of many multidisciplinary teams
(Persoonlijk Meesterschap in het brede jeugddomein, 2017). The position of an independent
team manager in the team will help reconcile the conflicting interests of team members or
involved institutions, reduce tensions in group dynamics, clarify the complexity of team
processes and increase the implementation of solutions in the chain of cooperating institutions
in practice (Veeke et al., 2009). ). It abandons directive leadership from a dominant position
and rather calls for equal cooperation. When activating, collaborative, or interactive methods,
including the formation of a liberating structure, are incorporated into the leadership processes
of a multidisciplinary team, openness in communication and group dynamics will increase.
Specific management procedures are also associated with specific group standards and rules,
which are another condition for the functioning of a multidisciplinary team (Oravcova, 2004;
Reitsma, 2020; Bos-de Groot & van der Vinne, 2016).

Organization of members of the multidisciplinary team, determination resp. naming
their position, roles, competencies, responsibilities or powers is another condition for the
functioning of the team (Reitsma, 2020). The team structure is also understood as a basic
feature of a small social group (Oravcova, 2004).

One of the main prerequisites for successful initiation of multidisciplinary cooperation
is the harmonization of goals, positions and processes in the team, which is based on mutual
cooperation of team members and sharing of information, including the results of cooperation.
The interaction between each member of the team, which takes place directly and immediately,
thus becomes a necessary condition. Interaction is also the last of the six basic features of a
multidisciplinary team as a small social group (Oravcova, 2004). Building relationships that are
based on trust and respect significantly increases the effectiveness of a multidisciplinary team
(Perseolijk Meesterschap in hrede jeugddomein, 2017). Ensuring effective cooperation also
requires controlling the number of members of the multidisciplinary team, where the rule of a

maximum of eight people applies. This limit is determined by ensuring the optimal level of
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performance, communication, dynamics and motivation to cooperate. The condition of a
maximum number of members applies especially to teams that meet regularly. In exceptional
cases or at conciliar meetings or case studies, more than eight people are possible (Krnacova et
al., 2020).

It is therefore important for multidisciplinary cooperation that each involved expert or
institution at the individual level, but also the whole multidisciplinary team together, establishes
a balance between the following aspects of cooperation (Kaats et al., 2005):

a) self-interest versus collective interest - before joining a co-operation, it is important
to clarify how much attention and focus will be on individual priorities and how
much on common ones. It will also provide answers to the questions of what the
benefits and costs of focusing on a common goal will be and whether the fulfilment
of the individual interests of each participant is fair;

b) commitment versus autonomy - the extent to which team members or institutions
want to build a follow-up chain of services in practice and how much they want to
be dependent on the process and results of multidisciplinary cooperation in their
individual work. The answer to this dilemma will also clarify the extent to which
the individual space of the expert in multidisciplinary cooperation will be limited
and where the processes in the team will affect resp. come into conflict with the
internal processes of the institution involved;

c) security versus flexibility - as innovative and creative approaches and results of
cooperation are expected, which require not only flexibility but also a willingness
to bear the risk of the unknown, a willingness to learn and to confront one's own
limits. At the other end of this dimension is the avoidance of change that would
bring new opportunities, which would provide well-known (though not always
effective) solutions that, however, are associated with a reduction in team members'
anxiety. Clarification of this conflict will also be answered by the question of the
extent to which team members or the entire institutions involved can cope with pre-
concluded agreements in the team;

d) knowledge sharing versus knowledge protection - in this dilemma it is important to
clarify how much the members of the multidisciplinary team want to protect their
own knowledge and know-how and how they want to open it to any competition in

the field or issue. Trust in the team plays an important role in these issues.
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e) internal rationality versus external rationality - in this case it is mainly a question of
clarifying how many chains of cooperation the expert or institution is involved in
and whether it is effective to make adjustments to these groupings,

f) great attention dedicated to the relationship versus little attention dedicated to the
relationship - a strong or weak focus on relationships in a multidisciplinary team
brings its advantages and disadvantages. A strong focus on relationships can also
result in a tendency to avoid conflict or a weak tension in the group that is needed to
achieve results. A weak focus on relationships can lead to a strong increase in team
tensions associated with dissatisfaction and reduced openness to sharing and

cooperation (Oravcova, 2004).

Maintaining balance in the described dimensions is necessary not only at the beginning
of multidisciplinary cooperation, but also during it. This process requires constant coordination
and fine-tuning of processes, synchronization between experts in the team and between
different levels in the institutions. It is necessary that all important elements of the organization
work in the same direction with the main development perspective (Labovitz & Rosansky,
1997). This process of coordination and tuning is called harmonization in organizational
theories and helps teams and institutions increase performance. Effective balance maintenance
requires the function of an independent expert who would be a "networker™" of people and a
relationship expert (Verbeek & Odenthal, 2012).

Trust and respect between team members are further important conditions for
multidisciplinary cooperation. Both are the result of the formation of relationships and
partnerships between professionals and the result of the process of achieving a positive change
in the service user at the level of the individual or the whole family in a difficult life situation.
They come from appreciation in interactions and lead to feelings of happiness and confidence
and support motivation in multidisciplinary collaboration. A safe environment is a prerequisite
for sharing information, knowledge and stories from people who are involved in the process of
change. The level of experience of trust in relationships should be a key evaluation criterion not
only of the work of the multidisciplinary team itself, but also of the care provided for an
individual or family in a difficult life situation. Experiencing trust and hope in team
relationships will help to overcome obstacles in the cooperation process. Trust and respect in

relationships heal bonds not only in teams but also in systems and create an environment of
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support. Being open to these relationships brings satisfaction, self-confidence, a sense of work
commitment but also of a lifetime.

Confidence in a multidisciplinary team also arises as a result of the thoughts and
behavior of team members. It arises and grows based on mutual experience. In practice, the
following behaviors help build trust (Reitsma, 2020):

a) concluding specific agreements and their observance - if there is a deviation from the
concluded agreement in the cooperation process, it is very important to notify the other
team members in time and set a solution plan. Communication about unfulfilled
expectations, surprises (positive and negative), failures and disappointments is also
necessary. Even distribution of revenue among team members, but also shared
responsibility for failure is important when setting up common agreements.
(b) each member of the team should strive for predictability and reliability in compliance
with the agreements. If something requires the attention of other members as well, it is
important to discuss it openly and not obscure the essential facts. If this principle is
linked to Johari window theory (Luft & Ingham, 1955 in Oravcova, 2004), team
members should strive to develop a public zone where information about oneself is
known both by the person and by the people who they know him. The dominance of the
public zone is most advantageous in multidisciplinary cooperation. Its predominance is
aided by the self-knowledge of a person who is open not only to feedback but also to
providing an adequate amount of relevant information about themselves in order to build
honest and respectful relationships. This setting promotes confidence in team
members' communication and team partnership;

(c) transparency and openness in relationships - as well as in all information relevant

to cooperation. Trust begins with providing it, and this can be achieved in practice by

sharing knowledge;

d) ensuring real mutual attention and mindfulness - this should be applied at all times

and on the basis of the principles of equality and reciprocity of all members involved

in the team.

The preconditions described above for multidisciplinary cooperation coincide with the
common factors of positive change in any therapeutic context (Norcross & Prochaska, 1999),

which are positive expectations, established relationships and gained attention. This fact was
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also confirmed by further research (Budge et al., 2013), which showed that the defined positive
goals and the collaborative approach of work contribute to the resulting positive change with
the effect force of 0.72. Another important factor is empathy in relationships with a effect force
of 0.63 and the subsequent formation of an alliance with a value of 0.58. Positive expectations,
which are given in a multidisciplinary team by creating a positive change in an individual or
family in a difficult life situation, contribute an effect force of 0.56 and congruence of people
(including predictability of behavior) of 0.49. Factors considering collaborative and relational
approaches far exceed the effect of those factors that relate to the specific professionalism or
use of a specific technique.

Creating and supporting collaborative interactions in a multidisciplinary team with
sufficient trust, hope and respect, as well as participation in such relationships, requires team
members to develop the skills that allow them to work in such a team and build bonds with
others (Jacobs, 2010). It is not enough to be an expert in your field, the members of the
multidisciplinary team are also expected to be active, flexible, alert and resilient. In
multidisciplinary practice, one proceeds from isolated, self-sufficient and self-interested experts
or institutions to their interconnection in networks or consortia that would develop common
resources and ideas. This requires an awareness of "relationship™ and an activity in which the
"other" is not reduced to just an object but is treated as an entity with its own reality, which
each team member must touch. This human-centered practice is expressed in the search for a
"connection” between all stakeholders and perspectives. Relationship experts thus connect not
only people, but also the contexts of the topics addressed. Building relationships and
partnerships is important not only between professionals in a multidisciplinary team, but also
between the professional and the user of the service in the form of an individual or the whole
family. Working in a multidisciplinary team can thus become a training for the formation of
relationships between professionals and their clients, who also require an equal partnership
approach with sufficient trust, hope and respect.

Connecting experts or institutions at the administrative or formal level alone is not
enough and does not guarantee partnership and alliance building. Creating and participating in
open and equal relationships thus becomes the basis for change (Bos-de Groot & van der Vinne,
2016). Gaby Jacobs (2010) uses the term Professionalism 3.0., when an expert becomes not
only an expert in his field, but also an expert in building relationships. This is also associated

with relationship responsibility and relationship awareness. This expands the competencies of
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a multidisciplinary team professional with the skills of a networking and relationship
management professional (Kaats et al., 2005). These competencies include knowledge and
skills in collaborative and dialogical practices and in addressing a focused approach. The
attitude of an expert is modified through personality characteristics and one's own
professionalism. The basic competencies include the ability to enter into relationships and to
participate appropriately in them, the ability to deal with complexity, the ability of prosocial
behavior, management skills and collaborative skills. This knowledge, these competencies or
skills depend on inherited or innate predispositions, but they can also be influenced by the
process of upbringing or education (Oravcova, 2004). Individual or group activities in the
formal and informal level, which will be organized by the management of the organization or
the department to which the multidisciplinary team belongs, are effective for the targeted
development of these assumptions (Krnacova et al.,, 2020). EIPEN - the European
Interprofessional Practice & Education Network - operates at European level. It aims to
stimulate and share effective interdisciplinary training in European postgraduate education and
to improve cooperation procedures in health and social care in Europe to help optimize the
quality of care and the subjective well-being of individuals. As a network of educational and
clinical institutions and individual professionals, it also intends to influence education and
health policy in the European Union and its Member States. The institution organizes
conferences, seminars and workshops and supports common projects of its members.

Other conditions for multidisciplinary cooperation and the formation of
multidisciplinary teams concern the material-organizational and legislative area. The practice
of each profession is determined by legislation, code of ethics and professional standards. It is
essential that every professional learns and follows these standards before taking up the
profession. In multidisciplinary cooperation, experts from different fields come together, who
can be guided by different rules, which can also enter into a conflict. For team cooperation, it
is important to know these differences and, on the basis of dialogue, to agree on a common and
shared goal and the process of achieving it, including participation in the team process.
Legislative frameworks are also important to enable experts to work together, creating a
procedure for the legal and thus secure sharing of information. Material provision for the
functioning of a multidisciplinary team is also one of the conditions for the functioning of
multidisciplinary cooperation. The team requires a suitable meeting space, including material

equipment and information and communication technologies. The material provision of the
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team also includes financial coverage of the salaries of the team members, the presence of a
facilitator or supervisor and the possibility of further education of the team members. Sufficient
time allocation for the work of a multidisciplinary team is another condition for
multidisciplinary cooperation. The time allowance should be sufficient but should not go
beyond the professional activities of the team members. The creation of a time schedule for
regular team meetings is also a part of the time allocation (Krnacova et al., 2020).

In practice, the individual conditions for the functioning of multidisciplinary
cooperation overlap and influence each other and are also part of the team's organization and
management or team mechanisms (e.g. goals, management, structure, roles, competencies,
etc.). Therefore, some of the assumptions described above will be mentioned again in the

following sections.

Advantages and disadvantages of multidisciplinary teams

The benefits of multidisciplinary cooperation are undeniable and many practitioners as
well as science and research consider the multidisciplinary approach irreplaceable. Below there
are some benefits of running multidisciplinary teams:

1. Efforts to maximize the activation of the client or the whole family in a difficult life
situation - in isolated use of professional, albeit highly specialized, service in complex
difficulties, which can be provided in an unequal relationship, inhibits the client's activity and
sometimes even purposeful use of the service. The multidisciplinary team offers its users the
opportunity to set specific short-term or long-term goals or at least participate in their
formulation. This allows the team to significantly activate the individual or the whole family,
which also takes responsibility for themselves and to achieve the desired result, and thus more
adheres to the recommendations given by experts. This will support the clients' internal
resources, which supports the client's personal growth and the realization of his potential, which
in turn increases the efficiency of the care provided. By formulating goals together and the
process of achieving them, clients gain a clearer idea of the expectations of professionals, but

also from themselves, their ability to make decisions and take responsibility for this decision is
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strengthened and the overall resilience of the individual or the whole family is strengthened.
There is also the possibility for a multidisciplinary team to involve close relatives of the
individual or the whole family in achieving the goals, which in many situations can improve
care coordination. Clients can also transfer the experience of sharing, support, relationship or
appreciation from a multidisciplinary team to relationships or groups in their surroundings, thus
further supporting their social network, the effect of care provided but also the sustainability of
positive change (Gaille, 2018; Krnacova et al., 2020; Majetny et al., 2019; Methodology of
Multidisciplinary Cooperation, 2015; Rosell et al., 2018).

2. Using resources in the natural environment of the client or the whole family in a
difficult life situation - multidisciplinary teams focus on getting to know a person in his natural
environment and at the same time in relationships with close people. This knowledge will help
increase the availability of services offered, the fair distribution of care and increase their
implementation by creating new ways of provision. Multidisciplinary teams increase the
availability of resources from several experts or institutions in a given region, also due to the
fact that their activities interconnect these services (Gaille, 2018; Jackson, 1998; Krnacova et
al., 2020; Methodology of Multidisciplinary Cooperation, 2015).

3. Time saving - time efficiency is manifested both in shortening the care process and
in faster availability of services. Because the multidisciplinary team is made up of experts from
different fields, the client or the whole family has automatic access to their services without
having to send them to other staff. The multidisciplinary team also participates in the approval
of the processes of the provided services and has a more effective impact on their
implementation by the given client or the whole family, thus minimizing delays in initiating the
change process. Provision as well as the entire service management becomes more flexible,
which increases the time for direct work with the client or the whole family (Gaille, 2018;
Krnacova et al., 2020; Methodology of Multidisciplinary Cooperation, 2015).

4. Interoperability of service providers compared to the uncoordinated procedure -
thanks to the shared setting of the goal and the way of its achievement, the individual
performances of experts or institutions can in practice better follow each other. This eliminates
the risk of duplicate examinations or ineffective steps. Thanks to the setting of an action plan,
priorities in the provision of services are chosen, thus minimizing the possibility of
contradiction of the provided care and overburdening the client or the whole family (Gaille,
2018; Methodology of Multidisciplinary Cooperation, 2015).

20



RESEARCH STUDY: Efficiency factors and possible functional ky Co-funded by the
models of multidisciplinary teams working with families Erasmus+ Programme

in difficult situations of the European Union

5. The solution of the client's or the whole family's situation in a difficult life situation
is the responsibility of not only of employee, but on a multidisciplinary team - by allowing
professionals to work together for positive change in service users from the beginning, they
quickly get a comprehensive view of the issue, understand the client needs more precisely and
deeply and gain easier access to the best possible treatment options currently available (Gaille,
2018). It also creates the opportunity to provide services in one place, so clients do not have to
share their experiences multiple times, which are often very burdensome. In the process of
providing the service, it is thus possible to avoid re-iatrogenization resp. secondary
victimization of clients (Krnacova et al., 2020; Methodology of multidisciplinary cooperation,
2015).

6. Reducing wrong decisions by complex information gathering about the case - the
presence of several experts and maintaining different perspectives as soon as the solution is
initiated reduces the risk of not only non-functional solutions, but also wrong decisions. Care
from one expert on a complex topic of the client or the whole family can provoke omnipotent
tendencies from the expert, not guarding the boundaries of professional competencies and thus
the risk of error (Majetny et al., 2019). Regular meetings of the multidisciplinary team ensure,
in addition to a comprehensive view of the difficult life situation of clients, also the plasticity
of the insight, which can lead to reassessment of the effectiveness of care provided and its
modification to more effectively achieve positive change. Multidisciplinary cooperation also
helps to prevent excessive specialization of individual tasks and the complexity of the care
provided, which in turn not only reduces the financial and time burden, but also reduces the risk
of defectiveness (Methodology of Multidisciplinary Cooperation, 2015; Tsakitzidis & Van
Royen, 2008).

7. Financial savings - comprehensive, coordinated and continuous care around an
individual or the whole family in a difficult life situation prevents the risk of duplicate or
inefficient services due to the issue. Many studies also report that the work of a
multidisciplinary team shortens hospital stay as well as overall treatment or other professional
care, reduces client mortality and prevents drug overuse. This is reflected in financial savings,
but also in the more efficient use of financial resources, which can lead to valorization of the
finances (Majetny et al., 2019; Methodology of Multidisciplinary Cooperation, 2015; Schmitt,
2001).
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8. Mutual education of employees through cooperation - working in a multidisciplinary
team deepens the knowledge of experts, develops their abilities, skills and new competencies
are acquired. It is a positive consequence of cooperation of people of different specializations
with different experiences. In the process of teamwork, when sharing information, knowledge
or experiences, it is incorporated into each member, even though they did not originally belong
to his specialization. This in turn expands the areas of knowledge of professionals and the
possibilities of implementing knowledge in practice. Thus, experts in the process of cooperation
experience their own personal growth, which will subsequently motivate them to further
professional work, to cooperate with other professionals and to the constant development of
social and team competencies. Through teamwork, the communication skills of professionals
and their collaborative skills are supported, which is subsequently reflected in their positive
career direction. Mutual education of professionals can be particularly beneficial for beginning
professionals (Hsien-Hui & Hsiao, 2013; Krnacova et al., 2020; Methodology of
Multidisciplinary Cooperation, 2015; Rosell et al., 2018).

9. Prevention of burnout syndrome - experts in multidisciplinary cooperation appreciate
the fact that they do not stay alone with the client or the whole family in a difficult life situation,
but that they gain enough professional support and success sharing in the team. At the same
time, they receive assistance in managing conflicts or barriers to the implementation of the care
provided, share responsibility for resolving a complex case with other experts, and creativity,
partnership and the possibility of mutual consultations is encouraged. This process increases
experiencing of the meaning of one's own professional activity, intensifies job satisfaction and
satisfaction at work and reduces the risk of burnout syndrome and thus the premature
termination of a professional's career. In addition to improvement of one's own knowledge and
skills, there is also mutual appreciation and recognition of expertise between professionals,
which builds trust and respect in their relationships, reducing the risk of conflict and rivalry.
By work perspectives alternation (individual interaction with the client - group interaction with
the client - interaction with other experts about the client) and a better distribution of
responsibilities, the risk of overloading the professional is reduced. Burnout prevention includes
also the fact that, thanks to the function of a multidisciplinary team, professionals in the care
network will not be burdened by actions that are ineffective for the effect of treatment
(Krnacova et al., 2020; Majetny et al., 2019; Methodology of Multidisciplinary Cooperation,
2015; Tsakitzidis & Van Royen, 2008; Vendel, 2008).
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10. Strengthening the team - strengthening the professionalism and cooperation of the
members of the multidisciplinary team reinforces the demonstration of mutual respect,
responsibility sharing and competence recognition. The experience of positive interactions and
successes supports cohesion, strengthens the team thus enabling it to gradually solve more
complex and demanding tasks (Krnacova et al., 2020).

11. Collection of information at one place - in the work process of a multidisciplinary
team there is not only information sharing, but also its collection at one place, which contributes
to delayed data availability, but also to evaluation of the care effectiveness (Krnacova et al.,
2020).

12. Support of the management of the whole organization - multidisciplinary teams tend
to be a part of one institution or department, so their activities include resp. follow up on their
activities. Effective management of multidisciplinary cooperation requires connecting and
harmonizing processes in the team as well as those in the organization or department. The effect
of partnership and collaboration can thus be transferred to professional relationships in the
institution outside the team, thus strengthening the organization's management and thus overall
care (Bos-de Groot & van der Vinne, 2016; Krnacova et al., 2020).

13. Better and more effective communication between individuals and professional
groups - one-stop-shop meetings and facilitated interaction lead to significantly more effective
communication compared to professional dyads or messaging. This creates networks leading to
the full, accessible and efficient use of services in the region, thus increasing the overall quality
of life of the community (Bos-de Groot & van der Vinne, 2016; Majetny et al., 2019).

14. Improving the care quality - is a final benefit, which also contributes to the above-
described advantages of multidisciplinary teams based on the synergistic effect of team
members collaboration. The services provided are more targeted and faster. This has the effect
of shortening the time of distress or pain in the individual as well as the whole family,
accelerates the process of adaptation or inclusion and thus increases client life satisfaction,
which is one of the main health components. Members of the multidisciplinary team can extend
the collaborative workflow to other areas of their profession, which will lead to efficient service
delivery also in other areas (Bos-de Groot & van der Vinne, 2016; Krnacova et al., 2020;
Kiivohlavy, 2003; Majetny et al., 2019)
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In addition to the advantages described above, the implementation of multidisciplinary
teams can also bring challenges or disadvantages that each team member, team coordinator and
organization management have to deal with.

1. Time pressure - the provision of services is often associated with time constraints.
There are two key elements to consider when working with a multidisciplinary team. Not only
are team members responsible for completing their own work with the client, but they must also
devote time to communicating with other professionals. They must respond flexibly to all
changes that take place in the care plan, sometimes to changes that are not directly related to
their department or come from an expert in another field. It may also happen that experts will
be overwhelmed by the number of cases handled, including the ones dealt by multidisciplinary
cooperation. Although a multidisciplinary team is a collaborative process, there are elements
that avoid collaborating and may be important to the effect of the approach (Gaille, 2018; Hsien-
Hui & Hsiao, 2013; Methodology of Multidisciplinary Collaboration, 2015). At the same time,
time pressure can be beneficial in terms of greater efficiency of common work. Team members
can together dedicate time to prioritizing the situation and not focus on less relevant aspects or
topics.

2. The diversity of members of a multidisciplinary team - although the diversity of the
specialization of the experts in the team is an indisputable advantage, it also brings certain limits
to the cooperation process. Different team members come from different backgrounds, with
differently judged profession statuses and fields, which can lead them to different ideas or
legislative procedures, which can be in conflict and consequently hinder the team's work. In a
multidisciplinary team, the members may also differ in the length of their practice, and one of
the team members may have insufficient qualifications compared to the other team members.
A multidisciplinary team will benefit if the similarities between the members and their length
of training and practice are similar. Different roles of team members occur in different time
schedules, which can create problems when trying to provide services (Gaille, 2018; Hsien-Hui
& Hsiao, 2013; Krnacova et al., 2020; Methodology of Multidisciplinary Cooperation, 2015).
In this context, one can refer to the ideas of one of the founders of the Solution-Oriented
Approach, Steve de Shazer (2017), according to which there is no complete understanding, only
a more or less useful misunderstanding. The diversity of experiences and views of
multidisciplinary team members can be very useful for their cooperation and for the overall

outcome of their common work for the client. Given that the multidisciplinary team has a
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common goal, which is to support the client, it can use all the resources from the team members
- their experiences, views, inspirations - on the way to achieving the goal.

