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SCOL: the care environment

Long-term medical and nursing 
care

Rehabilitation and support in daily 
life

The Capital Centre of Care and Treatment in Warsaw 02



Clinical complexity in long-term care

Interacting conditions and competing treatment priorities

Assistance with mobility, personal care and daily activities

Communication barriers and unrecognised symptoms

Polypharmacy and susceptibility to adverse drug effects
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Multimorbidity

Functional 
dependence

Cognitive impairment

Medication burden
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An integrated model of care

Clinical, functional, psychological and social needs

Professional perspectives integrated around the patient

Explicit goals, agreed interventions and responsibilities

Review of implementation, response and remaining needs
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Comprehensive 
assessment

Joint clinical 
decisions

Individualised care 
plan

Reassessment
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Comprehensive geriatric assessment

CGA

Clinical 
status
Pain

Vision
Hearing

Cognition
Mood

Daily
activities

Mobility
Falls

Nutrition
Risk

Pressure 
injury
risk

Social life
Support
Finances

A shared framework

Clinical findings linked
with everyday function
and individual priorities

Assessment informs
one coordinated care 
plan
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The interdisciplinary team

Physician and nurse

Clinical pharmacist

Psychologist

Physiotherapist

Occupational and speech therapists

Dietitian and social worker

Professional perspectives inform one individualised care plan.
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Pain and behavioural symptoms

Facial expression, vocalisation and movement during care

Pain considered alongside other causes of distress

Observational tools when reliable self-report is unavailable

Comfort and behaviour reassessed after intervention
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Symptom recognition

Clinical interpretation

Structured 
assessment

Treatment evaluation
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Abbey Pain Scale: observational assessment

Abbey J et al. Int J Palliat Nurs. 2004;10:6–13. DOI: 10.12968/ijpn.2004.10.1.12013.

Six domains, each scored 0–3. Total score: 0–18.

Observation domain Examples

Vocalisation Whimpering, groaning or crying

Facial expression Grimacing, tension or a frightened expression

Body language Restlessness or guarding a painful area

Behavioural change Refusing food, increased confusion or altered routines

Physiological changes Changes in pulse, blood pressure, temperature or perspiration

Physical changes Skin damage, pressure injuries, contractures or arthritis

0–2: no pain       3–7: mild       8–13: moderate       14–18: severe
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Cohen–Mansfield Agitation Inventory (CMAI)

Cohen-Mansfield J. Int Psychogeriatr. 1997;9(S1):173–178. DOI: 10.1017/S1041610297004006.

29 behaviours. Frequency over the previous two weeks. Total: 29–203.

1. Pacing / aimless wandering
2. Inappropriate dressing / disrobing
3. Spitting
4. Cursing / verbal aggression
5. Repeated requests for attention / help
6. Repetitive sentences or questions
7. Hitting, including self
8. Kicking
9. Grabbing people
10. Pushing
11. Throwing objects
12. Making strange noises
13. Screaming
14. Biting
15. Scratching

16. Trying to get to a different place
17. Intentional falling
18. Complaining
19. Negativism
20. Eating / drinking inappropriate substances
21. Hurting self or others
22. Handling objects inappropriately
23. Hiding objects
24. Hoarding objects
25. Destroying property
26. Repetitive mannerisms
27. Verbal sexual advances
28. Physical sexual advances
29. General restlessness

Frequency: 1 never, 2 <weekly, 3 once/twice weekly, 4 several times weekly
5 once/twice daily, 6 several times daily, 7 several times hourly
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Pain and agitation: the Abbey–CMAI relationship

Nowak T, Neumann-Podczaska A et al. Clin Interv Aging. 2018;13:1045–1051. DOI: 10.2147/CIA.S157246.

96 residents     r = 0.45     p < 0.0001

Higher pain scores were associated
with greater agitation.
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Individualised medicines optimisation

Ongoing need, treatment goals and expected clinical value

Adverse effects, interactions and cumulative medication 
load

Planned deprescribing or correction of undertreatment

Clinical response, tolerability and functional consequences
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Indication and benefit

Safety and burden

Treatment 
adjustment

Follow-up
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Case 1: two antipsychotics

Lan et al. Geriatr Gerontol Int. 2025. DOI: 10.1111/ggi.70118.

84 years old

Parkinson’s disease
and mild dementia

16 medicines

Quetiapine + tiapride
Hydroxyzine added later
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An antipsychotic prescribing cascade

Lan et al., 2025. DOI: 10.1111/ggi.70118.

Quetiapine + tiapride
Agitation and 

insomnia

Increased agitation
Dizziness

Constipation

Hydroxyzine added
for agitation

Dry mouth
Worse constipation
Cognitive decline

Lactulose
for constipation

Betahistine
for dizziness

New symptom after
a treatment change

Consider an adverse
drug effect
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Outcomes after interdisciplinary review

Lan et al., 2025. DOI: 10.1111/ggi.70118.

Team Physician, nurse, pharmacist and psychiatrist

Treatment review Withdrawal of medicines without benefit or indication

Observed 
improvement

Orientation, mood and participation in daily activities

Symptom 
reduction

Less agitation and constipation, resolution of dizziness
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Case 2: vocalisation as a sign of pain

72 years old

Stroke, aphasia and immobility
Rheumatoid arthritis

Vocalisation, facial grimacing
and resistance during care

Abbey score: 14
Severe pain range
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Unrecognised pain and treatment escalation

Hydroxyzine
and quetiapine

No improvement

Quetiapine replaced
with tiapride

Limited calming effect

Attempt to stop tiapride
Increased vocalisation

Risperidone, lorazepam
and zolpidem added

Pain identified
RA treatment: 
methotrexate

and methylprednisolone

Less agitation
Psychotropic medication

could be reduced

An underlying physical cause requires targeted treatment
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Treating the cause enabled deprescribing

Pain assessment Identification of a physical cause of distress

RA treatment Reduced agitation after treatment of the underlying 
condition

Psychotropic
medication 
reduction

Risperidone stopped, other medicines reduced

Daily function Oral feeding and greater participation in rehabilitation
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Monitoring patient-centred outcomes

Pain, distress, sleep and tolerance of personal care

Mobility, daily activities and participation

Sedation, falls and other suspected adverse effects

Implementation barriers and the need to adjust 
interventions
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Comfort

Function

Treatment safety

Care-plan review
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International recognition in Cannes

Jury’s Special Mention

SilverEco & Ageing Well International Awards 
2026

SCOL / CARE360

Prevention, Health
& Longevity

Cannes, France
14 September 2026

An interdisciplinary model
based on comprehensive
geriatric assessment
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CARE360 at SCOL

Comprehensive assessment

Interdisciplinary collaboration

Individualised treatment and 
care

Continuous review

Thank you

Prof. Agnieszka Neumann-Podczaska

ar-n@wp.pl
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