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Typically, the vast majority of nursing home (NH) residents experi-
ence a variety of acute and chronic medical conditions, such as 

arthritis, fractures, musculoskeletal conditions, ulcers or neoplasms, 
that are often associated with pain (1-3). According to international 
studies, depending on research methods and data sources, up to 80% of 
residents in nursing homes are affected by pain (4-6). 

Adequate assessment of pain is a prerequisite for an effective multi-
professional pain management (7). However, in NHs, the assessment 
of pain is a particular challenge because many older adults do not 
automatically report their pain. They often assume that pain is com-
mon for their age and must be endured (8). Assessing pain in NHs is 
also made more difficult by the fact that a considerable number of 
residents are incapable of self-reporting their pain. Approximately 
60% of the residents in German NHs have dementia (9). As dementia 
progresses, the ability of this group of patients to self-report declines 
rapidly (10,11). Among individuals with limited ability to communi-
cate, it is especially important to systematize and standardize the 

assessment of pain in a manner that maximizes consistency across 
assessors and circumstances (12).

In addition to resident-related barriers to pain assessment, there are 
also obstacles in the organizational setting to overcome. NHs are char-
acteristically slow to innovate due to high turnover rates, heavy work-
loads, varied training levels with a high proportion of low-wage 
workers among staff members, inconsistent regulatory practices and 
poor to no financial incentives to improve care (13). Moreover, well-
intended recommendations may simply be impractical to implement 
(13).  Studies investigating pain management in NHs reveal substan-
tial gaps between current best practice and actual practice (5,14-18). 
They reported omission of regular pain assessment (19), absence of 
written pain policies, absence of protocols to be used daily or weekly, 
and a lack of standardized pain assessment tools for cognitively intact 
residents, but especially for cognitively impaired residents (5,16-18).

Pain management guidelines to be applied in nursing homes have 
been released by many expert associations in various countries 
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BACKGROUND: Pain is very common among nursing home residents. 
The assessment of pain is a prerequisite for effective multiprofessional pain 
management. Within the framework of the German health services 
research project, ‘Action Alliance Pain-Free City Muenster’, the authors 
investigated pain assessment adherence according to the German national 
Expert Standard for Pain Management in Nursing, which is a general stan-
dard applicable to all chronic/acute pain-affected persons and highly rec-
ommended for practice.
OBjECTIVES: To evaluate the state of pain assessment and to identify 
need for improvement in 12 nursing homes in a German city. 
METHODS: In the present study, the authors used an ex-post-facto design 
(survey methodology). Available written policies for routine pain assess-
ment in residents ≥65 years of age were reviewed and a standardized online 
survey completed by 151 of 349 nurses in 12 nursing home facilities was 
conducted between September 2010 and April 2011.
RESULTS: Most of the included nursing homes provided written policies 
for pain assessment, and the majority of nurses reported that they assess 
and regularly reassess pain. However, observational tools for residents with 
severe cognitive impairment and written reassessment schedules were lack-
ing in many facilities or were inconsistent. 
CONCLUSIONS: Essentially, pain assessment appeared to be feasible in 
the majority of the German nursing homes studied. However, the absence 
or inconsistency of reassessment schedules indicate that pain management 
guidelines should include a detailed and explicit reassessment schedule for 
the heterogenic needs of nursing home residents. For residents with severe 
cognitive impairment, assessment tools are needed that are simple to use 
and clearly indicate the presence or absence of pain.

Key Words: Dementia; Nursing homes; Observational pain tools; Pain 
measurement; Quality of health care

Le respect de la norme nationale allemande pour 
évaluer la douleur dans la gestion de la douleur 
au sein de 12 foyers pour personnes âgées