3. Frequency of meetings - In order for the multidisciplinary team to work effectively
and to ensure cooperation and communication, a regular team meeting is required. A meeting
of a multidisciplinary team can take 2 to 3 hours, which is a lot of time for most people who are
forced to invest in cooperation. This disadvantage can be overcome by adequate financial
compensation for team participation, appropriate work scheduling and changes in performance
evaluation criteria (Gaille, 2018). This disadvantage can also be an advantage in terms of setting
priorities for the whole team on which they will work together, so as not to devote too much
time to less important topics.

4. Dependence on available resources - the effectiveness of a multidisciplinary team
depends on the availability of services. This may also mean that not all of the team's
recommendations will be able to be implemented in practice or not at the same time. The
sequence of care for the client or the whole family in a difficult life situation may proceed
according to priority, which may also have the disadvantage that the team meeting will be
attended also by those professionals whose services are not currently performed (Gaille, 2018).
Of course, when working with a client, there are often systemic shortcomings that prevent more
effective support. From a solution-oriented approach, however, it teaches employees as
members of a multidisciplinary team to better focus and assess shifts in working with the client,
even if they are smaller. When working in multidisciplinary teams, it can often seem that the
help for the client is insufficient and the success in cooperating with him is small. It is also
important to look at small successes and talk about them with the client.

5. Insufficient information - incomplete information leads to the setting of insufficient
goals. Probably even the best multidisciplinary team cannot contain all the necessary
information about clients. Practice often results in the absence of one of the key experts, which
may be reflected in the resulting effect of the service provided (Gaille, 2018). This disadvantage
can be used very effectively to empower the client or family as an equal partner in a
multidisciplinary team. The client can provide this information about himself and at the same
time decide on what information will be published in order to support him.

6. Initiation of the collaborative process - the beginning of any cooperation can bring a
greater focus on the interaction of team members than on the result itself at the level of positive

change in clients. The cooperation process may also be hampered by vaguely defined roles,
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competencies, unfairly distributed support, degree of control or authority, as well as possible
rivalry between team members, which may be conditioned by implicit motives of power or
competitive position in practice (Multidisciplinary Cooperation Methodology, 2015). However,
this process can also be a great learning and development space for all team members, including
the client - for collaboration development, focus on the goal, and communication of the rules,
roles and boundaries when working in a multidisciplinary team.

7. Insufficient material and financial security - in the form of insufficient financial
evaluation for participation in a multidisciplinary team, missing stationery, absent or
insufficiently functional information and communication means or inability to implement
action plan from multidisciplinary meeting in practice due to insufficient capacity of the service
in the region (Methodology of Multidisciplinary Cooperation, 2015). Nowadays, when
meetings often take place online, travel costs and the room in which work normally takes place

in a multidisciplinary team are reduced.

Factors of efficiency of multidisciplinary teams

Several important factors, which relate to the personnel, legislative, procedural,
organizational or material aspects, contribute to the effectiveness of the work of the
multidisciplinary team itself. The facts that are also perceived as preconditions for
multidisciplinary cooperation also become these factors. Thus, in the process of functioning of
a multidisciplinary team, they appear before the initiation of cooperation, but also as factors
increasing the collaborative process in the team itself.

The MDT-OARS (Observational Assessment Rating Scale) Multidisciplinary
Cooperation Effectiveness Methodology (Taylor et al., 2012) works with 86 items involved in
the effectiveness of a multidisciplinary team, which are divided into five large groups: team
level, material security, the area of logistics and the organization of multidisciplinary meetings,
the level of the decision-making process and the area of the multidisciplinary cooperation
process.

1. Factors at the team level

a) attendance - the presence of relevant and key team members at the team meeting.
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b) management - talks about moderating team meetings, where the following facts are

important:
- compliance with the agenda of the meeting,
- promoting the active involvement and participation of members,
- support for targeted discussion,
- formulation of recommendations.
c) teamwork and team culture - where they are important:
- participation and involvement of relevant team members - this is linked to the
activity and appropriate involvement of these members; with the fact that not one  or
only two persons will dominate; with the voluntary opportunity to enter into
communication, including asking questions; with the contributions of the participants
stimulating the decision-making process and / or bringing relevant
information to the discussion and with the consensus in making decisions, the
relationship of team members among each other - in this case, variables such as the
presence of humor, a positive and relaxed group atmosphere, accepting and
supporting team relationships and a friendly cooperative way of interaction are
monitored,
- mutual respect - which includes paying sufficient attention to the process and team
members, respect for team members, avoiding parallel lines of communication
alongside the main one, expectation and positive evaluation of relevant
contributions of team members and the absence of negative tension or conflict,
d) personal development and education - this area includes communication about

science-based evidence and learning situations.
2. Material provision of the meeting
a) meeting place - in this case these parameters are judged:

- a reasonably large meeting room due to the number of team members,

- seat layout allowing each team member to gain insight into the materials,

- sufficient seating space for each team member,

- room with suitable physico-chemical conditions such as lighting, temperature,

noise, air quality, etc.
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b) use of information and communication technologies (ICT) - availability of ICT
equipment for viewing all materials (an effective solution is to have more screens /
monitors available).
3. Organization and management of the meeting process
a) meeting preparation - includes requirements such as:
- meeting program - together with relevant materials for the meeting, including their
availability,
- in complex resp. difficult cases - setting priorities - which are included in the agenda
of the day with enough time for their discussion.
b) organization of the meeting - where variables such as:
- client file - availability of relevant client file information during the meeting,
- presentation of the client's story - a comprehensive, clear, transparent and concise
description of the client's or family's difficult life situation.
4. Implementation of the decision
a) client or family in the center of attention - the team's decision is made with regard to
the characteristics of the individual or family (socio-demographic variables,
comorbid difficulties, psycho-social needs, wishes and expectations of the client or
family and preferences of their loved ones involved in the care process),
b) care plan - where clarity of the care provided, including stepping, is necessary.

Perceptions of effective performance factors may vary between researchers. Evans et
al., (2019) organized the variables determining the performance of a multidisciplinary team into
five main components:

1. Team organization and management - which includes factors such as team leadership,
team member competencies, decision making and risk management.

2. Meeting planning - which is divided into phases before, during and after the meeting.

3. Connection of clients with team members - which includes variables such as clients'
approach to team members, client communication with team members, information and
education of team members and client characteristics.

4. Data collection and analysis - which includes the actual data collection, monitoring
and evaluation of data, ensuring the quality of data and their system integration and conducting

a survey or research.
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5. Material and personnel provision - which includes the technical and material
equipment of the team, the provision of a coordinator for multidisciplinary meetings, the
provision of a coordinator for client care, data management from the client and from the team

meeting.

A meta-analysis of projects addressing the success of multidisciplinary teams,
conducted under the supervision of the National Health Service (NHS, 2018), revealed seven
key efficiency factors:

1. Client or family-oriented care - an important component for successful
multidisciplinary cooperation is the inclusion of clients' ideas in care planning. According to
studies, failure to take their wishes into account leads to prolonged care (Shaw, Rosen, Rumbolt,
2011). Clients should also be able to navigate through the care system, which is aided by the
function of case manager (Cameron et al., 2012). Another important aspect is the involvement
of communities in the organization of multidisciplinary team processes, where they could
submit proposals and provide feedback (Cameron et al., 2012; Suter et al., 2009). It can be
assumed that clients will be interested in participating in a time-efficient, flexible and prompt
service. A multidisciplinary team should take into account the expectations of clients, even
though they may differ from the interests of the institution or municipal policy (Cameron et al.,
2012).

2. Physician involvement - An analysis of theoretical resources on the principles of
successful integration of client care systems, developed by Suter et al., (2009), concluded that
physicians at all levels of the system need to be effectively involved and their design
competencies taken into account. organization and implementation into integrative efforts in
client health care. This includes the involvement of GPs in the work of multidisciplinary teams.
Research has shown that a key factor for the success of integrated client care is its provision
outside hospital facilities.

3. Shared goals and expectations - Successful multidisciplinary collaboration requires
clear, realistic and achievable goals that are understandable and acceptable to all team members,
including clients or entire families as well as their loved ones. Several studies have found that
team members often do not understand their exact roles and responsibilities or lack a shared
assessment of the goals and objectives of a multidisciplinary team (Erens et al., 2016; Goodwin

et al., 2013; Madge & Khair 2000). This has also led to problems in non-compliance with
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referral processes to other institutions, which have become unjustified and have delayed the
care process.

4. Shared information technology and access to client or family data - research has found
that the success of multidisciplinary collaboration depends on reliable information systems for
rapid communication between sectors and organizations and within multidisciplinary teams, for
example using a single client or family record with collected information from multidisciplinary
meetings. To facilitate communication between team members and, where appropriate, care
providers, the information must be accessible from any point in the care system. Quality
information systems also increase sufficient storage capacity as well as the flow of information.
In addition to client or family data management, client registration and planning coordination
throughout the care system should be available. It is also important to monitor progress in the
implementation of new ways of working, which also involve high financial costs. This requires
information systems that facilitate effective data management and monitoring of the activities
and results of the multidisciplinary team. The ability to integrate information on the course of
care provided and the financial costs of that care is considered essential to monitor economic
efficiency and to facilitate service planning. Electronic client or family records support the
networking of team members, reviewers and service providers within the continuum of care
and the networking of the provision of relevant information to these stakeholder groups.
However, the development and implementation of integrated electronic systems is time
consuming, complex and costly, which is an obstacle in the implementation of this factor in
practice. Other barriers are poorly designed electronic information systems; lack of a clear
financial plan; lack of shared ICT communication rules; insufficient training and activation for
service providers to participate in ICT sharing; insufficient technological security and
inefficient leadership in relation to the use of ICT (Suter et al., 2009).

5. Tuning experts from different specializations, cooperation and joint decision-making
- studies have shown that barriers arising from different specializations of experts are one of
the key challenges of multidisciplinary cooperation. Research has highlighted differences
between health and social care providers or between doctors and other professionals, which
contribute to the failure of integration efforts. The studies also identified the so-called "urgent
care package of opinions" that places the hospital at the heart of the integration process as a key
barrier to interdisciplinary collaboration (Hibbard, 2004 in NHS, 2018; University of

Birmingham 2010). For multidisciplinary collaboration and collaborative efforts to work, team

30



RESEARCH STUDY: Efficiency factors and possible functional ky Co-funded by the
models of multidisciplinary teams working with families Erasmus+ Programme

in difficult situations of the European Union

members must be able to put the interests of clients ahead of their own interests and be prepared
to work in a variety of ways. A meta-analysis of integrated care pilot programs in England has
shown that some projects have failed due to the professionalism of a team member or due to a
lack of teamwork (Robertson, 2011). The importance of effective co-operation was also
emphasized in the Royal Fund Report 2013. Until the benefits of the new ways of working are
realized, a long-term commitment to co-operation is important to overcome this initial
frustration (NAO, 2017). Shared responsibility and decision-making are extremely important
for multidisciplinary teams. All team members are responsible for the positive change of the
client or the whole family, and therefore must have the opportunity to express their views on
the provision of care. Appropriate team management mechanisms and labor standards must be
put in place in multidisciplinary collaboration to ensure this process (McKinsey, 2014 in Carter
et al. 2014).

6. Community implementation and work at regional level - a common location in the
region is considered an important element of multidisciplinary work, promoting informal
contact, increasing mutual understanding, faster and easier communication, effective problem
solving and effective learning outside professional care (Ling et al 2010). Based on evaluations
of more than thirty community interventions designed to reduce emergency admission in
hospitals, the importance of the multidisciplinary team as structures with different
communication channels that effectively transfer information across team boundaries has begun
to be promoted (Bardsley et al. 2013). Meta-analyzes of successful multidisciplinary projects
have shown that co-location of services has fostered interprofessional cooperation and
relationships between providers. This was mainly because, together with frequent team
meetings, the use of electronic information systems and the proximity of regional services, this
ensured effective communication between different providers and professionals (Suter et al.,
2009).

7. Targeting high-risk populations - this requirement is met through risk stratification,
active case detection and effective risk population identification. In order to achieve efficient
service delivery, the activity of the multidisciplinary team should focus on capturing people

from the risk population category.
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The National Cancer Action Team (National Cancer Action Team - NHS, 2010) has
developed a very consistent and well-formulated categorization of the factors involved in the
effectiveness of a multidisciplinary team.

1. Team

a) membership in the team - to fulfil the content of this component, all experts who, due
to their expertise, fall under the complex issues addressed must be represented in the team. Each
team needs its coordinator, who during the team meeting sits in a place where they can be heard
and seen well. The team should have an alternative for each expert in their absence and each
team member should have the required qualifications.

b) attendance of team members - a trip to and from the meeting of the multidisciplinary
team should be included in organization of working time of each team member, as well as the
time spent on the meeting and in preparation for this meeting. The necessary time is organized
individually regarding the issues addressed. Team members must be present at the meeting
whenever their suggestions are needed. In exceptional cases, the team may agree to accept the
presence of a replacement member in the absence of a key team member. The decision-making
criterion is to ensure the risk-free nature of the proposed recommendations. Efforts should be
made to secure those professionals who work directly with the client or the whole family. The
absence of key team members should be translated into team evaluation by their team
management. Keeping attendance records, even with times, helps to increase the participation
of members. Anyone who participates in the team even just once as a sit-off person should be
introduced to the team members and signed in the attendance list.

c) team management - each team has an appointed leader or chairman (it can also be one
person) who are responsible for the organization, logistics and management of the team.

- chairman: is responsible for the organization and conduction of the multidisciplinary
meeting. They should have developed the following competencies - meeting organization,
active listening and communication, interpersonal relationship management, managing
diversity of personality types and interpersonal conflicts, constructive dialogue, facilitating
effective consensus decision-making, time management. Their tasks in the multidisciplinary
team include preparation and affirmation of the program with the multidisciplinary team
coordinator, ensuring the quorum of the meeting, ensuring discussion of all important points
and setting priorities, ensuring active participation of each member in the discussion, ensuring

focused and relevant discussion, ensuring smooth dialogue, support dialogue with the client or
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the whole family in a difficult life situation, ensuring a dialogue on the care plan and its
completeness before opening a discussion on a new topic, providing minutes or making a record
about the client or the whole family, providing clear and complete recommendations that will
be available to clients or the whole family .

- leader — they can also be the chairman of a multidisciplinary team, but they have wider
competence than leaders, who are not limited just to team meetings. The leader is also
responsible for managing the team (its goals, importance, expectations of team members, etc.),
for ensuring the comprehension of the role of each team member, for financing the team,
including finding resources of this financing and for ensuring a favorable social atmosphere.

d) teamwork and culture - each member has formulated role and competencies, which
are also included in his work plan. To ensure this factor, it is important that the team agrees on
standards of conduct that consider mutual respect and trust between team members, equal space
for all members, conflict resolution between team members; the promotion of a constructive
dialogue, the absence of personal interests and the ability to ask for and provide explanations
when something is unclear. Each member of the team is involved in sharing knowledge and
best practices.

e) personal development and training of team members - team members are identified
with the need for continuous training and are supported to add new knowledge and skills to
achieve the tasks for which they are responsible. The organization of the team creates
opportunities for sharing information and experience. There are courses available for each
member to develop the competencies needed to participate in a team - team leadership skills,
communication skills, time management, self-confidence and assertiveness, use of ICT
equipment and software. There is a position in the team that provides training courses for the
team.

2. Material and technological provision of the team

a) meeting space - the multidisciplinary team has a room in a suitable (quiet) place with
a soundproofed building to ensure confidential information. The room is large enough for the
number of team members, each member has a seat, and all members can see each other, hear
and have access to the materials presented.

b) ICT equipment - its availability and operability - to meet this requirement, access to
display devices for less typical client records (e.g. paper documents), connection to important

systems and databases, access to projection devices to provide insight for recorded goals and
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procedures for all team members and connection to communication facilities that also allow for
distance participation in the meeting are important. All organizations participating in a
multidisciplinary team have the same level of ICT equipment that is reliable and of high quality
and meets minimum requirements (such as data transfer standards, image quality, bandwidth -
image loading speed, discussion timeout, compatibility between organizations). ICT equipment
is constantly innovated regarding technological requirements. The multidisciplinary team has
ICT support available during the meeting, as the quality of ICT contributes to the efficiency of
decision-making.

3. Organization of meetings and logistics

a) time schedule of team meetings - the multidisciplinary team meets regularly at pre-
determined hours that suit each team member and do not intersect the running of any of the
participating organizations.

b) preparation for team meetings - to ensure this component, it is necessary to have
established processes that would ensure the opening of the case of the client or the whole family
at the team meeting - e.g. each client of the institution resp. only high-risk clients. It is also
necessary to set the maximum time in which the client or the whole family gets into the care of
the team. At the same time, the organization of the team should be flexible enough to prioritize
an emergency. The schedule for opening cases should consider the adequacy of the time given
the seriousness of the issue and should also be guided by the need for the presence of individual
team members in the dialogue. Before the team meeting, a structured program or a list of clients
will be sent. The team should also have set minimum requirements for a set of information
about the client or the whole family that will be available to team members before the meeting
(anamnestic data, diagnostic reports, attitudes and expectations of the client or the whole
family). Each team member should be notified of these minimum requirements.

¢) organization of team meetings - before the dialogue begins, it is clear why the client
or the whole family is being discussed and who initiated the inclusion of these clients.
Subsequently, all relevant information that complies with the minimum data set requirements
is presented. The emphasis is on the team having to hear all the information that is relevant to
making effective recommendations. Before the team meeting, important materials about the
client or the whole family should be checked for timeliness and relevance. Recommendations
are recorded during client or family care planning (preferably with the possibility of

presentation to team members), including any ambiguities or disagreements in the
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recommendations. During the meeting, the client or family file is supplemented with important
and up-to-date data to prevent slowing down further communication. For some teams, it may
be helpful to collect this data before the meeting and they are only checked and evaluated during
the meeting. Mobile phones should be turned off during the meeting or the caller leaves the
room. Facilitation and coordination are important for the proceeding of the meeting.

d) coordination of services after a team meeting - to fulfil the content of this factor, it is
essential to establish processes of communication with clients or entire families and other
important persons involved in care, about the team's recommendations. It is important to record
clients' information needs, evaluate them regularly and meet them. It is also important to ensure
the implementation of the recommendations in practice and to inform the team about the
implementation of measures. Another important task is to set up the sending of clients to other
organizations, such as the institution to which the multidisciplinary team belongs. Monitoring
the use of client care services will help evaluate the process and ensure the efficiency of service
delivery. After the team meeting, those data can also be added to the record of clients who did
not manage to fill in during the meeting.

4. Client-oriented decision-making process

a) goal of team cooperation - this factor includes internal mechanisms for identifying
individuals or entire families whose difficulties will enter the team's discussion. Equally
important are the criteria for sending clients or families to the multidisciplinary team, which
should include information on the characteristics of the individuals and families that the team
can discuss, the characteristics of their difficulties that can be discussed, and the nature of the
information the multidisciplinary team needs. to its work and the nature of the situation when
the multidisciplinary team sends clients to the care of other experts or institutions.

b) client-centered care - each individual or family is informed that their topics will be
discussed in a multidisciplinary team and that they will be informed of the results and
recommendations with a specific deadline for the transmission of this information. The
expectations and needs of individuals or the whole family are included in the team discussion
and are tied to the work of one team member. The team also appoints a case manager of the
individual or the whole family and a member of the team (he can also be a case manager),
whose task is to inform clients. Information is presented to individuals or families because of
their ability to adequately understand them, their needs and their ability to make an informed

decision about the care process.
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c¢) decision-making process - it is essential for the decision-making process that
information about clients is collected in one place and that it is available to each member.
During the team meeting, all information is presented mainly so that team members can make
a rational and informed decision. The team considers all options for clients, even those that
cannot be provided at the regional level. The team has all the professional data at its disposal,
which includes information on the suitability of the proposed care for the team's clients.
Standard treatment or care procedures are introduced into the decision-making process. Socio-
demographic characteristics of clients as well as comorbid difficulties are taken into account
when making recommendations. A holistic, bio-psycho-socio-spiritual approach is always
taken, taking into account the needs and wishes of clients. The decision-making process results
in clear and concrete evidence-based recommendations focused on the needs and wishes of
clients in accordance with standard care procedures. If the recommended procedure changes
from the standard procedures, the reasons for this deviation must be recorded. Team decisions
can only be as good as the quality of client data available to the team. Therefore, it is necessary
to record information about missing data. In case it is not possible to make recommendations
due to incomplete data or if new and relevant information emerges after a team meeting, clients
should be re-discussed. Recommendations are always communicated with the client by a
specific team member. The team also collects socio-demographic data on clients when
discussing clients to ensure equal access to care.

5. Team management

a) organizational support - the institution to which the multidisciplinary team or at least
one of its members belongs officially supports the team meeting and the multidisciplinary
cooperation model as a tool for quality and effective care and supports its adequate financing.
Every year, the work of the team is evaluated, and the issues of operation are addressed.

b) data collection, analysis and evaluation of results - the multidisciplinary team has a
tool to record, collect and store information, including key data, that have been involved in team
decisions and are recorded before, during or immediately after the multidisciplinary team
meeting. The data is analyzed and thus recovered for the learning process. The multidisciplinary
team participates in both internal and external audits and offers proposals for change for process
efficiency. The team also works on the basis of evaluation of work results but also on the basis

of client feedback.
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c) care management - the purpose and content of the multidisciplinary team's activities
are clearly defined at the internal level of the institution and instructions for the team's
operation, its organizational structure is written, including member competencies, cooperation
standards, change management in practice and communication with clients. The external
partners of the multidisciplinary team can offer feedback to which the team should respond.
The guidelines of the multidisciplinary team organization should be reviewed at least once a
year. The team should have mechanisms in place to record deviations from the proposed
procedures resp. to capture the side effects of the proposed care. The team also has strategies in
place to eliminate discussions with clients where there is insufficient information and to provide
the service to as many possible clients as possible. The multidisciplinary team uses best
practices to collaborate and discuss problem areas of collaboration. The team should be
registered in the national resp. transnational network of multidisciplinary teams and a team
representative participates in the meetings of these communities. The team should also have
strategies in place to capture inconsistencies between another team's and own recommendations
and suggestions, as well as to regularly evaluate ensuring equal access to care for its clients.
The multidisciplinary team itself or its founding institution evaluates the team's effectiveness
at least once a year and the performance is compared with other teams operating in the same
field.

Roles, tasks and competencies of multidisciplinary team members

In practice, there are several models of functioning of multidisciplinary teams, which
differ in structure or hierarchy. These depend on the country or department in which the team
operates, as well as on its goal, importance and area of the issue. Specific examples of team
models will be presented in the chapters "Models of multidisciplinary team functioning” and
"Examples of good multidisciplinary practice”. This chapter summarizes general information
about team roles, including their defined roles and competencies.

Roles and competencies in teams are also determined by the hierarchy in the team. The
basic organization of the team includes vertical and horizontal organization. With a vertical
team layout, the degree of responsibility and decision-making power varies between team

members. In a multidisciplinary team, a leading member can act, who can play this role from
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the team (as per the National Cancer Action Team - NHS, 2010), or from the position in the
institution to which the team belongs (e.g.: consul, case conference at Social and legal
protection body for children) (Metodika multidisciplinarnej spoluprace, 2015). The team leader
not only provides a coordinating and facilitating role, but also leads the team by aligning the
goals, importance, expectations of the team members, ensuring the understanding of the role of
each team member and procuring team funding, including finding resources of this funding
(National Cancer Action Team - NHS, 2010). In addition to the position of leader, there can
also be several team members in the vertical organization (most often 3-5), who are key in
solving the case of the client or the whole family due to the nature of the difficulties. As a result,
they take on more authority in setting the goal of the team's discussion and recommendations,
but at the same time they take on more responsibility than other team members (Morlion et al.,
2013). Horizontal team organization is a model of teamwork where team members are equal
and do not try to maintain power. Horizontality is also maintained by the team leader, but their
position differs from that in the vertical structure in that he does not impose collaborative and
dialogical principles among team members from a dominant position, but from an equal
position (Majetny et al., 2019).

The organization of a multidisciplinary team begins with the initiative of a team member
who would like to take over the topic of clients in the form of a multidisciplinary team. It can
be the attending physician or another worker from the helping professions (often a case
manager) or from the field of education. In some models of multidisciplinary teams, it may be
another competent person who intervenes in influencing a positive change in the family (e.g.
prosecutor, judge, member of the police force, etc.), or it may be the client himself or his
guardian. The person or team member who brings the topic of the client or the whole family to
the team is called the caller (Majetny et al., 2019).

The preparation and organization of the team is then taken over by the coordinator, who
obtains the necessary information about the client or the whole family, including telephone
contacts. He gradually obtains information about which important people should be present in
the team and tries to invite them to cooperate by explaining the importance of a
multidisciplinary team. The coordinator's role is also to find a suitable meeting place and time
that suits each team member, if possible. A group of people who take part in caring for and
influencing positive change in clients or entire families and who are also present at a

multidisciplinary team meeting is called a "narrower team". Experts or other significant people
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entering the change process with clients who have not been able to participate in the team for
any reason are called "broader team". Given his tasks, the position of coordinator requires well-
developed communication and organizational skills. His role is to overcome barriers in
initiating cooperation (especially psychological ones) and to cooperate with the facilitator of
the multidisciplinary meeting, which will arrive at the team meeting. The coordinator should
be able to maintain insight into a narrower and broader team involved in caring for the
individual or family, obtain feedback from participants in the multidisciplinary meeting, and
share it with the facilitator (Majetny et al., 2019).

The role of coordinator is therefore more of an administrative nature, with the position
of facilitator relating to the organization of the process during a multidisciplinary meeting and
being of a highly relational nature. During the meeting, the facilitator will present the case,
ensure the fluidity and effectiveness of communication, agree on goals, propose solutions and
create the final version of the support plan. The facilitator is thus not involved in the case itself
but shifts the process and directs the discussion of the multidisciplinary team towards the agreed
goal. The facilitator balances the diversity of team members in the meeting process and involves
them in cooperation and dialogue. In addition to the guide function, the facilitator also holds a
motivational function through focusing on the goal, evaluation or monitoring of physiological
processes. With appropriately asked questions, they encourage focus on goal and activity, can
lead negotiations between different perspectives, anticipate and overcome team fatigue and
tension, lead potential conflicts to a constructive solution, and are responsible for maintaining
the main topic. It is helpful if the facilitator appreciates the efforts, ideas and progress of team
members and the team, emphasizes technical clarity and guards the application of ethical
principles and values of multidisciplinarity during the meeting (Majetny et al., 2019;
Matouskova & Vrabcova, 2015 Wilkinson, 2011 in Majetny et al., 2019).

Case management is the dominant approach in implementing a multidisciplinary
approach to the care of individuals and families. For the implementation of multidisciplinarity
in practice, it is necessary that each client resp. the family had one specific team member as
their key manager. However, it is important for an individual or family to know that they are
not just a client of one particular key employee, but a client and part of the whole team. The
case manager is another legitimate member of the multidisciplinary team and in practice helps
to implement the recommendations as well as coordinates them. They do not hold any other

expertise and aim to ensure that the services used by the individual or family are efficient and
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interconnected. The case manager meets directly with the family, often in their household,
establishes a close, personal, supportive relationship with the family and helps to integrate the
care into a meaningful and functional unity in an informal atmosphere. The case manager can
also be a support and a mediator for increasing the availability of services for an individual or
a family (Majetny et al., 2019; Methodology of multidisciplinary cooperation, 2015)

The role of coordinator is therefore more of an administrative nature, with the position
of facilitator relating to the organization of the process during a multidisciplinary meeting and
being of a highly relational nature. During the meeting, the facilitator will present the case,
ensure the fluidity and effectiveness of communication, agree on goals, propose solutions and
create the final version of the support plan. The facilitator is thus not involved in the case itself
but shifts the process and directs the discussion of the multidisciplinary team towards the agreed
goal. The facilitator balances the diversity of team members in the meeting process and involves
them in cooperation and dialogue. In addition to the guide function, the facilitator also holds a
motivational function through focusing on the goal, evaluation or monitoring of physiological
processes. With appropriately asked questions, it encourages focus on goal and activity, can
lead negotiations between different perspectives, anticipates and overcomes team fatigue and
tension, leads potential conflicts to a constructive solution, and is responsible for maintaining
the main topic. It is helpful if the facilitator appreciates the efforts, ideas and progress of team
members and the team as a whole, emphasizes technical clarity and guards the application of
ethical principles and values of multidisciplinarity during the meeting (Majetny et al., 2019;
Matouskova & Vrabcova, 2015 Wilkinson, 2011 in Majetny et al., 2019).

Other positions in the team concern the involvement of important professionals who
contribute to positive life change with their clients. The most common employees are the
Ministry of Health employees (doctors, nurses, physiotherapists, psychologists, ...), social
affairs (educator, curator, collision guardian, field social worker, social pedagogue, ...) or
education (class teacher, school principal, school counselor). Among the members of the
multidisciplinary team, there are also priests or experts in the field of law (Kodymova, 2015;
Majetny et al., 2019). The composition of multidisciplinary teams also depends on the standards
of care provided, where it is possible to determine exactly which professions and with what
commitment they should participate in the multidisciplinary team. For example, in hospice
palliative care, it is recommended to have in a multidisciplinary team of three doctors of

different expertise and qualification level with a total time of 2.33, one doctor of the institutional
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emergency service with a part-time of 0.2, eleven full-time nurses, of which three head / station
nurses, Fifteen nurses, a 0.2 part-time nurse, a 0.2 time psychologist, one full-time social worker
and a part-time priest (Palliative Hospice Care Standards, 2007 in Dolanova, Adamicova,
2013). For the qualifications of members of a multidisciplinary team when working with clients
with a mental disorder, it is recommended to have a doctor (preferably with a psychiatric
certificate), a nurse, a social worker, a psychologist and an occupational therapist (Woody et
al., 2018).

Some of the models of multidisciplinary teams include clients or the whole family
among their equal members. Other important family members (eg grandfather, godmother, ...)
or close people from the family who are also involved in caring for or influencing or supporting
positive change in clients (eg coach, leader, worker at work, ...). The advantage of these models
is that clients can enter the formulation of goals and recommendations for care that would
consider their needs, desires and motives. An equal position in the team subsequently activates
them more in adhering to the proposed methods of care and supports their self-regulation
(Majetny et al., 2019).

The role of coordinator is therefore more of an administrative nature, with the position
of facilitator relating to the organization of the process during a multidisciplinary meeting and
being of a highly relational nature. During the meeting, the facilitator will present the case,
ensure the fluidity and effectiveness of communication, agree on goals, propose solutions and
create the final version of the support plan. The facilitator is thus not involved in the case itself
but shifts the process and directs the discussion of the multidisciplinary team towards the agreed
goal. The facilitator balances the diversity of team members in the meeting process and involves
them in cooperation and dialogue. In addition to the guide function, the facilitator also holds a
motivational function through focusing on the goal, evaluation or monitoring of physiological
processes. With appropriately asked questions, it encourages focus on goal and activity, can
lead negotiations between different perspectives, anticipates and overcomes team fatigue and
tension, leads potential conflicts to a constructive solution, and is responsible for maintaining
the main topic. It is helpful if the facilitator appreciates the efforts, ideas and progress of team
members and the team as a whole, emphasizes technical clarity and guards the application of
ethical principles and values of multidisciplinarity during the meeting (Majetny et al., 2019;

Matouskova & Vrabcova, 2015 Wilkinson, 2011 in Majetny et al., 2019).
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Other positions in the team concern the involvement of important professionals who
contribute to positive life change with their clients. The most common employees are the
Ministry of Health (doctors, nurses, physiotherapists, psychologists ...), social affairs (educator,
curator, collision guardian, field social worker, social pedagogue ...) or education (class teacher,
school principal, school counsellor). Among the members of the multidisciplinary team, there
are also priests or experts in the field of law (Kodymova, 2015; Majetny et al., 2019). The
composition of multidisciplinary teams also depends on the standards of care provided, where
it is possible to determine exactly which professions and with what commitment they should
participate in the multidisciplinary team. For example, in hospice palliative care, it is
recommended to have in a multidisciplinary team of three doctors of different expertise and
qualification level with a total time of 2.33, one doctor of the institutional emergency service
with a time of 0.2, eleven full-time nurses, of which three head / station nurses, Fifteen nurses,
a 0.2 part-time nurse, a 0.2 psychologist, one full-time social worker and a part-time priest
(Palliative Hospice Care Standards, 2007 in Dolanova, Adamicova, 2013). For the
qualifications of members of a multidisciplinary team when working with clients with a mental
disorder, it is recommended to have a doctor (preferably with a psychiatric certificate), a nurse,

a social worker, a psychologist and an occupational therapist (Woody et al., 2018).

Organization and planning of a multidisciplinary team meeting

The very initiation of a multidisciplinary meeting in the form of planning and organizing
a team meeting is just as important as the course of the meeting or the process after the meeting.
All three parts of the process form part of one whole, which, without each part adequately
implemented, would not be able to bring creativity, innovation, efficiency and support of
humanistic principles into practice.

In practice, multidisciplinary teams meet either regularly or their meetings depend on
the arrival of clients with specific needs or characteristics. Likewise, teams can belong to one
institution under which all team members work, or team members can come from different
institutions or departments, even from different regions. Some team members may have a

meeting included in the work plan, other members may not. It is important to harmonize all
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these aspects and include them in the planning of the meeting, which is often a complicated
task. For this reason, each multidisciplinary team has its own coordinator.

As mentioned in the previous chapter, the planning of a multidisciplinary team meeting
begins with the initiative of a team member who would like to take over the topic of clients in
the form of a multidisciplinary team. The preparation and organization of the team is then taken
over by the coordinator, who obtains the necessary information about the client or the whole
family from the client, including telephone contacts and evaluates whether the client or the
whole family with its characteristics and needs falls within the focus of the multidisciplinary
team. Subsequently, the coordinator contacts important experts or family members, whom they
motivate to attend the meeting by phone or in person. They are also asked about other important
people from the ranks of experts as well as family members or other close persons of clients.
Depending on the place of residence or profession, the coordinator then looks for a suitable
place. He also tries to find out as many suitable dates as possible from the team members. The
team meeting place must meet the material and spatial conditions and must be suitable for each
member. It may happen that the client's negative experiences with a certain institution and thus
with its building as its registered office may create a barrier for future cooperation. Therefore,
it is beneficial if the coordinator also asks the team members for ideas for the spatial possibilities
of the meeting. Another variant of the organization is a team that meets regularly within one
institution, where the organization of the team is easier due to the well-established time
schedule aligned with individual work schedules and secure room (Majetny et al., 2019,
National Cancer Action Team - NHS, 2010).

Some multidisciplinary teams deal with only one client or family during one meeting,
some deal with several. Therefore, it is important that the time schedule of the meeting
considers not only the mental hygiene requirements of each team member, but also the severity,
complexity or urgency of the case. The sequence of client counselling should also reflect the
necessary presence of specific experts, so that, for example, a member of the team does not
have to be in the discussion of a case that is not in his or her care. Each team member will
receive a structured program before the meeting, including a timetable, as well as materials
collected by the coordinator about clients and requirements for preparing for the team meeting
(National Cancer Action Team - NHS, 2010).
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Multidisciplinary team functioning processes

The individual components of the processes that take place in the multidisciplinary team
during the meeting have already been mentioned in the chapter on the conditions of operation
and the efficiency factors of multidisciplinary teams. At this point, selected ways of managing
processes in the team that maintain the principles of multidisciplinarity (collaboration,
equivalence, sharing, common goal, ...) in the team's work will be presented.

Many approaches emphasize building relationships between team members as a priority
in leading multidisciplinary teams (eg Jacobs, 2010; Majetny et al., 2019; Schoenmakers,
2014). This approach is applicable through appreciation, building alliances and common goals,
and applying collaborative and dialogical principles. The biggest challenge in applying this
approach is to change one's mindset through their attitudes and expectations. There are two
basic modes of this setting - focus on the problem and focus on the appreciation. The principle
of problem-solving work initiates the work of the team in the emergence of the problem, where
the problem trigger is identified, the causes of this trigger are analysed, then solutions are
created, which are transferred to the action plan and then into action in practice in a difficult
life situation. However, the principle of problem-solving work can keep the team members'
mindset in "man has a problem, family has a problem, team has a problem" mode. However, in
practice, a solution-oriented approach often brings an efficient and fast way of working for a
team. Ben Furman and Tapani Ahola (2017) identified key areas of cooperation and proposed
a model of a double star called Twin Star. This model offers a theoretical framework for
developing teamwork based on a solution-oriented approach and knowledge of social
psychology. One star focuses on areas that are useful to develop, and the other star includes
areas that can cause cooperation difficulties and need to be managed effectively. All these
factors are important for mental well-being and satisfaction in the team. "The most important
factors that bring a positive experience of belonging are appreciation, experience of success,
caring for others, fun and humor. The main problem points that threaten team satisfaction are
discussion of problems, giving and receiving criticism, experience of injury and various failures
and obstacles.” (Furman, Ahola, 2017, p. 18).

An appreciation-oriented approach (Schoenmakers, 2014) begins with appreciating and
understanding the best and most functional from the work of a team or from the life of an

individual or the whole family. Subsequently, there is room for visions that include what may
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be in the future, what could be pursued, and then there is a dialogue about what can be achieved
and how. The result is innovation with a formulated approach to achieving it. The appreciation-
oriented approach maintains the "man has resources and solutions, family has resources and
solutions, and team has resources and solutions™ setting in team members. In practice, this
approach includes knowledge philosophy, change management methodology, team leadership,
human development techniques, detection and identification of mechanisms that support human
potential, and an organization-wide development method that includes the assumption that
focusing on dialogue is strengths, achievements, values, hopes and dreams are in themselves
transformational. There are several rules for putting this approach into practice:

a) in every social exchange (interaction, relationship, situation) there is at least

something functioning,

b) what we focus on becomes our reality and there is infinite number of these  realities,

c) reality is created by a given moment and there are innumerable realities,

d) the language we use creates our reality,

e) the method of asking questions affects the result,

f) people have more confidence in the future (unknown) when they transfer parts of

the present (unknown),
g) if we connect the past with the future, we should do it with the best parts of the
past,
h) it is important to appreciate differences.

In practice, the appreciation approach is based on several principles:

1. Constructivist approach - which understands any organization or group as human
constructs. Belief in what is effective thus influences people's behavior and attitudes to change.
Reality is subjective and socially shaped through the language we use and through the dialogues
we lead. The way we get to know us affects our future.

2. The principle of simultaneity - which says that change begins the moment a question
is asked. The very beginning of the questioning prepares the premise for what will appear or be
revealed. From the answers to the questions, the future is conceived, discussed and finally
constructed.

3. The principle of writing a story - is linked to the symbolism of people as open books

and the organization of institutions or groups as co-authorship of these books. The
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organization's past, present and future thus become an endless source of learning, inspiration
and interpretation.

4. The principle of anticipation - focuses on the fact that behaviour in the present is
influenced by the idea of the future. The more positive and promising the picture of the future,
the more positive the current situation. The collective imagination of a favourable future thus
becomes a source of constructing change and improvement for the group or organization.

5. The principle of positivism - is based on the fact that every successful change requires
a high level of positive emotion. Experiencing these emotions improves a person's cognitive
abilities, which translates into better strategic thinking, faster information readiness, increased

creativity, faster decision-making and overcoming failures, and benefits overall health.

These principles are applied in building partnerships in groups or organizations so that
the institutions (groups) move in the direction they focus on, and this should be the most
positive potential of the organization - its positive core, which is the essence of the organization
itself, namely collective wisdom members of the organization about the tangible and intangible
strengths, capabilities, resources, potentials and assets of the institution. Thus, the organization
should have a constant cycle of discovering and focusing on the best and most effective,
presenting a positive future, designing feasible possibilities from this vision, then constructing
the desired future and re-discovering and focusing on the best and most effective change. This
cycle is called the 4D cycle (Discovery - Dream - Design - Destiny) (Schoenmakers, 2014).

The theory of tribal leadership captures the setting of thinking, expectations and
attitudes, which also translates into the style of language used in the team, patterns of behaviour
of team members and subsequently into the resulting efficiency of the multidisciplinary team
(Logan et al., 2014 in Majetny et al., 2019). This theory deals with the five basic settings of the
team member's mind, but also of the team as a whole:

Level 1 - "Life is worthless" - this setting involves distrust of the world and a sense of
injustice and guilt. This way of thinking does not only affect individuals, but also whole groups,
which are usually maladaptive, because frequent patterns of behaviors are dissocial
manifestations in the form of theft, threats, etc. (e.g. gangs). According to the authors' research
studies, 2% of the working population in the United States is at this level of mindset. In a
multidisciplinary team in the helping professions, it is very unlikely that a member of the expert

will meet this setting. More often, however, this setting is brought to the work of a
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multidisciplinary team by clients or their loved ones. Tribal leadership theory offers
opportunities to create collaborations mainly for the roles of coordinator and facilitator, where
the rule is to offer each person a chance for a multidisciplinary team to serve and then continue
with those who show interest. Through individual dialogue, it is helpful to move a person to the
second level - "my life is worthless™, to inform about the success of people who have been in a
similar situation, or to mediate contact with a person who has experienced the service provided
by a multidisciplinary team and evaluates it positively.

Level 2 - "My life is worthless™ - The second level is a shift in one's thinking that he
still considers his life to be "bad" but notices other people's "good" lives. According to the
authors of the theory of tribal leadership, 25% of organizations in the USA are at this level.
This setting mode is most often used in a multidisciplinary team by clients who do not want to
come to the meeting due to distrust in a positive change, or who act passively, apathetically or
negatively at the meeting. In this setting, appreciation, building and support in the development
of dyadic relationships, motivation for feasible activities, where one can experience
appreciation, is very helpful.

Level 3 - "I'm great (unlike you)" - is characterized by the fact that people feel like
excellent professionals in their field, striving for success, but only on individual level. This
setting usually leads to independent work, because one is not interested in participating with
others in one's goal, because one does not trust them, or is afraid that they have become better
than him. Such an approach can result in rivalry between professionals and a feeling of
exhaustion. According to research, 48% of American institutions are in third grade. This setting
can be encountered very often when initiating multidisciplinary cooperation. Sharing
information can be threatening for team members with this attitude, or they can assert their
views very strongly during the meeting and reject the attitude of other team members. This can
result in an increase in competition and thus an increase in tension in the team (especially for
members also in level 3) or inhibit activity and arouse fear and uncertainty (move team members
to level 2). In practice, it also helps to repeatedly highlight the benefits of a multidisciplinary
approach, name the qualities of each team member and inform about the success of other
professionals who work with the multidisciplinary approach.

Level 4 - "we are amazing ... (unlike you)" - this setting is fully sufficient for
multidisciplinary cooperation, as it involves teamwork, understanding the importance of shared

wisdom, mutual cooperation and relationships based on respect and trust. In this setting, there
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are 22% of organizations in the US. The role of the facilitator is to maintain this setting in the
team, or to accompany the team to this level. The fourth degree has the disadvantage that
teamwork within one group creates rivalry against another. This can be reflected in
multidisciplinary cooperation of the second and third level - between teams from different
organizations or departments (Methodology of Multidisciplinary Cooperation, 2015). It would
be helpful to focus on the benefits of collaboration between teams as well, to appreciate the
qualities of multidisciplinary teams from other organizations, and to create ways for each other
to work together.

Level 5 - "life is great” - the last fifth level is characterized by cooperation and synergy
between teams and organizations across departments. When set for the common good and
global goals, rivalry and competition disappear. The authors of this theory describe two
situations in which organizations may be at this stage - in breakthrough projects or in
organizations in a very strong position, when the presence of other companies becomes
irrelevant. In cooperation between multidisciplinary teams, it will help to formulate a common
goal at the level of population health and to name the fulfilment of individual needs of the
organization through cooperation with other institutions.

The "Wise Growth" communication management principle (SMART GROW) (Siderek,
2019 in Majetny et al., 2019) is used in the models of functioning of the multidisciplinary team
"Meeting around the child". The initial phase of the dialogue is the search for a common goal
(GOAL) that would meet the characteristics of SMART - specific, measurable, attainable,
relevant to the task (compliance with the purpose of the multidisciplinary team) and time-
bound, i.e. (trackable). Unambiguous goal setting based on horizontal priorities, which will be
important for all team members, including the client or the whole family, will guide the entire
communication of the meeting and thus the effectiveness of the resulting recommendations.
The formulation of the goal is followed by a space for sharing views on the reality of each team
member, where each expert as well as the client or the whole family describes their own
understanding of the fact, which expands the context of the story. Subsequently, we work with
finding options that would lead to the fulfilment of the goal. The last step in this process is to
formulate concrete steps in the form of priorities for the activities that will create the action
plan. This will facilitate the implementation of the recommendations in practice, their better

coordination, efficient use of services and possible ongoing evaluation of results. Peter
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Limbrick, author of the model "Team around the child" (in Majetny et al., 2019), summarized
the content of the action plan in several points:

a) formulation of desired results,

b) clarification of whether it is the whole process of change or only the first phase,

¢) formulation of steps and responsible person (including clients),

d) clarification of whether the members of the multidisciplinary team can also work

independently or only under the institution,

e) formulation of conditions and barriers to the implementation of steps,

f) operationalization of the required state according to measurable variables,

g) agreement on a possible next multidisciplinary meeting,

(h) the persons who will have access to the action plan.

The further division of multidisciplinary team leadership approaches distinguishes
between principles aimed at coordinating procedures and principles aimed at coordinating
cooperation (Krnacova et al., 2020). The rules developing the coordination of procedures focus
mainly on achieving the objective and include:

a) client focus - coordination of professional procedures is initiated by identifying key
professionals and other persons who can participate in a positive change of the client or the
whole family. These people know each other, respect each other, accept the expertise and
importance of being present in the team. The process considers the needs, wishes, perspectives
of clients, even though they may differ from the professional ones. By revealing the individual
needs and sharing of each member, a dialogue opens leading to the formulation of a common
goal that leads to a positive change of clients.

b) complex approach - the specialization of each expert brings a deep insight into the
understanding of a specific area in the dialogue. When these views are combined, a complex
approach reflecting a human, holistic and humanistic approach will be created.

c¢) growth model - which is on the opposite side of the dimension to the deficit model.
The growth model focuses on client resources and positive opportunities.

d) responsibility —common goal formulation, sharing ideas and knowledge, and creating
a common plan disperses responsibility for change equally among all team participants,

including clients.
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The rules developing the coordination of cooperation concern, in the first instance, the
promotion of the establishment and deepening of equal cooperative relations in a
multidisciplinary team and their management. These rules include:

a) organization - affects the methodological procedures of work and meeting the
standards at the level of process, content, performance and material and technical support,

b) value agreement - contributes to the importance of a multidisciplinary team, thus
promoting cooperation,

c) psychological safety - the experience of respect and trust deepens the cooperation of
team members,

d) cooperation - and its acceptance despite the abandonment of individualized
approaches when looking at the client,

e) balance of professional roles - which is associated with the principle of horizontality
(Majetny et al., 2019) and leads to the appreciation of the expertise of each team member,

f) care - which includes not only the support of positive cooperative relationships, but
also the support of development activities for team members.

g) open communication - honest, understandable, shared and respectful communication
deepens cooperation. It is also related to communication challenges such as constructive
feedback, acknowledging the limits of your expertise and competencies, ...

h) social responsibility - the work procedures of the multidisciplinary team should be in
accordance with current scientific knowledge,

i) reflection and supervision - in case of uncertainty or excessive tension in the teamwork
process, it is appropriate to choose the process of intravision (team reflection from inside) or
supervision (team reflection from outside). Both can provide insight into the processes and
relationships in the team, which can make team failure or conflict situations a means of
acquiring new knowledge,

J) evaluation - in order to maintain the effectiveness of the team, it is important to
regularly re-evaluate the achievement of goals in cooperation not only with experts but also
with clients in relation to their positive change.

Models of multidisciplinary team functioning
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Values, relationships, systems and products are nowadays fast becoming obsolete and
disposable, knowledge and technology have become more specialized and complex, requiring
individuals to be more adaptable, flexible, creative, innovative and constantly and permanently
come up with fast solutions. These characteristics of the so-called postmodern society have
caused the reconstruction of the social life, systems and structures of the functioning of
organizations. The helping professions also speak of a network of "learning organizations",
which are adaptable and flexible to new ways of thinking and interacting, require "autonomous
people” who deal with complex information, defend their own thinking and are able to think
together, question and improve system requirements. We see them as "organizations where
people are constantly expanding their ability to produce the results they really desire, where
new and accepting patterns of thinking are stimulated and people are constantly learning how
to learn together" (Senge, 2006, p. 37, Gorz , 2004; Harvey, 2007; Toffler, 1994 in Lucchi,
Bianco, Lourengao, 2011).

For multidisciplinary practice, only limited characteristics of models and approaches
have been selected for this chapter, which allow to find a logical scheme of building and
managing team change. These are traditional and innovative methods of participation to achieve
effective teamwork. Selected examples can inspire to build your own structure (mixture of
change management models), according to your own needs or quality attributes. It is
appropriate that the structure / mixture takes into account:

1. Effective involvement of the family network in the support processes of change.

Networks should be designed to promote good ideas, strengthen members'

competencies, timeliness and uniqueness of the interventions in which they arise (Cross

etal., 2010). When networks are set up to work together in multidisciplinary teams, they
usually work with the help of mentors so that they can best mobilize their knowledge
through joint learning. According to several studies, mentoring often stimulates team
attention, autonomy and promotes integration in the client's inclusive environment

(Nonaka, Takeuchi, 1997; Crossan, Lane and White, 1999; Choo, 2000, 2001; Garvin,

2002; Schwartz, 2003; Zietsma, Winn, Branzei and Vertinsky, 2002; Senge, 2006;

Castafieda, Rios, 2007; Pérez-Acosta, 2005 in Lucchi, Bianco, Lourengédo, 2011).

2. Qualification in the field of knowledge creation, acquisition, interpretation,

transfer and storage. Deliberately modifying their behavior to reflect the new

knowledge of the members of change, a clear idea of their goals, information retrieval
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and their diverse analysis. This is a sensitive perception of differing views, where the
dissemination of common ideas becomes part of an organizational memory that all
individuals should have access to in order to ensure that they are maintained over time.
3. Linking “quiet” (individual) and explicit (group) organizational elements such
as: individual / personal area, mental models of understanding co-created reality,
interactive and participatory vision creation, ability to learn together, connection of
disciplines, experiences - is systemic and nonlinear thinking. The interaction between
silent and explicit elements forms team learning through processes: socialization,
externalization, combination and internalization (Nonaka & Takeuchi, 1997 in Lucchi,

Bianco, Lourengdo, 2011).

The selected mix of examples reflects the experience of multidisciplinary practice,
where it was necessary to 1. connect individual and group elements in the organization
(represented by "Model 7S") and 2. effectively involve family networks in supportive processes
of change (represented by "Informal Cooperation Networking Process"). Each of them brings
a different type of team building and leadership. While the "Model 7S" is suitable for a more
institutionalized form of team establishment, the process of creating informal collaboration
networks aligns with the intuitive processes of a learning multidisciplinary network.

Also, as the “values” and “collaboration” themes are considered key to building and
running multidisciplinary teams, we also provide two models that focus on them and can be
useful for multidisciplinary teams: the Value-Based Practice Model and the Double Star Model
for forming atmosphere of cooperation. The themes of values and cooperation are the
cornerstones of effective support for our clients and their families, and if they are not addressed
in the team, it will be difficult for us to establish value and ethically based cooperation focused
on clients.

In addition to these mentioned models and approaches, which can serve as inspiration
for building and developing multidisciplinary teams, it is possible to use other approaches and
methods for their development, such as "action learning teams", "action research / research in
action" as well as "appreciative inquiry" (Al). However, there are certainly other inspiring

approaches that several other parties could write about.

Process model 7S
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The model was developed in the late 1970s (Williams, 2017). The authors identified seven
internal elements that need to be coordinated in the team for the coordination of

transformational changes to be successful.

Elenovia a ich prdvomeci v systémoch, z ktorych pochddza-
ju/pbsobia.

Elenovia timu

- prijaty plan timu na vybudovanie a udrZanie , reality systému
- rozhrania“ v pohybe.
tvrdé zlozenie timu (Struktira Specializédii, roli a pozicii, vratane ich
. horizantdlnych, & vertikdlnych vztahov).
ia o organizovanie, koordinacia kaZdodennych ¢innosti a postu-
' ‘ pov élenov timu, ktoré realizuju a méZu realzovat v ,realite
systému rozhrania®,
Tvrdé T . ETEEATIIE™D zédadné hodnoty timu, ktoré odrdaji multidisciplindrnu
. N hodnaty etiku uplatfiovand v ,realite systému rozhrania®. S umiest-
Makké ¢ nené v strede modelu ako klicové pre rozvoj a prepojenie
vietkych ostatnych prvkov modelu.
makkeé _pri%at;? Styl vedenia timu (dialogicky, kon3truktivisticky a
‘ inej.

skutoéné schopnosti, kompetencie a silné strénky &lenov timu

(https:Awww.mindtools.com/pagesfarticle/meet-your-new-team.htm).

Figure 1: 7S model schema

Zdielané hodnoty — shared values - core values of the team which reflect
multidisciplinary ethics used in the “reality of system interface”.

Tvrdé — Hard:

Stratégia — strategy - adopted team plan to build and keep the “reality of the interface
system” in motion

Struktiira — structure - team composition (structure of specializations, roles and
positions, including their horizontal or vertical relationships).

Systémy — systems — organization, coordination of everyday activities and approaches
of team member which they realize and can realize in the “reality of system interface”
Mikké — Soft:

Styl — style — adopted style of team leadership (dialogical, constructivist and other)
Clenovia timu — team members - members and their competences in systems they
belong to/operate.

Zrucnosti — skills - real abilities, competencies and strengths of team members
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Defining shared values in client-centered care helps many organizations target the team
support of helping professionals. For a multidisciplinary team to work well, these seven
elements need to be constantly strengthened and balanced with each other. It is good to be aware
of them together in the teams and to monitor their compliance with the organization where they
work for a long time. The use of the model is appropriate in more formalized contexts, such as
in connecting collaborating organizations from different support systems, where teams are
formed under specific circumstances, needs and the client's story. Also, in a wide range of
situations where the prospect of alignment is useful, or even as a diagnostic tool for sufficient
stakeholder involvement (NHS North West Leadership Academy, 2021). For example, for a
client of services provided by several departments at the same time. According to Williams
(2017), new processes and a change in thinking can be brought to change management through

this model.
Value-based practice

This section follows the topic of values. Balanced decision-making is important when
looking for solutions in team collaboration, and values are the answer to how teams can prepare
for this decision-making already in the building phase. The approach and model that contributes
to this is value-based practice (VBP).

The source of information on value-based practice is The Collaborating Centre (2021),
which deals with this topic in terms of theory, practice, education and research, especially in
the field of health and social care. This center perceives the importance of multidisciplinary
teamwork, and value-based practice is the key to human-centered care, and a multidisciplinary
team is enhanced by its values. Cooperation and integration between services such as health
and social care is more difficult to achieve, so in addition to several individual projects, the
Centre has set up three programs to support the development of more integrated approaches in
the areas of: public services; mental health of children and adolescents; and education.

Value-based practice (VBP) builds on the premise of mutual respect in promoting
balanced decision-making within shared values that are complex or contradictory. VBP
provides a framework and skills that should enable people to work in a respectful and sensitive

way with the different values and perspectives that are present in their practice.
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The VBP model describes a process that includes ten key elements: four key clinical
skills, two aspects of professional relationships, three principles linking VBP with evidence-
based practice, and partnership in decision-making.

Value Four key skills include:

1. Awareness of values includes an awareness of the diversity of individual values, an
awareness of one's own values as well as the values of others, and an awareness of positive
values (StAR values, i.e. strengths, aspirations and resources) as well as negative values (such
as needs and difficulties). Paying attention to the language used is also a way of raising
awareness of values.

2. Thinking about and justifying values in value practice is focused on broadening our value
horizons rather than on (direct) deciding what is right. It is important to examine all the values
present in the decision-making process.

3. Knowledge of values derived from research and experience.

4. Communication skills include skills for value assessment, conflict resolution and decision
making.

Two aspects of professional relationships are key to VBP:

5. A practice focused on personal values is a practice that focuses on the values of the client
and at the same time is aware of and reflects the values of other stakeholders, i.e. professionals,
managers, families, etc. (this is important in mutual understanding and conflicting values).

6. Extended multidisciplinary teamwork is teamwork that draws not only on the diversity of
skills represented by different team members, but also on the diversity of team values (this is
important in identifying values in each situation and in finding a balanced decision on what to
do).

Three principles linking VBP with evidence-based practice (EBP):

7. The two-feet principle: All decisions are based on two feet: values and evidence. Therefore,
it is necessary to apply a procedure based on evidence and awareness of the client's values - i.e.
"thinking about values, thinking about facts".

8. The Squeaky wheel principle: We tend to pay attention to values only when (like a squeaky
wheel) they cause problems. In the case of value-loaded situations, it is necessary to focus on

the values, but also on the relevant evidence with the application of cultural awareness.
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9. The science-driven principle: Advances in science open new possibilities (and also bring
diversity of values) and call for value-based as well as evidence-based practice, while
strengthening their development.

Partnership:

10. Partnership in decision-making: Partnership in decision-making depends on consensus as
well as on differences of opinion and disagreements. Consensus occurs when differences in
values are resolved by accepting one or the other value. Sometimes, however, differences in

values remain at stake to compensate once and sometimes in different situations.
Twin Star model for creating an atmosphere of cooperation

Another model that illustrates the key elements of the collaboration is the Twin Star
Model. The Twin Star model of key areas of collaboration is brought by Ben Furman and Tapani
Ahola (2017) in It's Never Too Late for a Satisfied Team publication. The authors practice a
solution-oriented approach and illustrate key areas of collaboration on the Twin Star model.

One star consists of four areas that are useful to develop in terms of collaboration:
appreciation, entertainment, success, caring for others.

The second star focuses on four areas that often appear and can cause difficulties in
cooperation: problems, injuries, obstacles / mistakes / failures, criticism.

Furman and Ahola consider these areas to be key factors in workplace interpersonal

relationships that most affect well-being and satisfaction.
The process of creating informal cooperation networks

Innovative solutions often emerge unexpectedly through informal and unplanned
interactions between individuals who see problems from different angles. What's more,
successful implementation often stems from relationship networks that help both professionals
and lay people cope with situations that do not fit into established processes and structures
(Cross et al., 2010). The model of creating informal cooperation networks is based on the
reflection of a multidisciplinary approach on two levels - internal and external reflection of

networking structures.
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At the internal level, the goal of the teams is to name certain standards of relationship

in which their members are willing to participate even after intervision reflection. Here, we

focus on connecting all team members into one team line and network, including its unstable

(peripheral) parts. In practice, we also know this as "connecting torn-off sub-teams" back to the

"team line" of the network of relationships. Functional link analysis helps teams "bridge™ and

"stabilize" resources and, ultimately, what the network itself can do in the desired change.

Figure 2 illustrates the original team structure, where some actors are on the periphery.

These can be, for example, "disconnected” team members or "future” members - as yet

unknown and important individuals in the community who have team potential.

Profil menej
spokojného a

menej vykonného
élena timu

Figure 2.: Non-formal cooperation networks (Cross er al., 2010)
Origindlna Struktura timu — original team structure

Pripojenie periférnych spojencov - connection of peripheral allies

<>
<

Profit velmi spokojného a vykonného clena timu — profit of very satisfied and efficient

team member

Profit velmi spokojného, ale nevykonného clena timu — profit of very satisfied but non-

efficient team member
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Profit menej spokojného a menej vykonného ¢lena timu — profit of less satisfied and less

efficient team member

At the external level, this is the situational acceptance of external members
(defined within a broader team of "new reality"). They are often seen as co-creators of
the innovation (multiplication of change) of the change already adopted - a certain
"renewal of the standard of the original network of relationships" in the "new reality",
but already a self-multiplication. They are personalities, leaders welcome as bearers of
unique interactions that the complexity of change requires.

This level claims an unconventional way of thinking, a certain "tangible
quantity” in team management, and relies on the "guaranteed moment of presence"
created by the original team and the external team. It is about building new connections,
opportunities to improve team processes.

Thus, the multiplication of the "new reality” of innovation offers change certain
benefits to the team. For example:

a) considering ways to generate more connectivity at a critical point in the

network of relationships,

b) revealing difficulties in cooperation before they may arise in practice,

c¢) understanding of the formal level - connections in interactions and their

atypicality,

d) the desire to identify unknown roles that will help create new connections in

the network of relationships,

e) network visualization, designing highly efficient and effective change

programs (for example, connecting peripheral teams in a team increases the

number of people who can be invited to a network of supportive relationships),

and so on.

A relationship network with multidisciplinary teams can have a profound impact on the
transformation of organizations' rigid processes and increase the number of their flexible units
that can adapt and innovate. For such a participatory change, leaders must abandon some
traditional methods, organizational management patterns, and adopt a different, "more

collaborative leadership model."”
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It is useful to know that although well-standardized processes and coordination can
provide important starting points for working with families in crisis, they are not flexible
enough to support inclusive types of internal and external cooperation, multidisciplinary
support partnerships.

Therefore, it is appropriate to use the model wherever it is desired to promote new
patterns of multidisciplinary cooperation in order to make not only teams and organizations,
but especially families in crisis more socially resilient (Cross et al., 2010).

Networking as a core team building process

In the practice of mixed teams, the process of building a "core team™ is carried out - a
"core team", which is a group of key people. These are usually two to four people who can
integrate not only the team building process in the long term, but also its sustainability,
transformation, quality, and even possible demise.

The process of building a core team in multidisciplinary networking can look like this:
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1. To capture the importance and need to connect the actors of change

e Awareness of social construct size in a relation to the needs of a client/team

N/

2. To establish the roles of the network twin

e To clear out/define core team roles (networker & coordinator) ensuring fluid coordination,
communication and security in the team, as well as multiplication of client / team supporters

3. To create an individual networking model

¢ To outline a specific design, team support plan with a clear structure, a real degree of client involvement,

and tho invinlviamant Af thoir cammiinity

N4

4. To Identify the key actors of change

e Together name the team members, their tasks, diversity and usefulness as co-implementors of change
processes

e
I
P e
e e |
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Implementation of multidisciplinary teams in practice

An example of how a multidisciplinary team works is the work of a school psychologist.
In his work, he cooperates with the client (school student), his parent (legal guardian), class
teacher, master of vocational education, school counsellor at the school, deputy headmaster. A
student's sibling, partner or friend can also be a member of a multidisciplinary team.

Another example of working in a multidisciplinary approach is the Transit Program -
supporting young people with disabilities and accompanying them in the transition from school
to independent living. In this program, the staff cooperates not only with the client (a young
person with a disability), but also with his system, i.e. with a parent, partner, classmate, class
teacher, social worker (in the case of a young person from the center for children and families),
boarding school tutor, etc. Involving important people in the collaboration is very useful to
support the client. Each member of the multidisciplinary team knows the client from a different
context or role. By focusing on the client's resources (his strengths, his uniqueness), we can get
a rich list of what he wants, what he is good at, what others appreciate about him. The client
may show other strengths and positive qualities at school, others in a friendly relationship,
others in individual work with an employee of the Transit Program. The views of other team
members are very rare and can also be very supportive for strengthening the positive self-image

of the client - a young person on the way to his independent life.

Multidisciplinarity in Slovakia

The following chapter was made through the analysis of internal and external texts of
strategic organizations, which form the current theory and practice of multidisciplinarity in
Slovakia. References to source documents are given below.

The chapter presents a multi-sectoral cross-section of definitions, concepts and

characteristics of a multidisciplinary approach (hereinafter also MDA). A synthesis of derived
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terms, in particular "multi-sectoral cooperation”, "inter-ministerial cooperation”,
"multidisciplinary care", "multi-institutional intervention”, “intervention team" and
"multidisciplinary team", was used to pool resources in a "multidisciplinary approach”.

The creation of the following text is based on the main objectives of the project and the
basic frameworks of the Government of the Slovak Republic, which declares? that it will create
conditions for coordinated multidisciplinary cooperation in solving family problems. In the
topic of education, the characteristics of the European Agency for Special Needs and Inclusive
Education, VUDPaP (Research Institute for Child Psychology and Pathopsychology), To da
rozum (It makes sense), SPU (National Institute for Education), MPC (Methodology
and Pedagogy Centre) and MSVVaS SR (The Ministry of Education, Science, Research and
Sport of the Slovak Republic) were selected. For the topic of social work and legal protection,
online documents are available in the Ministry of Labor and Social Affairs of the Slovak
Republic, the Ministry of the Interior of the Slovak Republic and the Ministry of Justice of the
Slovak Republic. The Ministry of Health processed documents of the Office for Value for
Money "Mental Health and Public Finances - Discussion Study" as well as documents
"National Mental Health Program" and SDTP (Standard Diagnostic and Therapeutic

Procedures) in Health Care?.

1.1 Education system

The document "Inclusive Early Childhood Education - New Perspectives and Tools",
developed by the European Agency for Development in Special Needs and Inclusive Education,
points out that inclusive early childhood education facilities can meet the additional needs of
all children if policy makers connect the local community to the “Ecosystem model of inclusive
early childhood education”. Ideally, the child should be an active part of it and engage in
educational and social activities with the whole family. The Agency's multidisciplinarity®
recommendations also call for the promotion of cooperation between all sectors and disciplines,
together with practitioners, families and local communities, in order to increase the quality of

affiliation, involvement and education of all children.

! https://rokovania.gov.sk/RVL/Material/24756/1, p. 11 a 43
2 https://www.standardnepostupy.sk/
3 https://www.european-agency.org/sites/default/files/iece-summary-sk 0.pdf
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According to VUDPaP, multidisciplinarity is one of the possible approaches to problem
solving from the perspective of several independent disciplines, where each of them approaches
a shared problem through their own perspectives, methods and theoretical concepts, as well as
their own language. "The solution is the sum of the partial conclusions. If the problem can be
divided into sub-problems and these can then be assigned to individual disciplines, a
multidisciplinary approach is sufficient.” And if we also compare it with the term
"transdisciplinarity"”, which refers to concepts that go beyond one field, without division into
object, subject and research disciplines, multidisciplinarity has the privilege of connecting
different areas of knowledge in science and research. It is therefore better not only for
professionals but also for laymen, but also scientifically measurable.

According to VUDPaP*, MDA is based on close cooperation, which builds on the
expertise, experience, trust and sharing of different people. The usefulness and applicability of
a multidisciplinary approach in the system of educational counselling and prevention offers
complex care. It identifies and responds to the needs of the child and their family or group,
provides them with coordinated support and enables them to participate in decisions to improve
their situation. The multidisciplinary approach of the Ministry of Education, Youth and Sports
of the Slovak Republic is closely related to the inclusive setting of society and inclusive
education at all levels®. The ministry wants to create a strong network of early support providers
for families and children with disabilities and families and children at risk of poverty®. In
implementing inclusive education, the MDA supports inclusive teams’ composed of
pedagogical staff and professional staff. Today, the database of "Good Practice Forms™ in the
system of educational counselling and prevention® has 427 case studies in more than 50 mental
health topics, where practitioners have applied a multidisciplinary approach® and intervention.
Supporting the implementation of standards'® brings several multidisciplinary approaches!! and

4 Krnacova, Z., Cerednik, M., 2020: Filozofia MDP_VS5, interny material VUDPaP

> HALL, R. Riadenie vysokych $kol. In HALL, R. et al. Analyza zisteni o stave $kolstva na Slovensku: To dd

rozum. Bratislava: MESA 10, 2019. Available at: https://analyza.todarozum.sk/docs/317425002mu0a/

6 https://todarozum.sk/konferencia/865-odporucania-pre-skvalithenie-skolstva-na-slovensku/, p. 40

7 https://www.minedu.sk/data/att/16787.pdf, p.: 22

8 VUDPaP at 25.9.2020 — Internal databasis of Good Practice Forms — activity output A1 NP ,Standardizaciou
systému poradenstva a prevencie k inklUzii a Uspesnosti na trhu prace”

% https://vudpap.sk/dobra-prax-a-multidisciplinarny-pristup-pre-odbornych-a-pedagogickych-zamestnancov-2/
10 https://vudpap.sk/x/projekty/standardy/

11 hitps://vudpap.sk/zostrih-z-online-webinara-multidisciplinarny-pristup-zakladne-myslienky-a-ramce/
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innovations'?, including improving the quality of teamwork'®. MPC and SPU within the NP
"Professional Development of Teachers (TEACHERS)" jointly integrate multidisciplinary
approaches into selected sub-activities of the project!®. An example of a multidisciplinary
approach between the two departments of education and social affairs) is the educational
concept of the school support teams!® of the Inclusion Centre. According to the School
Education Gateway®, the multidisciplinary approach to educational disadvantage and early
school leaving is characterized as an association of professionals within and outside the school,
such as psychologists, social workers and health professionals. "Multidisciplinary teams have
the potential to offer a range of services to support young people at risk of educational
disadvantage and early school leaving. These include focusing on language development,
mental health support, emotional support, bullying prevention skills, fieldwork with

marginalized families and support in developing parenting skills. '

1.2 Social affairs and legal protection

The connection of a multidisciplinary approach in education with the approach of the
Ministry of Social Affairs and the Family is very natural. These are mostly community or
program connections of the school to social services or SPODaSK (Social and legal protection
of children and social care) activities. The topics of multidisciplinary approaches are focused
on prevention and intervention for at-risk students in the school environment. MDAs call for
systematic and multidisciplinary cooperation with the involvement of the school and family
environment. Social workers work as members of a multidisciplinary school team in the
positions of social pedagogue.'®

The departmental MDP approaches®® in the social protection of children and social
guardians present the concept of the Cochem model?® and the topics of CANZ, family

12 https://vudpap.sk/x/projekty/standardy/podpora-a-implementacia-standardov-v-systeme-vpap/

13 https://vudpap.sk/x/projekty/standardy/vzdelavanie-a-rozvoj-ludskych-zdrojov-pre-system-vpap/

1 https://mpc-edu.sk/prezentacia-narodneho-projektu-profesijny-rozvoj-ucitelov-teachers

15 https://inklucentrum.sk/wp-content/uploads/2020/09/Skolsky-podporny-tim.pdf

16 https://www.schooleducationgateway.eu/sk/pub/resources/toolkitsforschools/area.cfm?a=5

17 https://www.schooleducationgateway.eu/sk/pub/resources/toolkitsforschools/area.cfm?a=5

18 https://unibook.upjs.sk/img/cms/2018/ff/moznosti-socialnej-prace-web.pdf, p.: 7,11,13,14,28,58,85,87,88
Bhttps://detstvobeznasilia.gov.sk/web data/content/upload/subsubsub/8/subjekty posobiace v_oblasti och
rany deti pred nasilim prehlad opravneni a povinnosti elektronicka verzia-1-1.pdf

20 hitps://www.justice.gov.sk/Stranky/aktualitadetail.aspx?announcementlD=2584

21 hitps://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Prirucka CAN NP DEl.pdf
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rehabilitation?? and other methodologies. Eg: The "CAN Syndrome Handbook" defines a
mutidisciplinary team (detailed below) as a group of professionals involved in assessing the
child's situation and working on the child's own situation - experts from other systems involved
in protecting children's lives and health, namely from both the public and non-public sectors.
Competently families and children involve the above multidisciplinary approach in action steps,
eg: elaboration and implementation of the Plan of social work with the child, his parents in
order to use the family's potential to solve its situation, without which cooperation cannot
achieve positive change?? in the child and family situation. The methodology "Innovative model
of family rehabilitation management"?* guides the multidisciplinary team in a comprehensive
assessment of the living situation of the child and his family (detailed below).

The Cochem model?® as a complex MDA concept is implemented in Slovakia through a
pilot project of the Ministry of Justice of the Slovak Republic. The Regional Court in PreSov
and two district courts in its jurisdiction proceeded to its verification - the District Court of
Presov and the District Court of Kezmarok, through the evaluation of the fulfilment of
objectives, testing the model of the so-called Cochem practice. A multidisciplinary approach is
a challenge?® for legal and social services for adults at risk of violence.

The document "Legal and professional framework for the establishment and functioning
of the network of intervention teams - Baseline analysis” deals with the crisis intervention
procedure in the form of multi-institutional intervention in cases of domestic violence and
violence against women. The multi-institutional approach (here we perceive it as the MDA)
should be holistic, coordinated so that all activities, measures and programs follow each other
and are harmonized, including the activities of law enforcement agencies, health services,
psycho-social services, safety of victims and others. Its advantage is the cooperation and
immediate creation of a network of people who can target education and who are an important
source of information about what works in a given system and what does not. Effectiveness is

linked to the extent of involvement of actors from different professional and institutional

22 hitps://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Inovativny model manazmentu sanacie rodiny.pdf
2 https://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Prirucka CAN NP _DEl.pdf, p.: 39 — 40, 58, 60-71, 88,
93 a 100.

24 https://www.upsvr.gov.sk/buxus/docs/SSVaR/SPODaSK/Prirucka CAN NP _DEl.pdf, p.: 39 — 40, 58, 60-71, 88,
93 a 100.

25 https://tvoj-pravnik.sk/2019/02/10/cochemsky-model-a-postavenie-mediatora/

26 https://www.ceit.sk/IVPR/images/IVPR/vyskum/2012/Holubova/2261 holubova monitoring_sluzby.pdf, p.:
48,57,61,72,74
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spheres, between which it is necessary to build mutual trust and willingness to cooperate. The
main objectives of a multi-institutional approach are always to guarantee and ensure a
coordinated approach to interconnected services and victim assistance for individual
interventions.?’

The area of social services is mostly covered by low-threshold multidisciplinary
approaches, approaches in early intervention and approaches in hospice facilities.

Community, family centers and low-threshold centers are represented by employees
within multidisciplinary teams together with parents, resp. guardians. Their intention is to
prevent the family from becoming a client of OSPODaSK, or there was no exclusion of children
from the family, i.e. minimization of risk and optimization of opportunities for children and
parents. The task of applying a multidisciplinary approach is also to streamline assistance in
creating educational support files for activities and services that provide guidance and
counselling®. Standards?® have been created for low-threshold centers by the IA MPSAaR SR
(The Implementation Agency of the Ministry of Labor, Social Affairs and Family of the Slovak
Republic), where a multidisciplinary approach takes into account the functional cooperation of
organizational units with cooperating entities. The recommendations and indicators of the
standards for the management of low-threshold social services for children and families
explicitly state:

"Neglecting the multidisciplinary principle reduces the likelihood that the recipient of
a social service will be provided with a service of the highest possible quality.”

"The methods of cooperation with the recipient of the social service must be clearly and
comprehensibly described and the principle of team and multidisciplinary cooperation must be
observed."

"Choice and description of methods - methods of cooperation with the recipient of the
social service are accepted by the recipient of the social service and his family and other

persons."

27 https://ivpr.gov.sk/wp-content/uploads/2020/07/V%C3%BDchodiskov%C3%A1-
anal%C3%BDza Interven%C4%8Dn%C3%A9-centr%C3%Al.pdf, p.: 7

28 https://www.unipo.sk/public/media/29623/2.pdf, p.: 20

2 https://www.ia.gov.sk/npkiku/data/files/np _kiku/dokumenty/Standardy%20NSSDR.pdf
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"The social service provider applies active multidisciplinarity and team cooperation
between all organizational units in order to meet the individual needs of social service

recipients."°

The establishment of a multidisciplinary approach to the standards of low-threshold
centres and other facilities of social service providers is based on the document "Evaluation of
the quality conditions of provided social services - methodological starting points (proposal)”.
The author mentions partnership cooperation as part of a multidisciplinary and multisectoral
agenda of social services®. In more detail e.g. Criterion 3.1: Development of the structure and
number of jobs, qualification requirements for their fulfilment in accordance with §84 with the
determination of the structure, duties and competencies of individual employees, the number of
employees is appropriate to the number of social services recipients and their needs, where it
even qualitatively monitors evidence of functioning multidisciplinary team®. This fact is
explained in more detail through the methodology®: below.

The work of multidisciplinary teams in hospice care and the method of its evaluation
were theoretically researched by the Czechoslovak scientific team® of Masaryk University
Brno, Faculty of Medicine, Department of Nursing, Catholic University of RuZomberok,
Faculty of Health, Department of Nursing and Comenius University in Bratislava, Jessenius
Medical University Martin, and Department of Pathological Anatomy. Authors®® from the
University of Constantine the Philosopher, the Faculty of Social Sciences and Health Care, and
the Department of Social Work and Social Sciences contributed to them through practical
research. Their survey of 11 participants in the facilities: Plamienok Children's Hospice in
Bratislava, St. Bernadetka's Hospice in Nitra and the Oncological Institute of St. Alzbeta in
Bratislava describes a multidisciplinary approach through the decision-making process of the

30 https://www.ia.gov.sk/npkiku/data/files/np kiku/dokumenty/Standardy%20NSSDR.pdf, p.: 40, 55, 56, 79
31 https://www.employment.gov.sk/files/rodina-soc-pomoc/hodnotenie-podmienok-kvality-poskytovanych-
socialnych-sluzieb-metodicke-vychodiska.pdf, p.: 11

32 https://www.employment.gov.sk/files/rodina-soc-pomoc/hodnotenie-podmienok-kvality-poskytovanych-
socialnych-sluzieb-metodicke-vychodiska.pdf, p.: 86

33 https://www.employment.gov.sk/files/slovensky/rodina-socialna-pomoc/socialne-sluzby/metodika-verzia-
3.12-komplet.pdf

34 https://www.osetrovatelstvo.eu/ files/2013/11-timova-praca-v-hospicovej-starostlivosti-a-sposob-jej-
hodnotenia.pdf

35 https://www.osetrovatelstvo.eu/ files/2013/11-timova-praca-v-hospicovej-starostlivosti-a-sposob-jej-

hodnotenia.pdf
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participants (not only by the dying patient himself, but also by his family and the entire
accompanying team of workers) in the communication connection of social and health care in
palliative medicine. In the part of this text (in Chapter 2 Multidisciplinary Teams in the Slovak
Republic) we characterize the MDA despite the study from 2020,

Trends in the application of multidisciplinary approaches in early family-oriented
intervention in Slovakia are linked to global platforms and standards. In the Slovak Republic,
they are coordinated within the Agora APPV | project®’. The methodologies that arise for Slovak
providers and supporters go beyond multidisciplinarity into transdisciplinarity. In its
presentation entitled "Transdisciplinary Team"3®, APPV| defines the differences in multi-inter-
transdisciplinarity approaches in the context of parental involvement in team processes.

A specific type of multidisciplinary approach is its application in crisis situations. The
timeliness, availability, low-threshold and variability of its forms (distant and present) support
the possibility of rapid intervention in the social functioning of persons in their transactions into
the environment, taking into account social and contextual specifics.3® This includes not only
the multi-institutional approach mentioned above, but also the programmatic forms of
multidisciplinary approaches, which are implemented for example by Integra. It creates a
functional framework for coordinating care and specialized services for clients with mental
health problems in their natural environment.“° It is an organizational model of community care,

closely linked to the health sector.

1.3 Healthcare
In the Slovak Republic, several medical universities** and colleges with medical

departments*? have begun to address the topic of MDA. The approach is defined across

36https://www.researchgate.net/publication/342233206 VYZNAM SOCIALNEHO PRACOVNIKA V_MULTIDISCI
PLINARNOM TIME HOSPICU THE IMPORTANCE OF A SOCIAL WORKER IN THE MULTIDISCIPLINARY HOSP
ICE TEAM

37 https://asociaciavi.sk/obsah-a-kvalita-sluzby-vcasnej-intervencie-podla-aktualnych-trendov/
38https://asociaciavi.sharepoint.com/Verejne/Forms/Allltems.aspx?id=%2FVerejne%2FPrezentacie%20VUC%20
2019%2FPlanovanie%20s%20cielom%20posilnit%20rodinu%2Epdf&parent=%2FVereine%2FPrezentacie%20VU
C%202019&p=true&originalPath=aHROcHM6Ly9hc29jaWFjaWF2aS5zaGFyZXBvaW50LmNvbS86YjovZy9FY2RVL
UN2SGJ3cEVqcUIZZjVGNOVRA0J5U20yLUxJUFNzWIUxZTQ4Z1gwVkd3P3J0aW1IPXBLNU12VkJoMkVn

39 https://www.unipo.sk/public/media/29623/2.pdf, p. 17

40 http://www.dusevneporuchy.sk/ckeditor/kcfinder/userfiles/files/home/zbornik-2018.pdf, p. 20

41 https://fzszu.sk/blog/2018/04/23/celostatna-konferencia-s-ustrednou-temou-multidisciplinarny-pristup-k-
poskytovaniu-zdravotnej-starostlivosti/

42 https://www.unipo.sk/fakulta-zdravotnictva/kpas-new/projekty/KEGA/3/
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departmental topics and a range of diagnoses, medical approaches and concepts*3, from nursing,
cerebral palsy diagnosis*, multidisciplinary approach to antithrombotic treatment*, or
comprehensively, within disciplines such as e.g. public health care*, whose multidisciplinary
approach fully integrates in addition to health care resp. medical sciences also e.g. ecology,
climatology, psychology, sociology, economics, political science and others. The current public
health priorities are health promotion, organization of effective health care, prevention of
infectious diseases, prevention of lifestyle factors and addictive substance use, prevention of
chronic diseases, injury prevention, health inequalities, care for the elderly and others.

From June 2021, mental health will be managed by the ministry through a separate
department with experts who fully address this issue. The ministry also plans to create mental
health centers based on the operation of multidisciplinary care teams for children and
adolescents with mental disorders, as well as for elderly patients. Prevention and active inter-
ministerial links*" will play an important role in mental health reform. Measures for the
prevention and support of mental health of the Office for Value for Money*® in the document
"Mental Health and Public Finances - Discussion Study" also include the identification of
programs present in Slovakia that are relevant for mental health support according to practice
abroad. The authors especially encourage the creation of strong inter-ministerial cooperation,
especially the Ministry of Health, the Ministry of Labour and Social Affairs and the Ministry
of Education of the Slovak Republic and the common strategy for prevention and care, transfer
of concepts from psychiatric care reform from the Czech Republic and other countries,
conceptuality in screening and early identification of ACEs and so on, through multidisciplinary
cooperation. Interdepartmental cooperation has a separate chapter in the document and specific
recommendations for the MDA at the level of the Government of the Slovak Republic. The
document "National Mental Health Program™#® declares that ... "Teamwork within psychiatric

43 https://www.youtube.com/watch?v=T ZSksgqmhY8

44 https://profeseonline.upol.cz/artkey/pol-201401-

0005 MULTIDISCIPLINARNY PRISTUP K PACIENTOM S DETSKOU MOZGOVOU OBRNOU.php

45 https://ks.lekom.sk/index.php?id=22009&r=activity/print

46 https://www.jfmed.uniba.sk/pracoviska/vedecko-pedagogicke-pracoviska/predklinicke-ustavy/uvzd/ ;
http://www.ku.sk/index.php/fakulty-a-pracoviska/fakulta-zdravotnictva/fz-studium/fz-bc-studium/verejne-
zdravotnictvo

47 https://www.health.gov.sk/Clanok?minister-dusevne-zdravie-programove

48 Dugevné zdravie a verejné financie - Diskusnd $tudia, 2020: Utvar hodnoty za peniaze, Ministerstvo financii
SR / www.finance.gov.sk/uhp.p.: 31 a 63, also chapter 7.

4 http://slovanet.sk/uvzsr/docs/info/podpora/NPDZ.pdf, p.: 15 a 16
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multidisciplinary community teams, coordinated by APDS or a day hospital, a psychiatric
outpatient clinic is necessary for the successful functioning of a quality community mental
health care network. Multidisciplinary psychiatric teams are linked to other local and regional
sectors (education, employers, charities, correctional activities - curators) and NGOs in the field
of mental health prevention and promotion.

The department's multidisciplinary approach is defined and applied through a dialogue
on new and innovated standard clinical (diagnostic and therapeutic) procedures and their
introduction into medical practice by multidepartmental platform of delegates from WHO, EU,
Ministry of Health of the Slovak Republic, the Ministry of Labor and Social Affairs of the
Slovak Republic® and standard GPs. In some cases®, the Technical Commission of the
Ministry of Health of the Slovak Republic even considers the approach of comprehensive
management of a patient with a specific diagnosis - from prevention through precise diagnostic
rules to clearly defined treatment - appreciated and included as a standard approach of the
Ministry of Health. SDTP is based on international recommendations and at the same time takes
into account Slovak specifics. The standard is expected to enable rapid, controllable and
effective diagnosis and treatment of every patient, regardless of the region in which they live
and the specialization of the doctor who specializes in it.

For a more specific definition of MDA in the health sector Standard general Baby-
friendly Hospital Initiative - Interdisciplinary Area, Standard diagnostic and therapeutic
procedure for patients with Hypothyroidism, Standard diagnostic and therapeutic procedure
rehabilitation in intensive care medicine, Language and speech development disorders, Primary
relationship disorder in childhood, Psychosocial rehabilitation for people with severe mental
disorders, Care for people with interdependence, Traumatic experiences in childhood,
Comprehensive patient nursing management in ADOS (agentira domacej oSetrovatel'skej
starostlivosti - home nursing care agency), DOS (dom oSetrovatel'skej starostlivosti - nursing
home), palliative and social care facilities and Standard of examination of psychomotor

development of children at 2nd-11th preventive check-up in primary care are selected.

50 https://healthconferences.eu/ files/200000513-064ec064ee/Program%20%C5%A0DTP%202019%2017-
18.10.2019%20final%20last%20version-9.pdf
51 http://www.primarnykontakt.sk/spravy/prvy-narodny-guideline-arteriova-hypertenzia-je-schvaleny/
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"Standard procedure for prevention practice: Maternal and newborn care according to

the principles of the Baby-friendly Hospital Initiative (BFHI) - promoting bonding and

lactation">?

A multidisciplinary approach is included in the description. “Healthcare facilities that
provide care for mothers and newborns should identify appropriate options within the
community to ensure continued and consistent breastfeeding support. They are responsible for
working with the local community to improve these opportunities. Such community
opportunities may include healthcare professionals, lactation consultants, nursing support

groups, or telephone lines.”

"Standard diagnostic and therapeutic procedure Rehabilitation in intensive care

medicine"®

"A multidisciplinary approach with a team of experts is important, whose activities need
to be coordinated and subsequently implemented in practice. Early patient mobilization: to
provide a multidisciplinary team of staff who will work closely together for comprehensive
care. For complex care, provide a multidisciplinary team of staff, whose activities will be
provided and coordinated by staff of anesthesiology and resuscitation departments.
Additional issues for patient management and stakeholders
Quality indicators:
Personnel and material - technical support of anesthesiology and resuscitation workplaces,

multidisciplinary cooperation, staff education, economic indicators."

"Disorders of language and speech development"®*

"Diagnostics - the procedure for making a diagnosis. A complex and multidisciplinary
approach is essential for the correct diagnosis of speech therapy, but the clinical speech therapist

plays a primary role in the diagnostic process. "

"Disorder of primary relationships in childhood integrates MD team" *°

52 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
53 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
54 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
55 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
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"Psychosocial rehabilitation for people with severe mental disorders - Modern
psychosocial rehabilitation requires interdisciplinary team cooperation. Multidisciplinary
psychiatric care teams should therefore be set up to treat people with severe mental illness. The
multidisciplinary team includes a psychiatrist, clinical psychologist, medical teacher, nurse or
physiotherapist, or other health professionals and volunteers in health care. The effectiveness
of psychosocial rehabilitation is increased if it is provided in the patient's community. It is
provided in the catchment area and may include home visits as well as team interventions. There
is compelling evidence (Malone et al., 2007; Cleary et al., 2008; Coldwell, Bender, 2007,
Drake, O'Neal, Wallach, 2008; Nelson et al., 2007; NICE, 2009) that treatment by a
multidisciplinary team in a community setting will reduce the likelihood of hospitalization
episodes by approximately 20 percent and increase patient satisfaction (DGPPN, 2013). "

"Caring for people with codependence">®

"Medical pedagogue, medical pedagogue with specialization - case-management,
medical-pedagogical diagnostics (functional disabilities and potentials, diagnostics using ICF),
medical-pedagogical counselling, medical-pedagogical intervention in the form of individual
or group, couple and family therapy, interventions with the possibility of using art therapy,
drama therapy, didactotherapy, music therapy, bibliotherapy, hagiotherapy, movement therapy,
game therapy, hagiotherapy, education, motivational interview, crisis intervention, support of
resilience, salutors, vulnerability, training of relaxation techniques, harm reduction therapy,
improvement of quality of life, resocialization, integration into society . "

"Traumatic childhood experiences">’

"Based on scientific knowledge about the importance of early childhood for a balanced
mental life in adulthood, the issue of processing negative and traumatic experiences associated
with stress in childhood in the context of a multidisciplinary approach is highly topical. The
processing of negative and traumatic experiences in childhood of varying severity and intensity
in a continuum from less obvious and serious to trauma, from the point of view of medical
pedagogy includes prevention, diagnostics and treatment of endangered children, taking into

account the developmental aspect and ecosystem approach. From this point of view, the given

56 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
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problem is quite wide and complicated; nevertheless, it is necessary to provide the child with
health care as soon as possible and to the best possible extent.

The medical pedagogue works in collaboration with a multidisciplinary team, in order
to triangulate and validate the data obtained. Experts in the team will evaluate the risks of
psycho-social development disorders, the present symptoms of health disorders, the prognosis
in connection with the nature of the child's experience and his reserves and propose measures.
Social support, coping resources, and coping strategies are also assessed.

Preparation for a potentially traumatizing event (surgery, examination, other medical
intervention, hospitalization) - involves a specialist doctor who indicates performance,
examination, hospitalization, then in cooperation with a multidisciplinary team, the child and
parent should be prepared for the procedure or examination, performance is realized, in
cooperation with a multidisciplinary team, followed up by health care based on individual
professional competencies (see Algorithm Prevention-preparation for a potentially traumatizing

event) ... .

"Comprehensive nursing management of the patient in a social assistance facility">®

"The nurse coordinates the nursing care provided by the nursing process method in
collaboration with other members of the multidisciplinary team providing care to the patient
and the patient's family (close ones) ..." Similar to the COM in ADOS, DOS, palliative facility.

"Standard examination of psychomotor development of children at 2nd-11th preventive

check-up in primary care.">®

"The preventive role of the general practitioner for children and adolescents is crucial
in the inter-ministerial multidisciplinary system of care for children with developmental
difficulties (including disabilities). The exclusivity of the primary care physician results from
the unique and irreplaceable opportunity to obtain and continuously supplement all data
necessary to assess the development of psychomotor functions during the first three years of
life, to recommend increased care for children with significant risk of disadvantaged
development, to cooperate with facilities, with local authorities dealing with the problems of

early children in the region, continuously monitor the care provided and its impact on the

58 https://www.health.gov.sk/?Standardne-Postupy-V-Zdravotnictve
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development of the child's developmental potential in the context of the family, and thus
contribute to the efficiency of the whole system, increasing the efficiency of comprehensive
care - a recommended approach to further multidisciplinary care, including the possibility of

inter-ministerial cooperation.”
2. National multisectoral view on multidisciplinarity and teams in the Slovak Republic

The Council of the Government of the Slovak Republic for Mental Health (hereinafter
referred to as the RVDZ — Rada vlady SR pre dusevné zdravie) has become the umbrella and
management platform for multidisciplinary cooperation in the field of mental health in the
Slovak Republic. It was established on February 24, 2021 by the Government of the Slovak
Republic as its permanent advisory body. It performs coordination, consultancy and
professional tasks in the field of mental health protection and promotion, mental disorder
prevention, psychodiagnostics, mental disorder treatment, aftercare of patients with mental
disorders, mental health research, training of mental health professionals and services, policy
making mental health and quality monitoring in those areas.

Within its area of competence, the Council monitors compliance with legally binding
national and international acts and other legislation governing mental health. It works in the
interest of improving quality in the field of mental health and provides inter-ministerial
interconnection. It provides a forum for discussing and resolving mental health issues in a
dialogue between government officials, academic institutions, regulated professions, service
recipients and the third sector in order to create and maintain a coherent mental health care
system in the Slovak Republic that provides its services to who need them. RVDZ participates
in the creation of strategic and conceptual materials in the field of mental health through
international and national mental health action plans (eg: WHO Mental Health Action Plan,
WHO European Mental Health Action Plan, mhGAP, International Covenant on Economic,
Social and Cultural Rights, UN Convention on the Rights of Persons with Disabilities, UN
Convention on the Rights of the Child and the UN Human Rights Council Resolution). It is
divided into several committees (Committee for Primary Prevention of RVDZ, Committee for
Mental Health Care of RVDZ, Committee for Research of RVDZ and Committee for Training
and Education of RVDZ).
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2.1 Multidisciplinarity in action

Thanks to the activities and diversity of the members of the RVDZ committees,
multidisciplinarity at the inter-ministerial level of the Government of the Slovak Republic is
gaining ground. The movement in isolated policies has shifted to coordinated multisectoral
mental health management, which allows systematic, long-term building of multidisciplinary
cooperation and building on the pillars of participatory policies in the field of mental health

protection and development.

What are we already doing good in Slovakia in multidisciplinarity?
* Incorporate philosophy and elements of multidisciplinarity into all reforms of the
Recovery Plan and their legislative processes within themes and family support as a
basic part of the implementation processes of policies and local change (Recovery Plan,
2021);
» Approve the establishment of the National Centre for Mental Health (NCDZ), an
executive component at the national level in the field of multidisciplinary care and
research in the field of mental illness. The NCDZ will be a national platform for the
development, testing and implementation of the latest therapeutic methods and
standards in practice. It will also process mental health data and train professionals in
relevant mental health disciplines. The Centre guarantees the creation of a functional
supra-ministerial coordinating body in the field of multidisciplinary care and research
in the field of mental health (RVDZ, 2021);
» Approve the Proposal for the implementation of the project Collection and processing
of mental health data (p. 2, RvDZ, 2021);
* Approve the Draft Strategic Objectives of the National Mental Health Program, which
integrates multidisciplinarity into the basic pillars of the National Mental Health
Program (pp. 45 - 47, RVDZ, 2022);
* Identify areas of prevention (RVDZ, 2022);
* For minimum standards of staffing, name and operationally and massively compensate
for white spaces in the minimum network of health care providers linked to mental
health, according to the health needs of the population, in cooperation with the relevant

self-governing region and local self-government, for example by creating a framework:
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- networks of multi-professional teams of primary outpatient health professionals in
accordance with the recommendations of the European Commission to each district
through the addition of state-guaranteed job standards. The team consists of clinical
speech therapists, medical educators, public health professionals, also general
practitioners and specialists, nurses, physiotherapists, counselling or clinical
psychologists, and clinical laboratory diagnostics (pp. 15 and 16, RVDZ, 2022).

- networks of 'specialized integrated centers of specialized outpatient health care', which
should include mental health centers, early health centers, outpatient rapid diagnostic
centers, multidisciplinary pediatric counselling and evaluation outpatient centers,
specialized counselling and assessment multidisciplinary outpatient centers,
multidisciplinary geriatric outpatient counselling and evaluation centers, as well as for
families and relatives with children with chronic illness; for families and relatives with
children with disabilities (physical, visual, hearing, mental, combined) or for families
with children at risk resulting from an unfavorable life situation and circumstances
(children of psychiatric sick parents, children of substance or non-substance dependent
parents, children of single mothers, children with elective mutism, children of
unemployed parents, children of poor parents, etc.) - there should always be at least 1
of each species in each region.”(p. 21, RVDZ, 2022)

- "associations of practices"”, where individual providers enter into a cooperation
agreement in which, in addition to the integration of collaborative work under the
direction of a designated healthcare professional, they also provide for the sharing of
common areas and equipment or other shared infrastructures in the patient's interest.
"To make available the concept of integration of outpatient healthcare activities and
multi-professional collaboration based on the sharing of common areas, material and
technical equipment and other common infrastructure and in voluntary collaboration
under the guidance of a healthcare professional identified within the team of
collaborating healthcare providers and others. It will be necessary to clarify the initial
legal relationship on the basis of which such a multi-professional cooperation health
center may be established and may continue to exist in other legal forms at a later stage
“(p. 23, RVDZ, 2022).
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Multidisciplinary teams in the Czech Republic

Within the Erasmus + project "Multidisciplinary support of positive changes within
families in difficult situations”, a mapping of the current situation, development, creation and
use of mutidisciplinary teams in the Czech Republic was performed. These were
multidisciplinary teams working in organizations that work with families in the field of social
care and mental health. Thanks to the willingness of colleagues from the field of helping
professions, there was also the opportunity to study the evolving methodology of
multidisciplinary cooperation in helping people with severe mental illness. Although this
methodology does not target families exactly, it does target individuals. However, the
involvement of families in multidisciplinary cooperation involves and can be a good inspiration
for creating multidisciplinary teams aimed at helping families in difficult situations.

First, the emerging methodology will be presented entitled "Methodology for
implementing multidisciplinary cooperation in the care and support of people with mental
illness.” Furthermore, the findings of good practice from two organizations that were willing to
share their knowledge and experience from the practice of multidisciplinary cooperation will

be summarized.

Methodology of introducing multidisciplinary cooperation in the care and support

of people with mental illness

This document was prepared within the project "Support for the introduction of a
multidisciplinary approach to the mentally ill". This is the second working version, which was
created in 2020. The third final version is expected in the following year. The topic of a
multidisciplinary approach is considered one of the key issues in the ongoing reform of
psychiatric care.

"A multidisciplinary approach within this methodology means the way in which
different professions, different organizations work in partnership, communicate effectively with

each other and plan so as to make the most of their shared potential of knowledge, experience
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and interventions for the benefit of the individual or group. The benefit is the maximum possible
support in the individual recovery process for people with mental illness with their involvement
and respect for their needs. "

The starting point of the methodology is the term "health” as defined by the World
Health Organization (WHO). This defines it as "a state of full physical, mental and social well-
being and not just as the absence of disease or infirmity" and further complements "health as
the ability to lead a socially and economically productive life". The concept of "health™ is then
linked to the concept of "recovery”, which aims to set the path to recovery based on the
strengths of a person with a mental illness. Thus, recovery in people with mental illness only
exceeds the control of the symptoms of individual diseases, which is the domain of the so-called
medical approach, but focuses on the development of a quality and full life. It is a continuous
process in which connection with the community is essential. The recovery process can be seen
in four cycles: hope, empowerment, acceptance of responsibility, and a meaningful life role.
The key areas for recovery are working with hope, developing strengths, holistic approach, self-
determination, empowerment, respect, individual approach and support from peer workers.

The key principles for the operation of multidisciplinary recovery teams are also
presented. These principles are contained in ten questions:

1. Do we support the restoration of health, functioning and identity?

2. Do we offer hope for recovery?

3. Do we ask ourselves about everything we do: do we help or hinder?

4. Do we focus on what is strong, not what is wrong?

5. Do we decide with and not about the service user?

6. Do we recognize that the expertise of the person using the service is as important as

ours?

7. Do we work with social "investors / donors™ and other participants?

8. Do we recognize the rights of the person / user / patient to take a "healthy" risk?

9. Do we work with the family and the network as resources and partners?

10. Do we share and incorporate knowledge?

Teamwork is considered a basic form of cooperation and is contrasted with the group.

The team is non-hierarchically organized and in its functioning the emphasis is on negotiations,
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agreements and direct cooperation between individual members. "The organization of
teamwork is logistically demanding and time-consuming, but the results are better."

Case management is the dominant approach in implementing a multidisciplinary
approach to the care of the long-term mentally ill. To ensure multidisciplinary cooperation with
the client, it is necessary for each client to have one specific team member as their key case
manager. However, it is important for the client to know that he is not just a client of one
particular key employee, but a client and part of the whole team.

Examples of good multidisciplinary practice
Centrum Anabell, z.u.

Founded in 2002, the organization works with clients and their families who suffer from
eating disorders. Over the last six years or so, multidisciplinary collaborations have begun to
be created, defined and developed in this organization. Multidisciplinary teams also went
through various forms, which were gradually defined in the methodologies of multidisciplinary
cooperation.

In 2014 and 2015, the organization, in cooperation with clients, defined its professional
roles. This year, the organization also released the first methodology for multidisciplinary
cooperation. This publication expresses the need to link social and health services when
working with the target group of clients with whom the organization cooperates. The
methodology mentions a narrower and broader multidisciplinary team, i.e. a team of experts
working with the client and his family. The narrower team consists of a psychologist /
psychotherapist, psychiatrist, social worker and nutrition therapist, while the wider team also
includes a gastroenterologist, gynecologist, pediatrician and general practitioner, who work
mainly with a social worker from the narrower team.

In the following years, the need to connect a multidisciplinary team with the client, and
subsequently also with his family, is identified. The client and his family are therefore included
in multidisciplinary teams as an integral part.

In 2018, the organization published a revised methodology for multidisciplinary
cooperation. Here it explicitly expresses the need to connect not only social and health services

in client care, but also the connection of these services with the client and his environment.
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According to this methodology, the model of the basic multidisciplinary team consists of a
psychologist / psychotherapist, social worker / case manager, nutritionist, client and his loved
ones. If necessary, this team may be extended to include the expertise of a psychiatrist, peer
consultant, gastroenterologist or other professional. On the other hand, this team can also be
extended to people from the client's environment, such as friends, school, employment and
other social or public services. The methodology then outlines various ways of the client's
cooperation with a multidisciplinary team.

In 2020, the organization is publishing another methodology involving the operation of
multidisciplinary teams, in this case inspired by the Open Dialogue method, which originated
in Fisk and whose main representative is Jaakko Seikkula. This methodology emphasizes in
particular the partnership approach between all members of the multidisciplinary team, in which
all members participate in the client's treatment plan. The Open Dialogue method initially
counts on two or more therapists who have a dialogue with the client and who can reflect on
this dialogue with each other. The method takes into account the various expertise involved in
a multidisciplinary team, including peer consultants and a client network. Partnership is an
important element in the functioning of such a team.

In the form of the Anabell Centre, the following specialties are represented in the basic
multidisciplinary team: social worker, nutrition therapist and psychologist. Specialties such as
peer consultant, psychiatrist, gastroenterologist and others are represented in the extended team.
They all work in partnership with the client and his immediate surroundings.

EDUCO, Early Care Centre

This organization works with families with children with disabilities up to the age of 7.
Its mission is to provide these children and families with professional help and support in their
natural environment in order to strengthen their independence and independence from social
assistance.

The organization does not directly talk about multidisciplinary cooperation or a

multidisciplinary team, however, these concepts are actually fulfilled. The organization talks
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about interdisciplinary collaboration and uses the Team around child method developed in the
UK by Peter Limbrick. The organization has been organizing Teams around the child since
2017 and currently also organizes accredited education in this method and develops a separate
methodology.

Team around the child is a facilitated meeting of the family with a disabled child with
experts who cooperate or come into contact with the child and his family. This meeting has a
goal set by the family with the child. This team has a non-hierarchical structure, the participating
experts not only share the experience of working with the family and the child, but also offer
other opportunities for cooperation with regard to the goal of the meeting, which is determined
by the family. The experts that can be represented in the Team around child are mainly related
to the purpose of this meeting. He or she is always a key employee of the organization holding
early care, then a representative of the educational facility that the child attends or is going to
attend, a caring pediatrician, psychologist, speech therapist, special pedagogue, Social and legal
protection of children body representative and so on. The meeting has a given structure, rules
and duration, which the participants are acquainted with and whose observance during the

meeting is monitored by the facilitator.

Questionnaires

In order to find out the personal experience of the representatives of the above-
mentioned organizations with the practice of multidisciplinary teams, a questionnaire was
created, which we asked to fill out. In the case of a representative of EDUCO, we adjusted the
questions to match the terminology used in this organization. Subsequently, we present the
questions used in the questionnaire and then a transcript of the answers of the representatives
of the mentioned organizations.

* What is the concept of your organization and multidisciplinary team?

* How do you perceive the main benefits of a multidisciplinary team working with

families? How do you feel that a multidisciplinary team can be an effective-beneficial

way of working? What makes a multidisciplinary team effective?

* How can a multidisciplinary teamwork in practice?

* On the contrary, what hinders the implementation of a multidisciplinary team in

practice?
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* In what roles and with what competencies do the people in the multidisciplinary team
play?

» What is the workflow of a multidisciplinary team? (planning, organization, course of
meetings)

* What are the advantages and disadvantages of multidisciplinary teams in practice?

Anabell Centre

- What is the concept of your organization and multidisciplinary team?

A multidisciplinary team is a team of people who are currently desirable in addressing the
client's situation and needs. The main principle is openness of dialogue. We have a specified
core team and an extended team for working with people with eating disorders. In the case of
working with families with children with mental difficulties, this team currently has the form of
composition - family, child, important people from around the child and on our part a social
worker, behavioural pedagogue, family therapist.

-What do you perceive as the main benefit of working with a multidisciplinary team when
working with families? How do you feel that a multidisciplinary team can be an effective-
beneficial way of working? What makes a multidisciplinary team effective?

At one time, the voices of the family, their individual members and the voices of the experts /
workers present are heard at one place. As a result, everyone hears each other and can work
effectively on what is needed, what is desired. The repetition of the description of the situation
that the family goes through is eliminated. Inefficiencies /low efficiency/ is eliminated, solitary
work family versus 1 expert, child vs expert; parents vs expert. We understand this system of
work as the maximum use of all resources towards solving the situation, empowering the
client/family!

However, an important condition is that at a given moment, everyone respects together,
everyone has enough time to express emotions, thoughts and ideas. That the meeting has a
defined time for which the meeting will take place. That the meeting is happening in order to
find solutions, resources, to realize what is already happening good. That the whole team knows
the rules and principles and follows them. Everyone is equal at the meeting and there is an
independent facilitator with more people present.

- What makes a multidisciplinary teamwork in practice?
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| probably answered above - the meeting has given rules and principles and the whole team
follows them. And they all have a common interest - the interest of the client / family.

-What, on the contrary, hinders the implementation of a multidisciplinary team in practice?
Little experience with MD teams. Time-consuming to reconcile more people at one time
(organizationally more demanding logistics). Family worries, if they are not explained enough
and not talked to them, in what way the MD team is more effective.

Concerns of experts to speak in front of other experts (many years of individual experience).
Misunderstanding the roles of team members with each other. A kind of imaginary asymmetry
between specialties, which may stem from ignorance of the professions.

Financial limits - we are limited by the finances we can pay present to external members of the
MD team.

-What roles and competencies do the people in the multidisciplinary team play?

Each member present is a full member and comes and contributes to the meeting with his
descriptions of the situation, emotions, thoughts, ideas. They all have the same competencies,
we have defined rules, principles, at the first meeting /sometimes before this first meeting/ the
family and invited members are acquainted with the rules. Whether plans and things will be the
way they are defined at the meeting is up to the family/client. Everything happens in the highest
interest of the child and family!

-What is the work process of a multidisciplinary team (planning, organization, course of
meetings)?

The first meeting of the family is in our centre with a social worker. They find out the situation
of the child/family/client. They suggest the opportunity to meet in the MD team, now we can
hold 3 such MD meetings (we are limited by finances). The social worker will explain to the
client how these meetings take place, who is present at them, what are the roles of the
participants, what are the benefits of this meeting. It is up to the family/client whether or not to
use the possibilities of MD teams.

The social worker then schedules dates, convenes a team.

At the meeting itself, which usually lasts 90-120 minutes, everyone introduces each other,
sharing their expectations. And it works in the form of open dialogue/anticipatory conversation,
reflective teams/. After 3 meetings, the family meets with a social worker again, and the benefits
of the MD meeting are evaluated. Intervisions take place during the cooperation, but only by

experts. There are no intervisions in the presence of family/client.
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The family can stop using the service at any time, as well as start using it again!

-What are the advantages and disadvantages of multidisciplinary teams in practice?

From my point of view, these are only advantages when everything happens in a spirit of
respect, openness and interest of the client

Advantages:

Time - the client / family does not have to go around the individual professions separately.
Awareness - all involved hear the same information, undistorted.

Active and valid involvement - everyone is active and involved and the given expert can
comment on the matter right now and here, they do not have to "argue” what they would
probably recommend

Understanding roles - understanding the roles of individual professions

Respect - strengthening respect for each other

Competence - no one takes responsibility for anyone

Help/solution/situation is not for one person! It's comprehensive!

The help of several experts of one profession is not duplicated.

Disadvantages:

Time consuming to reconcile the team

Financial limits (we only call the team if we have the money to pay for the experts)

Negative previous experience with the MD team

Many professions in one place can be daunting for the client and can lead to non-cooperation.
And they can also lead to a revitalization of the problem - still someone may feel that client /
family support is needed.

EDUCO

- What is a multidisciplinary team in the concept of your organization and in the implementation
of TOD (Tim okolo ditéte — Team around child)?

The multidisciplinary team is a meeting of parents of a child with an early age disability and
professionals (medical, school and social) who are in touch with the family and the child. The
parents decide for themselves who they would like to meet with regard to the goal of the

meeting.

84



RESEARCH STUDY: Efficiency factors and possible functional ky Co-funded by the
models of multidisciplinary teams working with families Erasmus+ Programme

in difficult situations of the European Union

- What do you perceive as the main contribution of the multidisciplinary team's work at TOD
meetings? How do you feel that a multidisciplinary team in the concept of TOD can be a
beneficial way of working? What makes a multidisciplinary team effective?

The main benefit of TOD is a common meeting at one time in one place of the above people,
who together are looking for procedures in the approach to the child for the next period, taking
into account the current possibilities and needs of the family. It is very important to harmonize
approaches to the child, to clarify any different views on the current situation, and last but not
least, mutual learning and gaining new information and experience from each other.

Mutual agreement on the next procedure in the management of the child and the division of
competencies (non-duplication of care) is more effective for its further development, and
especially for parents more understandable and safer.

- Thanks to what can a multidisciplinary teamwork in TOD practice?

The multidisciplinary team can work mainly thanks to the personal presentation and
explanation of the entire TOD model to professionals and inviting them to cooperate well in
advance.

It is also necessary to set up good coordination of TOD meetings and to maintain a clear
meeting structure.

Ensuring suitable experts in the position of meeting facilitator, who leads the whole meeting.
The financial reward for the participants of the meeting also seems appropriate (currently there
is no need for a financial reward for social workers who have interdisciplinary cooperation in
the basic activities of their profession).

- What, on the other hand, hinders the implementation of a multidisciplinary team in TOD
practice?

Busy time schedule of professionals.

Inclusion of this form of work in the system, in the basic activities of professionals from other
ministries (how to report this form of cooperation?).

- What roles and competencies do people in the multidisciplinary team present at TOD
meetings?

The following positions are represented at the TOD meeting:

« Parents of the child: they set the goal of the meeting, determine which professionals they

would like to meet in the meeting. They agree on the outcome of the TOD (child and family

support plan) meeting.
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» Meeting facilitator: the professional who leads the meeting maintains the structure of the

meeting, oversees the timing of the meeting, that each participant is given the opportunity to
express themselves, and that the meeting still leads to the goal set by the parents. It ensures the
security of the space for all participants in the meeting.

* Professionals: staff from the Ministry of Health, Education and Social Affairs who are in
contact with the child and family. They describe their current experience with the child and the
family and actively participate in setting the child's support for the next period with regard to
the goal of the meeting.

+ TOD meeting coordinator: arranges the meeting from the organizational point of view

(arranging the date of the meeting, inviting the participants of the meeting, providing space,
equipment and refreshments, records the course of the meeting).
- What is the process of a multidisciplinary team working during TOD meetings? (planning,
organization, course of meetings)
The meeting has a clear structure, with which all participants are acquainted in advance:

e introduction

e introduction of the TOD methodology

e goal of the meeting

e the principles of the meeting

e introduction of all present people (each themselves), how long they have been in touch

with the family and in what position
e currentsituation from the parents' point of view, explanation / fine-tuning of the meeting
goal

e current situation from the perspective of professionals

e common discussion on the stated goal of the meeting

e summary of the main points of the child and family support plan

e agreement on further action, or meeting date

o feedback from participants

e conclusion
- What are the advantages and disadvantages of multidisciplinary teams in TOD practice?
Advantages:

e personal acquaintance of professional staff
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e mutual clarification of the perception of the given situation, division of competencies
on sharing good practice
e not overwhelming the family, strengthening the role of parents, saving parents' time and
money
e "horizontal meeting™, all participants are on the same level, each is an expert in their
position
e clear meeting structure + time horizon
e possibility of holding a TOD meeting at the family's place of residence
Disadvantages:
e planning meetings very well in advance (ie very careful coordination)

e non-inclusion of this form of work in the system / financing (in all departments)

Research of multidisciplinary team factors

Definition of research objectives and research problems

In addition to the definition and characteristics of multidisciplinary teams, the factors of

their effectiveness were formulated in the theoretical basis of the research, which are related to
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the material equipment, staffing and work process at the team, organization and community
level. The theory provides several categorizations of aspects interfering with the resulting
effectiveness of the multidisciplinary approach implemented in the team - Methodology for
measuring the effectiveness of multidisciplinary cooperation MDT-OARS (Observational
Assessment Rating Scale) (Taylor et al., 2012), 5-scale categorization of factors according to
Evans (et al., 2019), a meta-analysis of projects addressing the success of multidisciplinary
teams under the supervision of the National Health Service (NHS, 2018) and the categorization
of factors contributing to the effectiveness of a multidisciplinary team according to the National
Cancer Action Team ( National Cancer Action Team - NHS, 2010). The above-mentioned
categorizations provide an overview of functional aspects, but they lack information about their
specific effectiveness in the work of a multidisciplinary team.

The research carried out within the Erasmus + project "Multidisciplinary support of
positive changes in families in difficult situations™ aims to summarize the factors involved in
the effectiveness of multidisciplinary teams in working with families in difficult life situations
and to measure their effectiveness through a questionnaire survey among members of these
multidisciplinary teams. in the countries involved in the project - Slovakia, the Czech Republic,
the Netherlands and Finland.

The output of the research will be a summary of the efficiency factors involved in the
work of a multidisciplinary team and the strength of their effect, which can help in shaping and

organizing these teams when working with families in difficult situations.
Research hypotheses

Based on the identified research goals and problems, research hypotheses are
established, which, given the theoretical background, assume that the greatest strength for the
work of a multidisciplinary team will be achieved by factors related to team relationships,
ensuring professional approach and focus on the client and family. Research hypotheses also
estimate that the assessed effect of individual factors will vary with respect to the job position,
department of office and the role of the member in the multidisciplinary team and the client's
presence directly at the team meeting, when respondents working in social services or education

positions of psychologists, educators and social workers, in the role of facilitator, coordinator,
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case manager or family member and in teams where the client or family is present, will indicate

a higher effect of relationship and client-oriented aspects.
The research sample

The individual characteristics of the research files will be presented according to the
specific phases of the research process. As the aim of the research is to measure the strength of
the factors involved in the effectiveness of multidisciplinary teams working with families in
difficult situations, the whole research process consists of several stages - recording other
factors (other than those published in the theoretical background) through an open-ended
questionnaire completed by participants implemented through the Erasmus + project;
verification of the comprehensibility of the items of the research methodology through its
administration and recording of feedback from experts working in the practice of
multidisciplinary teams when working with families in difficult situations and from direct data
collection. In this section, groups of probands who participated in the various phases of the
research will be introduced.

The first group of 40 participants in the training of multidisciplinary practice
implemented through the Erasmus + project participated in the process of formulating the
factors of work efficiency of the multidisciplinary team by filling in a questionnaire with open
questions. 15 participants (37.5%) came from Slovakia and 25 participants from the Czech
Republic (62.5%). Most probands worked as social workers - 15 (37.5%). The position of
psychologist or school psychologist was held by 5 people (12.5%), peer worker 5 people and
pedagogical worker also 5 people. Three people (7.5%) worked as psychotherapists, two (5%)
as nurses and one respondent (2.5%) represented the positions / roles of social pedagogue,
parent, volunteer, student and civic association statute. Most people worked under the Ministry
of Labor, Social Affairs and Family (18 respondents, 45%), 14 people (35%) in foundations,
non-profit organizations or civic associations under the Ministry of the Interior, 6 respondents
(15%) in the education sector and two people (5%) under the Ministry of Health. The highest
number of respondents worked in practice up to 4 years (19 persons, 47.5%), 9 people had
experience of 4-9 years (22.5%), 5 persons 10-19 years of experience (12.5%) and 7
respondents had over 20 years of experience (17.5%). 15 people (37.5%) in this group of people

have worked in a multidisciplinary team in the past, but are no longer active, 6 probands have
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just initiated the activity of a multidisciplinary team (15%), 5 people (12.5%) work irregularly
in multidisciplinary teams under several organizations, 3 respondents (7.5%) work longer in a
multidisciplinary team under one organization, two people (5%) do not work in a
multidisciplinary team at all and one person (2.5%) works in a multidisciplinary team under
several organizations on a regular basis. Below we offer a tabular overview of the socio-
demographic characteristics of the first group of respondents who participated in the
formulation of the effectiveness factors of multidisciplinary teams by completing a

questionnaire with open-ended questions.

Table 1. Composition of the first group of respondents with respect to the country of
professional practice

country number percentage
Slovakia 15 39,5
Cesko 25 60,5

Table 2. Composition of the first group of respondents with respect to their work position/role

profession number percentage
psychologist/school psychologist 5 12,5
psychotherapist 3 7,5
pedagogical employee 5 12,5
social pedagogue 1 2,5
social worker 15 37,5
nurse 2 5,0
peer worker / peer conzultant 5 12,5
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parent 1 2,5
volunteer 1 2,5
student 1 2,5
statutory worker 1 2,5

Table 3. Composition of the first group of respondents with respect to the resort of their
professional practice

resort number percentage
s and Fanily. 18 4
Ministry of Edcuation 6 15
Ministry of Health 2 5
Ministry of the Interior -
foundations, civic 14 35

association, non - profit
organizations

Table 4. Composition of the first group of respondents with respect to the length of their
professional practice

years of practice number percentage
up to 4 years 19 47,5
4-9 years 9 22,5
10-19 years 5 12,5
over 20 years 7 17,5

Table 5. Composition of the first group of respondents with respect to multidisciplinary
teamwork experience

practice in multidisciplinary team number percentage
yes, we are currrently iniciating MDT 6 15,0
yes, | longer work in MDT 3 7,5
I work irregularly in several organizations 5 12,5
I work regularly in several organizations 1 2,5
yes | worked, but in the past 15 37,5
none 2 5,0
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In the second research group, there were 21 respondents who participated in verifying
the comprehensibility of the items as well as the entire format of the questionnaire. 11 people
(52.4%) came from the Czech Republic and 10 probands from Slovakia (47.6%). 7 people
(33%) worked as psychologists or social workers, 4 respondents (19%) worked as pedagogical
staff and one person (4.7%) represented the positions of case manager, sociologist and nurse.
11 respondents (52.4%) work under the Ministry of Labor, Social Affairs and Family, 5
probands (23.8) in the education sector, 3 people (14.3%) in the non-profit sector under the
Ministry of the Interior and 2 people (9, 5%) in the health sector. The highest number of
respondents worked in practice up to 4 years (10 persons, 47.6%), 6 people had experience of
4-9 years (28.6%), 3 persons 10-19 years of experience (14.3%) and over 20 two respondents
(9.5%) had years of experience. 10 people (47.6%) regularly attend multidisciplinary team
meetings, including the last year, 6 probands (28.6%) used to attend multidisciplinary team
meetings on a regular basis, but not in the last year, 4 probands (19%) are not members
multidisciplinary team and one person (4.8%) works in the team that starts its activity. When
determining the position in the team, 17 people answered, and they were able to indicate more
roles that they played in the multidisciplinary team. 8 people (30.6%) worked in the position of
a professional representing a department involved in solving the topic of a family in a difficult
situation, 6 respondents (23.6%) were in the position of case manager, three people (11.4%) in
the position of facilitator or peer-consultant, two probands (7.7%) were in the role of client or
close client and one person (3.8%) in the position of volunteer. 12 respondents (57.1%) work
in a multidisciplinary team with a stable group of members and 5 persons (23.8%) with a
variable group of members. Below we offer a tabular overview of the socio-demographic
characteristics of the second group of respondents who participated in verifying the

comprehensibility of the questionnaire items as well as its overall form in the form of feedback.

Table 6. Composition of the second group of respondents with respect to the country of
professional practice

country number percentage
Slovakia 10 47,6
Czech republic 11 52,4
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Table 7. Composition of the second group of respondents with respect to their work
position/role

profession number percentage
psychologist/school psychologist 7 33,3
case manager 1 4,7
pedagogical employee 4 19,0
sociologist 1 4,7
social worker 7 33,3
nurse 1 4,7

Table 8. Composition of the second group of respondents with respect to the resort of their
professional practice

resort number percentage
Ministry of Labour, Social Affairs and Family 11 524
Ministry of Edcuation 5 23,8
Ministry of Health 2 9,5
Ministry of the Interior - foundations, civic 3 143

association, non - profit organizations

Table 9. Composition of the second group of respondents with respect to the length of their
professional practice

years of practice number percentage
up to 4 years 10 47,6
4-9 years 6 28,6
10-19 years 3 14,3
over 20 years 2 9,5

Table 10. Composition of the second group of respondents with respect to multidisciplinary
teamwork experience

practice in multidisciplinary team number percentage
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yes, we are currently iniciating MDT 1 4,8
es. | regularly take part includin
Y J Y P : 10 47,6
current year
es, | used to regularly take part, but
Yy g y p 6 28,6
I have not for more than a year
no 4 19,0

Table 11. Composition of the second group of respondents with respect to the role at
multidisciplinary team meeting

position in multidisciplinary team number percentage

a professional representing a department involved in g 206
dealing with a family problem in a difficult situation

case manager 6 23,6

coordinator 1 3,8

facilitator 3 11,4

peer worker / peer consultant 3 11,4

close person of the client 2 7,7

client 2 7,7

volunteer 1 3,8

Table 12. Composition of the second group of respondents with rescepct to the member stability
at the multidisciplinary team meeting
membership stability in multidiscplinary team

) number percentage
meeting
stable members in multidisciplinary team 12 57,1
a variable set of members in a multidisciplinary
5 23,8

team

The third group of respondents consisted of people involved in direct data collection
through a questionnaire to measure the importance of factors for the effectiveness of
multidisciplinary teams who were administered online. The survey involved 56 people out of
four Erasmus + countries involved: 9 people (16.1%) from the Czech Republic, 1 from Finland
(1.8%), 11 from the Netherlands (19.6%) and 35 people (62.5%). %) from Slovakia. Only
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people who, as a professional, layman, client or family member or other close person, attended
a multidisciplinary team meeting with their family in a difficult situation in the Czech Republic,
Finland, the Netherlands and Slovakia could participate in the direct data collection. The term
multidisciplinary research team was understood as a group of at least three people, of which at
least two people in a role related to the process of team organization and leadership
(professionals from various disciplines - e.g. doctor, psychologist, teacher, social worker, ...,
facilitator, coordinator, case manager, students, peer, volunteers, ...) and / or from the client and
/ or his close person (family members, friends or other close persons) who will meet together
in one place and at one time (also in the online space) with the main goal of positive change in
a family in a difficult situation, while maintaining a horizontal structure of relationships (each
team member participates in the formulation of the goal and care plan). Most people - 18 people
(32.1%) worked in the position of social worker, 7 people (12.5%) worked in the position of
psychologist, 6 probands (10.7%) in the position of resp. coordinating position in the institution
and in the position of special pedagogue, 5 (8.9%) respondents held the position of
psychotherapists, 3 people (5.4%) worked as pedagogical staff, after two probands (3.6%) the
professions were represented as a social pedagogue , nurse and counselor and one person (1.8%)
the positions of doctor, career counselor, peer-consultant, sociologist and lay person. 28
respondents (52.4%) work under the Ministry of Labor, Social Affairs and Family, 5 probands
(50%) worked in the education sector, 23 persons (41.1%) in the education sector and 4 people
(7.1%) in the health sector. 1 person (1.8%) did not state the area of their practice. 40 people
(71.4%) regularly attend multidisciplinary team meetings, including the last year, 6 probands
(10.7%) used to attend multidisciplinary team meetings on a regular basis, but not in the last
year, 9 probands (16.1%) they attend multidisciplinary team meetings, but only 2-3 times a year
and one person (1.8%) attended a multidisciplinary team only once. 37 people (66.1%) worked
in the position of a professional representing a department involved in solving the topic of a
family in a difficult situation, 8 respondents (14.3%) were in the position of coordinator, four
people (7.1%) in the position of facilitator, three probands (5.4%) were in the role of case-
manager or peer-consultant and one person (3.8%) participated in the multidisciplinary team as
a family member of the client. 38 respondents (67.9%) work in a multidisciplinary team with a
stable group of members and 18 persons (32.1%) with a variable group of members. 30
probands (53.6%) stated that the client also participates in the multidisciplinary team, in 26

persons (46.4%) the client is not a member of the multidisciplinary team. Below we offer a
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tabular overview of the socio-demographic characteristics of the third group of respondents
who participated in the direct data collection to measure the effect of the factors of the

multidisciplinary team.

Table 13. Composition of the third group of respondents with respect to the country of
professional practice

Country number percentage
Czech Republic 9 16,1

Finland 1 1,8
The Netherlands 11 19,6

Slovakia 35 62,5

Table 14. Composition of the third group of respondents with respect to their work position

profession number percentage
psychologist 7 12,5
psychotherapist 5 8,9
teacher 3 54
social pedagogue 2 3,6
special pedagogue 6 10,7
social worker 18 32,1
doctor 1 1,8
nurse 2 3,6
career consultant 1 1,8
peer 1 1,8
service coordinatior/leader 6 10,7
sociologist 1 1,8
layman 1 1,8
counsellor 2 3,6

Table 15. Composition of the third group of respondents with respect to the resort of their
professional practice

resort number percentage
Ministry of Labour, Social Affairs and Family 28 50
Ministry of Education 23 41,1
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Ministry of Health 4 7,1

Table 16. Composition of the third group of respondents with respect to their multidisciplinary
teamwork experience

multidisciplinary teamwork experience number percentage
yes, regularly 40 71,4
yes, | used to, but not during the last 5 107
year
yes, but little — max. 2-3 times a 9 16,1
yes, just once 1 1,8

Table 17. Composition of the third group of respondents with respect to their role at
multidisciplinary team meeting

position in multidisciplinary team number percentage
professional 37 66,1
coordinator 8 14,3
facilitator 4 7,1
case manager 3 54
peer-consultant 3 54
family member 1 1,8

Tabul’ka 18. Composition of the third group of respondents with respect to their membership
stability at multidisciplinary team meetings
membership stability in multidisciplinary team number percentage

stable members in multidisciplinary team 38 67,9

a variable set of members in a multidisciplinary
18 32,1
team
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Tabul’ka 19. Composition of the third group of respondents with respect to the presence of the
client at multidisciplinary team meeting
the presence of the client at multidisciplinary
team meeting number percentage

client is present at multidisciplinary team
. 30 53,6
meetings

client is not present at multidisciplinary team
_ 26 46,4
meetings

Research tool - Questionnaire for measuring the importance of factors for the

effectiveness of multidisciplinary teams

To create a questionnaire to measure the importance of factors for the effectiveness of
multidisciplinary teams, existing categorizations or meta-analyzes were selected, which
summarized the effective aspects of these teams - Methodology for measuring the effectiveness
of multidisciplinary cooperation MDT-OARS (Observational Assessment Rating Scale)
(Taylor et al., 2012), a 5-scale categorization of factors according to Evans (et al., 2019), a
meta-analysis of projects dealing with the factors of successful operation of multidisciplinary
teams, carried out under the supervision of the National Health Service (NHS, 2018) and
categorization of factors involved on the effectiveness of the multidisciplinary team according
to the National Cancer Action Team (NHS, 2010). From the above-mentioned categorizations,
specific factors were extracted, which were compared with each other and connected into one
structure (see Appendix).

Since all the theoretical basis for the construction of the questionnaire comes from

foreign sources (most often from the United Kingdom), we decided on possible deviations or.
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capture the absence of important aspects through an open-ended questionnaire. It was also
necessary to capture important variables entering understanding the effectiveness of individual
factors at the level of socio-demographic variables and characteristics of multidisciplinary
teams. The open-ended questionnaire included the following items: What do you consider a
multidisciplinary team? What do you consider to be the specifics of multidisciplinary teams
when working with families in difficult life situations? What types of multidisciplinary teams
work with families in difficult life situations (eg case conferences, inclusive team, meeting
around the child, interdepartmental meetings, ..)? In what role did you work in a
multidisciplinary team (expert, facilitator, client, parent, peer consultant, ...)? How do you think
the way of working in a multidisciplinary team can be more effective than other approaches in
intervention / counseling / therapy of families in difficult life situations? What do you think
allows a multidisciplinary team to work in practice? What do you think hinders the
implementation of work in a multidisciplinary team in practice? What kind of people (which
people) join the multidisciplinary team and what do you think have their key roles? What is the
experience of the multidisciplinary team? (planning, organization, meeting management ...)?
What do you consider to be the benefits of multidisciplinary teams in practice? What do you
consider to be the disadvantages of multidisciplinary teams in practice? Which skills or
competencies already help you to work in a multidisciplinary team? What competencies or
skills would you need to learn or not? to develop to function in a multidisciplinary team? Is
there anything else you would like to say about multidisciplinary teams?

When evaluating the participants' responses, another 41 aspects were captured, which
the respondents perceived as factors of the effectiveness of multidisciplinary teams. By
combining all the factors into one structure, a 187-item list was created, which became part of
the questionnaire. He was subsequently administered to the second group of probands to capture
the intelligibility of individual items, including the overall form of the questionnaire. The
questionnaire also included items recording the socio-demographic variables of the probands.

After incorporating the feedback from the respondents from the second group, in
conjunction with the results of the correlation analyzes, content-like factors were combined into
one aspect, which shortened the questionnaire to a 104-item structure. At the beginning of the
questionnaire, socio-demographic issues and items related to the experience with the
multidisciplinary team were mentioned: country of professional practice, profession,

professional practice department, participation in multidisciplinary team, role in
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multidisciplinary team, characteristics of multidisciplinary team with regard to membership
stability and client presence.

Due to operationalization, the questionnaire defined a multidisciplinary team as a group
of at least three people, of which at least two people in a role related to the process of team
organization and leadership (professionals from various fields - eg doctor, psychologist,
teacher, social worker, ... , facilitator, coordinator, case manager, students, peer, volunteers, ...)
and / or from the client and / or his close person (family members, friends or other close persons)
who will meet together in one place and at one time (also in the online space) with the main
goal of positive change in a family in a difficult situation, while maintaining a horizontal

relationship structure (each team member participates in the formulation of the goal and care
plan).

The course of data collection and their statistical evaluation

Data collection during the research was divided into three stages and linked to the
construction of a questionnaire to measure the importance of factors for the effectiveness of
multidisciplinary teams and the administration of its final form.

In the first stage, when attitudes about the effectiveness of multidisciplinary teams were
captured to add factors to the theoretical basis, only participants who entered the education
related to the Erasmus + project "Multidisciplinary support of positive changes in families in
difficult situations™ were addressed. The open-ended questionnaire was administered to them
via Google documents, to which participants were given access via e-mail. The completion of
the questionnaire was tied to the input documents for education, so the return was 100% and
the answers determined by high motivation and interest in the topic of education. The first stage
of data collection took place during the month of November 2020.

In the second stage, in which the comprehensibility of the items as well as the overall
format of the questionnaire was carried out, experts who worked in a multidisciplinary practice
by e-mail were contacted. Data collection took place through occasional selection and the
participants of the second stage filled in a questionnaire accessible online via google documents.
The second stage took place in September and October 2021.

Respondents were involved in the third stage through occasional and avalanche

selection in January and February 2022. Respondents were addressed directly through the
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Erasmus + project leaders, through the League for Mental Health or through the management
of state institutions - e.g. through the directorate of the Centers for Pedagogical and
Psychological Counseling and Prevention, the Center for Children and Families, through the
education department of regional authorities, the directorate of the Labor, Social Affairs and
Family Office or through the coordinators of support for child protection, etc. . Information on
data collection was also presented in groups of experts via the social network Facebook such
as: Pedagogovia (Teachers), Ucitel’ky (Teachers), Ucitelia SK (Teachers SK); Skolsky
psycholog do kazdej skoly (School psychologist to each school); Détské poradenstvi a
psychoterapie (Child counseling and psychotherapy); Psychoterapia a psychoporadenstvo
(Psychotherapy and psycho counseling); Socialna praca v 21. storo¢i (Social work in the 21st
century); Terénnasocialna praca (Field social work); Skolski $pecialni pedagbgovia na FB
(School special educators at FB); Kariérni centra sobé (Career centers themselves); pii
(Vzdelavanie v psychologii a psychoterapii) Psychology and psychotherapy education; Skolsky
psycholog (School psychologist); Psychologia- ponuky prace a dalSicho vzdelavania
(Psychology - job offers and further education); Psychologicka intervizia (Psychological
intervision); Klinicka psycholdgia 2012 (Clinical Psychology 2012) and Psycholdgovia vo
vycviku (Psychologists in Training).
The data were processed in IBM Statistics SPSS v.26.

The results

The following table lists the individual factors, ranked according to the intensity of participation
in the resulting positive effect of the work of the multidisciplinary team. Respondents indicated
answers on a seven-point scale, where 1 means "does not participate at all" and 7 "participates
very intensively” in the resulting positive effect. Table 20 shows the minimum, maximum,

mean and standard deviation.

Table 20. Effect of individual factors on the positive effect of multidisciplinary team work
(average values)

Order Factors N Min Max Mean SD
1 team members can see and hear

each other 55 3 7 6,58 0,83

2 respect in the team 56 3 7 6,55 0,85

3 trust in the team 55 3 7 6,29 1,05

101



RESEARCH STUDY: Efficiency factors and possible functional ky Co-funded by the
models of multidisciplinary teams working with families Erasmus+ Programme

in difficult situations of the European Union

4 feeling safe in the team 54 3 7 6,26 1,03
5 protection of shared information

against misuse 56 1 ! 6.18 1.25
6 sufficient attention of each team

member to the team process and 55 3 7 6,11 1,03
other team members

7 sufficient training of experts in the
team
8 expectation and appreciation of

relevant contributions and skills 54 3 7 6,09 1,01
demonstrations of team members

56 2 7 6,11 1,15

9 sharing knowledge / experiences /
specific views 55 2 ! 6,02 1,08
10 determination of tasks and

competencies of team members 55 3 7 6,00 1,05

11 alignment of team members' goals
and expectations with respectto 55 2 7 5,98 1,15

the client's topic
12 team collaboration 56 1 7 5,95 1,21
13 enthusiasm/ motivation of the 55 3 7 5.95 113
team members
14 equal room for expression of each

team member 22 1 7 595 1,38

15 setting and adhering to team
standards and agreements 95 2 ! 5,93 1,09
16 support for focusing dialogue and
recommendations on the client 53 2 7 5,92 1,22
and his needs
17 supporting team relationships 56 4 7 5,91 0,92
18 accepting open team relationships 56 3 7 5,91 1,03
19 setting clear, realistic and
achievable goals 56 2 ! 5,80 1,15
20 maintaining the horizontality of
relations in the team 52 2 ! 579 1,24
21 goal-oriented a_nd qu_ent 53 1 - 5,77 119
discussion
22 positive relaxed social
atmosphere 56 2 7 5,77 1,08
23 creativity in the team 55 4 7 5,76 0,98
24 participation of experts in the

meeting as part of their work plan,
working hours and their adequate
evaluation

25 feedback for the team member
from other members

55 1 7 5,75 1,29

55 1 7 5,75 1,39
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26 aligning the values and attitudes
of team members on the topic of 51 2 7 5,75 1,29
multidisciplinarity
27 the ability of team members to
think critically
28 meeting time to suit each member
and organization
29 explanation request and provision 54 1 7 5,69 1,34
30 inspiration among team members 56 3 7 5,66 1,08

31 support for the specific role,
expertise and experience of each 54 3 7 5,65 1,17

member in the team

54 2 7 5,70 1,22

54 1 7 5,70 1,37

32 the client's needs take precedence
over the personal needs of the 54 1 7 5,59 1,46

members
33 supervision of team members 51 1 7 5,59 1,65

34 ensuring the implementation of
recorglmendagons in practice 50 3 ! 5,58 1,20

35 the presence of experts providing
a comprehensive approach to the 55 2 7 5,56 1,37

client
36 creating a client care action 59 1 5 554 160

plan

37 opportunities for sharing

information and knowledge inthe 54 1 7 5,54 1,13
organization
38 sufficiently large room and
sufficient seating for the number 54 1 7 5,54 1,61
of team members

39 shared process and responsibility
of team members and consensus

in decision making and action

plan development

54 1 7 5,52 1,53

40 creating minutes of the meeting
and recording to the client's card 53 1 7 549 1,97
41 team members have access to

working materials during the team
meeting (in printed or electronic
version)

54 1 7 5,48 1,69

42 feedback to team members on
meeting recommendations
43 meeting time modifiable
according to the type and severity 56 2 7 5,45 1,29

of the case

54 2 7 5,46 1,13
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44 establishing contacts with
community partners for the 53 1 7 5,43 1,51
provision of care

45 adherence to the post-team care
P oan %9 2 7 541 143
46 humor in the team 54 2 7 5,41 1,30
47 presence of the coordinator 52 1 7 5,40 1,84

48 comprehensive collection of client
information in one place 54 1 ! 5,39 1,51

49 avoiding parallel
communication lines along the 53 1 7 5,38 1,51

main one
50 motivation for further education 52 2 7 5,35 1,23

51 support of the organization for the
education of team members

52 adequate physical
characteristics of the room for the

team (lighting, silence,

temperature, ventilation, ...)

54 1 7 5,33 1,43

54 1 7 5,33 1,53

53 availability of client data for each
team member 52 1 ! 531 1,81
54 presence of a device for distance

involvement of a team member 54 1 / 530 1,64

55 secured procedure for opening the

client's case in the team 5l 1 ! 5,21 1,37
56 intervision of team members 50 1 7 5,26 1,71
57 regular and long-term team 53 1 . 5.25 162
meetings
58 time flexibility of team meetings 52 1 7 5,19 1,77
59 introduction of standard treatment
procedures 52 1 7 5,17 1,57
60 institutional support for

multidisciplinarity at team

meetings (legislative, systemic,

financial)

61 adherence to the agenda of the
meeting

62 further education of team
members

63 setting up the process of sending
clients to another organization

64 recording the use of client care
services

53 1 7 5,08 1,85

55 1 7 5,07 1,39
52 1 7 5,06 1,50

52 2 7 5,06 1,35

49 2 7 5,04 1,47
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65 ensuring equal access to services
with regard to socio-demographic 47 1 7 5,02 1,85

data

66 regular evaluation of team work
efficiency 50 1 7 5,02 1,77
67 professional guarantor as a team 56 1 - 5,00 237

member

68 harmonizing clients'
communication with external 51 1 7 4,98 1,78

experts and their services

69 availability of necessary and up-

to-date information or materials 53 1 7 4,92 1,84
about the client before the meeting

70 modern digital equipment
(hardware, software) 53 1 ! 4,92 1,81

71 existence of methodology for
team work organization 52 1 ! 4,90 1,99

72 the role and processes in the team
recorded in the organization's 49 1 7 4,86 1,90

internal files

73 recording feedback from external
partners 51 1 7 4,80 1,71

74 ensuring the quorum of the
meeting 51 1 7 4,69 1,94
75 client as a team member 56 1 7 4,63 2,26

76 recording missing client
data 49 1 7 4,57 1,84

77 a family member or other support
person close to the client as ateam 55 1 7 4,55 2,12

member

78 evidence-based
recommendations %7 1 [ 4,49 1,76

79 recording disagreements between
members in the recommendations 50 1 ! 4,48 1,75

80 incorporating community needs
into team work 44 1 ! 4,34 1,54

81 team member providing training
organization for other team 51 1 7 4,33 1,88

members
82 stable meeting schedule (day_ and 54 1 5 428 209

time)

83 sending the meeting program to
team members before the team 55 1 7 4,27 2,12

meeting
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84 feedback from community
partners and communities 46 1 ! 4,24 1,74
85 encouraging legislative

changes to support 47 1 7 423 183
multidisciplinary teams

86 team risk management 47 1 7 4,19 1,79

87 a strategy in place to capture

inconsistencies between the

recommendations of different

teams on a single case

88 recording an explanation for the

departure from the standardized 47 1 7 4,15 1,72
treatment / care procedure

44 1 7 4,16 1,83

89 presence of the case manager of 51 1 7 4,12 250
the client
90 integrated digital databases of

team clients available for team
members resp. organizations 49 1 7 4,10 1,99
involved in the organization of the

team

91 recording the deviation of the
team process from the team 43 1 7 4,00 1,94

directive

92 field character of the meeting - the
opportunity to meet at the client's 52 1 7 3,98 2,40

home
93 presence of a facilitator 52 1 7 3,90 2,38
94 the presence of tension in the team 53 1 7 3,74 1,82
95 peer as a team member 54 1 7 3,69 2,14
96 legislation expert as a team 54 1 7 3,67 228

member

97 annual review of the team's
quidelines 46 1 7 3,63 1,90
98 financial team work plan 46 1 7 3,52 2,05

99 information campaigns on

multidisciplinary teams 46 1 7 346 183

100 ensuring the alternation of absent
experts
101 presence (full-time or part-time)
support of an IT specialist during 52 1 7 3,25 2,01

the team meeting
102 field worker as a team member 50 1 7 3,22 1,95
103 doctor as a team member 56 1 7 3,02 1,89

104 team records in the national resp.
transnational network of teams 43 1 6 2,84 1,79

52 1 7 3,37 2,07
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Based on average values, the most important factors contributing to the positive effect
of the work of a multidisciplinary team appear - team members see and hear each other, respect
in the team, trust in the team, sense of security in the team, protection of shared information
from misuse, sufficient attention of each team member process in the team and other team
members, sufficient training of team experts, expectation and appreciation of relevant
contributions and demonstrations of team members' abilities, sharing of knowledge / experience
/ specific views, determination of tasks and competencies of team members. Factors that appear
to the respondents to be the least important - peer as a team member, legislation expert as a
team member, annual review of team guidelines, financial plan of team work, information
campaigns about multidisciplinary teams, ensuring alternation of absent experts, presence
(present or distant) support of an IT specialist during a team meeting, field worker as a team
member, doctor as a team member and team records in the national resp. transnational network
of teams.

We were also interested in whether there were differences in the assessment of factors
between countries. We excluded Finland (1 respondent) from the analyzes. We used a
nonparametric Kruskal-Wallis Test to verify the existence of statistical differences. We present
results where p <0.05. Where differences were at a statistical level of p <0.05, post hoc tests
were subsequently performed with Bonferroni correction. In factors not listed in Table 21, there
were no differences between the Czech Republic, Slovakia and the Netherlands (p> 0.05).

Table 21. Comparison of countries within factors (only significant results)

Test
Factor Country M SD Statistics >V p
Czech
Republic 87 218
peer as a team member Netherlands 4,80 1,93 8,246 2 0,016
Slovak
Republic 3,00 1,92
Czech
Republic 4,22 2,11
client as a team member Netherlands 6,09 1,81 6,628 2 0,036
Slovak
Republic ~ +%0 227
presence of the case manager of Czech 4,00 208 8,833 2 0012

the client Republic
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Netherlands 6,00 0,89
Slovak
Republic 3,39 2,43
Czech 567 1,22
sufficient training of experts in Republic
gorexp Netherlands 573 1,19 6,047 0,049
the team Slovak
Republic 6,46 0.82
Czech 513 1,36
determination of tasks and Republic
competencies of team members Netherlands 5,73 1,19 7,298 0,026
Slovak
. 6,31 0,80
Republic
Czech
Republic 6,44 1,33
respect in the team Netherlands 7,00 0,00 6,175 0,046
Slovak
Republic 6,43 081
Czech
the client's needs are a priority Republic 5,38 1,30
over the personal needs of the Netherlands 6,55 0,69 8,142 0,017
members Slovak_ 5,32 159
Republic
Czech
team members have access to Republic 4,00 2,39
working materials during the Netherlands 5,09 1,51 8,708 0,013
team meeting Slovak_ 6,06 118
Republic
Czech
field character of the meeting - Republic 6,38 0,92
the opportunity to meet at the Netherlands 4,00 2,49 9,499 0,009
client's home Slovak_ 3.34 231
Republic
Czech
sending the meeting program to Republic 2,25 191
team members before the team Netherlands 4,91 1,87 8,080 0,018
meeting Slovak_ 4,63 1.96
Republic
Czech 350 2,14
ensuring the quorum of the Republic
gthed M€ Netherlands 4,33 0,71 6,411 0,041
meeting Slovak
Republic 515 1,99
Czech
adherence to the agends]:gt;[rr]le Republic 4,13 1,46 6.949 0,031
g Netherlands 4,82 1,33
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creating minutes of the meeting
and recording to the client's card

ensuring the implementation of
recommendations in practice

ensuring equal access to services
with regard to socio-
demographic data

annual review of the team's
guidelines

recording the deviation of the
team process from the team
directive

Slovak
Republic
Czech
Republic
Netherlands
Slovak
Republic
Czech
Republic
Netherlands
Slovak
Republic
Czech
Republic
Netherlands
Slovak
Republic
Czech
Republic
Netherlands
Slovak
Republic
Czech
Republic
Netherlands
Slovak
Republic

5,49

3,63
4,67
6,23

4,17
5,91
5,72

4,33
3,56
5,52

2,57
5,00
3,22

2,29
4,70
4,16

* o Co-funded by the

*
* *
*
* *
* ek

1,09

2,45
1,73
1,44

0,75
1,04
1,17

1,63
1,67
1,71

1,72
1,10
1,85

1,38
1,49
2,03

14,350

8,960

8,904

8,851

6,963

* Erasmus+ Programme
of the European Union

0,001

0,011

0,012

0,012

0,031

In the peer as a team member factor, differences based on post-hoc tests (Bonferroni

correction) were found between Slovak and Dutch respondents (Test Statistics = 13.221; p =

0.047). Dutch respondents (M = 4.80; SD = 1.93) consider peer as a team member to be a more
important factor than Slovak respondents (M = 3.00; SD = 1.92).
Similarly (Test Statistics = 13,506; p = 0.038) Dutch respondents (M = 6.09; SD = 1.81)

consider the client as a team member to be a more important factor than Slovak respondents

(M =4.20; SD = 2.27) .

The presence of the client's case manager (Test Statistics = 14,496; p = 0,010) is

similarly more important for Dutch respondents (M = 6.00; SD = 0.89) than for Slovak (M =

3.39; SD = 2.43) respondents .

In the factor of sufficient training of experts in the team, differences (post hoc test -

Bonferroni correction) did not show differences between countries (p> 0.05).
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Determining the tasks and competencies of team members (Test Statistics = - 14.652; p
= 0.035) is a more important factor for Czech respondents (M = 6.44; SD = 1.33) than for
Slovak (M = 6.31; SD = 0.80) ) of respondents.

Respect in the team (Test Statistics = 10,871; p = 0.042) is a more important factor for
Dutch respondents (M = 7.00; SD = 0.00) than for Slovak (M = 6.43; SD = 0.81) respondents.

The client needs is a priority over the personal needs of members factor (Test Statistics
=14.112; p = 0.018) is more important for Dutch respondents (M = 6.55; SD = 0.69) than for
Slovak (M =5.32; SD =1, 59) respondents.

The factor called team members have access to working materials during the team
meeting (Test Statistics = -15.055; p = 0.030) contributes to a greater extent to the resulting
positive effect of the multidisciplinary team's work in Slovak respondents (M = 6.06; Sd = 1,
18) as in the Czech (M = 4.00; SD = 2.39) respondents.

Field character of the meeting - the possibility to meet in the client's household (Test
Statistics = 17,719; p = 0.006) is more beneficial according to Czech respondents (M = 6.38;
SD = 0.92) than according to Slovak (M = 3.34; SD = 2.31) respondents.

Sending program of the meeting to the team members before the meeting - differences
(Test Statistics = - 18.023; p = 0.036) were found between the Czech (M = 2.25; SD = 1.91)
and the Dutch (M = 4.91; SD = 1.81) by respondents - Czech members of multidisciplinary
teams consider this factor to be less beneficial than Dutch ones. Similarly, among Czech and
Slovak respondents (Test Statistics = - 16,321; p = 0.021), where Slovak respondents (M =
4.63; SD = 1.96) also consider this factor to be more beneficial than Czech respondents.

In the factor of ensuring the quorum of the meeting, there were no differences in post hoc tests
(Bonferroni correction) between countries.

Adherence to the meeting program (Test Statistics = - 14.521; p = 0.045) is considered
by Slovak respondents (M =5.49; SD = 1.09) to be more beneficial than Czech (M =4.13; SD
= 1.46).

The creation of the minutes of the meeting and the record in the client's card (Test
Statistics = - 17,912; p = 0.004) is considered a more beneficial factor by Slovak respondents
(M =6.23; SD = 1.44) more than Czech respondents (M = 3.63; SD = 2.45) and further (Test
Statistics = - 13.544; p = 0.031) Slovak respondents (M = 6.23; SD = 1.44) more than Dutch
(M =4.67; SD = 1.73) members of multidisciplinary teams.
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Ensuring the implementation of recommendations into practice proved (Test Statistics
=-17.339; p = 0.014) to be more beneficial for Slovak respondents (M =5.72; SD = 1.17) more
than for Czech (M =4.17; SD =0, 75) and also (Test Statistics = - 19,348; p = 0.017) more in
Dutch (M =5.91; SD = 1.04) than in Czech (M =4.17; SD = 0.75) members of multidisciplinary
teams.

Ensuring equal access to services with regard to socio-demographic data (Test
Statistics = - 13.903; p = 0.015) is considered by Slovak team members (M =5.52; SD = 1.71)
to be more beneficial than Dutch (M = 3.56; SD = 1.67).

Within the factor of the annual reassessment of the team directive (Test Statistics = -
16.058; p = 0.030), the Dutch team members (M = 5.00; SD = 1.10) consider this factor to be
more beneficial than the Czech members (M = 2.57; SD = 1.72), but also (Test Statistics =
12.125; p = 0.026) as Slovak respondents (M = 3.22; SD = 1.85).

Finally, the factor of deviating the team process from the team guideline evidence (Test
Statistics = - 14,993; p = 0.036) is considered by Dutch respondents (M = 4.70; SD = 1.49) to
be more beneficial than Czech (M = 2.29; SD = 1.38) members of multidisciplinary teams.

Subsequently, the intensity of the participation of factors in the resulting positive effect
of the work of the multidisciplinary team was compared from the perspective of the department
where the respondents work. In the Ministry of Labor, Social Affairs and Family it was 51.9%,
the Ministry of Education 42.6% and the Ministry of Health 5.6%. We excluded respondents
from the Ministry of Health from the analyzes due to the low number (3 respondents). To
compare groups, we used Student's t-test for two independent selections. The results are shown
in Table 22. Even in this case, only statistically significant results are reported (p <0.05). There
were no statistically significant differences between the individual sectors in the factors not
listed in the table.

Table 22. Comparison of the resorts based on factors (only statistically significant results)

Factor Resort N M SD t sw Cohen's
Ministry of Labor,
presence of the Social Affairsand 27 4,70 2,35
case manager of Family 2,165 45 0,036 0,639
the client ini
Mlnlstry_ of 20 315 254
Education
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Ministry of Labor,

regular and long- Social Affairsand 27 5,78 1,40
term team Family 2,653 46 0,011 0,772
meetings ini
g Mlnlstry_ of 21 467 149
Education
field character of Ministry of Labor,
the meeting - the Social Affairsand 26 4,77 2,25
possibility to Family 3,709 45 <,001 1,088
meet at the .
client's home Mlnlstry_ of 21 248 191
Education ’ '
existence of Ministry of Labor,
methodoloav for Social Affairsand 26 5,77 1,48
9y Family 352 3634 0001 1,051
teamwork
organization ini
g Mlnlstry_ of 22 386 215
Education
Ministry of Labor,
team risk Social Affairsand 24 483 1,63
Family 2645 41 0,012 0,812
management Ministrv of
NSTYOT 19 342 1,87
Education
the role and Ministry of Labor,
processes inthe Social Affairsand 24 550 1,89
team recorded in Family 2,026 43 0,049 0,605
the organization's .
internal files Ministry of = ;428 180
Education ’ '
Ministry of Labor,
feegg’ﬁfm;‘)‘{“ Social Affairsand 23 4,70 1,55
y Family 2,039 40 0,048 0,632
partners and
communities ini
Mlnlstry_ of 19 363 183
Education

Based on the results, it turned out that members of multidisciplinary teams from the

Ministry of Labor, Social Affairs and Family (hereinafter MLSA) consider the presence of a

client's case manager in the team as a more beneficial factor than those from the Ministry of

Education (hereinafter ME). Regular and long-term team meetings are similarly considered

more important by MLSA respondents than by ME respondents. The same results were

demonstrated for the other factors listed in Table 22 - field nature of the meeting - the

opportunity to meet in the client's household, the existence of methodology for team work
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organization, team risk management, team role and processes recorded in the organization's
internal files, feedback from community partners and communities - appear to be more
beneficial to members of MLSA teams as members of ME teams.

The differences in the intensity of the participation of factors in the resulting positive
effect of the work of the multidisciplinary team were also interesting from the point of view of
whether it is customary for the service client to be a member of the multidisciplinary team. To
compare groups, we used Student's t-test for two independent selections. The results are shown
in Table 23. Even in this case, only statistically significant results are reported (p <0.05). In
factors not listed in the table, there were no statistically significant differences between the

client's non-presence in the team.

Table 23. Comparison based on client's absence / presence in the team (significant results
only)

Cohen's
d

3,560 42,87 0,001 0,992

Factors Client N M SD t S.V. p

yes 30 5,50 1,72
no 25 348 237

client as a team member

adequate physical
characteristics of the
room for the team
(lighting, silence,
temperature, ventilation,

yes 28 5,00 1,54

2144 51 0,037 -0,590
no 25 584 128

)
tfleld ;r]]aractertoft_rtle yes 27 507 2.20
o meet at the client’s 3972 49 <001 1114
no 24 271 2,03
home

availability of necessary

and up-to-date

information or materials

about the client before  no 23 565 1,58
the meeting

yes 29 4,48 1,77

2,481 50 0,016 -0,693

The results showed that if the client is a member of a multidisciplinary team (yes),
respondents consider the factors client as a team member and the field nature of the meeting -
the opportunity to meet at the client's home as more involved in the resulting positive effect of
the multidisciplinary team. Factors adequate physical characteristics of the room for the team

(lighting, silence, temperature, ventilation, ...) and the availability of necessary and current
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information or materials about the client before the meeting are considered more important if

the client is not a member of a multidisciplinary team.

Interpretation of results and conclusion

The results of the research of measuring the strength of the multidisciplinary team on
the final effect of its work show that according to the respondents the following aspects have
the highest effectiveness: team members see and hear each other, respect in the team, trust in
the team, sense of security in the team, protection of shared information from misuse , sufficient
attention of each team member through the team process and other team members, sufficient
training of team experts, expectation and appreciation of relevant contributions and
demonstrations of team members' abilities, sharing of knowledge / experience / specific views,
determination of tasks and competencies of team members. Most of these factors form a
relationship and collaborative component in the team, confirming this, in multidisciplinary
practice, from isolated, self-sufficient and interest-oriented professionals or institutions to
networking or consortia that develop common resources and ideas. The work of
multidisciplinary teams is built on creating and supporting collaborative interactions with
sufficient trust, hope and respect, as well as participation in such relationships requires the
development of team skills that allow them to work in such a team and build ties with others.
Being an expert in your field is not enough, it requires an awareness of "relationships™ and an
activity in which the "other" is not reduced to just an object, but is approached as an entity with
its own reality, which each team member must touch. Forming relationships and partnerships
is important not only between professionals in a multidisciplinary team, but also between the
professional and the user of the service in the form of an individual or the whole family.
Working in a multidisciplinary team can thus become a training for building professionals’
relationships with their clients, who also require an equal partnership approach with sufficient
trust, hope and respect (Jacobs, 2010).

The Slovak respondents found that the "team members have access to working materials
during the team meeting"”, "sending the meeting program to the team members before the team
meeting", "following the meeting program”, "creating the minutes of the meeting and client
card entry “and* ensuring the implementation of the recommendations in practice . Compared

to Dutch probands, they rated as "stronger the minutes of the meeting and the record in the
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client's card” and "ensuring equal access to services with regard to socio-demographic data™ as
stronger factors.

Czech research participants assessed the factors "determining the roles and
competencies of team members™ and "the field nature of meetings - the opportunity to meet in
the client's home" as more effective than Slovak respondents.

Probands from the Netherlands showed that, compared to Slovak respondents, the
factors "peer as a team member”, "client as a team member", "presence of a client's case

manager-,

respect in the team™, "client needs are considered more effective than personal
needs". members "and" annual review of the team directive ". The factors "sending the meeting
program to team members before the team meeting”, “ensuring the implementation of
recommendations in practice”, "annual review of the team directive” and "recording the
deviation of the team process from the team directive" were considered more beneficial than
their Czech colleagues.

Differences in the assessment of the effectiveness of factors between individual
countries are due to their different socio-political histories, as well as differences in the used
models of multidisciplinary teams when working with a family in a difficult situation.

The department of practice also intervenes in assessing the effectiveness of individual
factors of multidisciplinary teams. The results showed that research participants working under
the Ministry of Labor, Social Affairs and Family considered “presence of the client's case
manager in the team", "regular and long-term team meetings", "field nature - the opportunity to
meet at the client's home" as more effective factors. "Existence of a methodology for team
organization", "team risk management"”, "team role and processes recorded in the organization's
internal files" and "feedback from community partners and communities” as their
multidisciplinary colleagues from the Ministry of Education. The results are influenced by
various processes, standards and quality criteria, while ensuring care through a
multidisciplinary topic in individual departments.

The results showed that if the client is a member of a multidisciplinary team,
respondents consider the factors "client as a team member”, “field nature of the meeting - the
opportunity to meet in the client's home™ and "availability of necessary and up-to-date
information or materials about the client before the meeting". contributing to the resulting
positive effect of the work of the multidisciplinary team. Factors adequate physical

characteristics of the room for the team (lighting, silence, temperature, ventilation, ...) and the
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availability of necessary and current information or materials about the client before the
meeting are considered more important if the client is not a member of a multidisciplinary team.

The results showed that if the client is a member of a multidisciplinary team,
respondents consider the factors "client as a team member™ and "field nature of meetings - the
opportunity to meet in the client's home" as more contributing to the resulting positive effect of
multidisciplinary teamwork. They consider the factors "adequate physical characteristics of the
room for the team (lighting, silence, temperature, ventilation, ...)" and "availability of necessary
and up-to-date information or materials about the client before the meeting” more important if
the client is not a member of a multidisciplinary team. Again, different mindsets of individual
models of multidisciplinary cooperation in the team could enter the results, as well as the fact
that the client's presence itself significantly enters the cooperation process.

Knowing the strength of individual factors will help to create or set up activities in the
team and to expand the possibilities of increasing the efficiency of its work. The practice of
individual multidisciplinary teams is significantly different - given e.g. department, location,
partners in the community, composition of experts, topic of work or the nature of the
organization to which the team belongs. The operation of each multidisciplinary team is so
unique and the inclusion of force factors in the team's organization will support it in realizing
its potential and balancing barriers or difficulties that are under very weak regulation.
Identifying differences between countries and ministries will help to focus on key aspects in
practice (either due to the low emphasis placed on them or due to the specificity of work under

individual ministries).
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Conclusion

One of the main objectives of the Erasmus + project "Multidisciplinary support for
positive change in families in difficult situations” formulated in the O10 task was to identify
and describe the functional models of multidisciplinary teams working with these families. To
fulfill the assigned task, the procedures of analysis of theoretical starting points were used,
where, in addition to the current definitions, the factors of team efficiency were defined, which
were subsequently part of individual models. The structured interviews also covered examples
of good practice (EDUCO - Early Care Center, Anabell Center), which also linked to aspects
and models of successful multidisciplinary cooperation. The research using a questionnaire to
assess the strength of individual factors then compiled their order. The statistical calculations
recorded differences between the countries involved in the project, between the ministries of
labor and between the presence and absence of the client at the multidisciplinary team meeting.
These results will help to focus or expand attention to specific aspects of the team and
specifically apply them in practice with respect to the needs of the client and the nature of the
work.

Other projects and research in the field of multidisciplinarity open up the possibility of
verifying the strength of these factors through experimental procedures, which would make

their effectiveness more objective.
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