HISTORIQUE : La douleur est très courante chez les habitants de foyers 
pour personnes âgées. Dans un milieu multiprofessionnel, il faut l’évaluer 
pour la prendre en charge avec efficacité. Dans le cadre du projet de recher-
che sur les services de santé allemands, intitulé Alliance action sans dou-
leur de la ville de Muenster, les auteurs ont examiné le respect de 
l’évaluation de la douleur conformément à la norme nationale des experts 
allemands pour gérer la douleur en soins infirmiers. Cette norme générale, 
hautement recommandée dans la pratique, s’applique à toutes les personnes 
souffrant de douleur chronique ou aiguë.
OBjECTIFS : Évaluer l’état de l’évaluation de la douleur et déterminer les 
améliorations nécessaires dans 12 foyers pour personnes âgées d’une ville 
allemande.
MÉTHODOLOGIE : Dans la présente étude, les auteurs ont utilisé une 
méthodologie a posteriori (méthodologie du sondage). Les chercheurs ont 
analysé les politiques écrites pour évaluer systématiquement la douleur des 
résidents d’au moins 65 ans et ont mené un sondage auprès de 151 des 
349 infirmières de 12 foyers pour personnes âgées entre septembre 2010 et 
avril 2011.
RÉSULTATS : Les plupart des foyers pour personnes âgées participants 
étaient dotés de directives écrites sur la gestion de la douleur, et la majorité 
des infirmières ont déclaré évaluer et réévaluer régulièrement la douleur. 
Cependant, de nombreux établissements ne possédaient pas d’outils 
d’observation pour les résidents ayant une grave atteinte cognitive et de 
calendriers de réévaluation écrite, ou ces mesures n’étaient pas uniformes.
CONCLUSIONS : L’évaluation de la douleur semble faisable dans la 
plupart des foyers pour personnes âgées d’Allemagne. Cependant, l’absence 
ou la non-uniformité des calendriers de réévaluation démontre que les 
directives sur la gestion de la douleur devraient inclure un calendrier 
détaillé et explicite pour répondre aux besoins hétérogènes des habitants de 
foyers pour personnes âgées. Pour ceux ayant une importante atteinte 
cognitive, il est essentiel de concevoir des outils d’évaluation faciles à uti-
liser, qui indiquent clairement la présence ou l’absence de douleur.
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(8,20-23). Although still not known by all nurses in Germany, a 
national evidence-based Expert Standard for Pain Management in 
Nursing was published for the first time in 2004, and is applicable to 
all types of health care facilities including nursing homes (24). The 
Expert Standard is not anchored in the law and, thus, breaches against 
it cannot be traced. However, it provides the potential for external 
adjusters to reveal carelessness by nurses. Additionally, it is explicitly 
recommended by governmental authorities, health care associations 
and professional care institutions. The recommendations of the Expert 
Standard for Pain Management share equivalent features with guide-
lines from other countries (Table 1). Briefly, the key principles of pain 
assessment are as follows: complete documentation of all pain-related 
information; use of an initial pain measure on admission followed by 
regular reassessments during the stay; and use of standardized scales for 

self-report and observational pain tools for residents with cognitive 
impairment.

The evaluation of actual practice compared with current best prac-
tice helps to identify the feasibility of the current recommendations 
and existing challenges yet to be resolved, including potential opti-
mization. Thus, the aim of the present study was to compare the status 
quo of the assessment of pain (acute and/or chronic) with the require-
ments described in the German national Expert Standard for Pain 
Management in Nursing in NHs.

METHODS
Design
The present study, using an ex-post-facto design, is part of the 
German project Action Alliance Pain-free City Muenster (25), which 

TABle 1
Requirements of the German national expert Standard for Pain Management in Nursing and international guidelines with 
regard to pain assessment
Recommendations of the German national expert Standard for Pain 
Management in Nursing (24) with regard to pain assessment*

Corresponding recommendations in relevant international guidelines 
for nursing homes†

Requirement of initial pain assessment on admission
‘At the start of the nursing contract, the nursing staff determines whether the patient/

resident has pain or pain-related problems. ...
Whenever pain or pain-related problems have been identified, systematic pain 

assessment takes place using adequate assessment tools....One basic part of the 
pain assessment is the measurement of pain intensity via standardised scales....
Also, the determination of pain localisation is always an integral part of pain 
assessment....Further parts of pain assessment depend on the target group and 
the individual situation.’

‘All residents will have pain assessed…within 24 hours of admission….’(20)
‘Evaluate the patient for pain upon the patient’s admission to an LTC facility.’ 

(23)
‘All residents are screened for pain and assessed when pain is present.’ 

(22)
‘All vulnerable elders should be screened for chronic pain during the initial 

evaluation period.’ (21)

Requirement of regular reassessment for the duration of resident’s stay
‘Assessment of pain intensity and pain-related problems will be reviewed both at rest 

and on movement at regular intervals....Monitoring is the precondition for the 
evaluation of pain treatment....’

‘In case no pain or pain-related problems were identified, assessment will be 
reviewed at individually defined intervals.’

‘All residents will have pain assessed…no less frequently than once a 
week.’ (20)

‘Every patient should be regularly and systematically evaluated for pain. ... 
at each quarterly and annual review; whenever a patient has an acute 
illness, injury or experiences a decline in function or a change in mood or 
cognition; whenever a patient exhibits unexpected social withdrawal or 
signs of depression; whenever vital signs are obtained; at least daily, for 
patients with a known painful condition; and before and after 
administration of as-needed analgesic medication.’ (23)

‘All residents are reassessed at intervals based on residents’ needs, to 
determine residents’ response to care and services and to plan for 
continued care and services or discharge.’ (22)

‘If pain is not identified during assessment on admission to residential care, it 
is recommended that the issue of pain identification is raised again: In the 
event of significant change in resident’s condition; at any time that pain is 
suspected; every three months....Both at rest and movement-based (for 
example, during transfers) periods should be included in the assessment 
protocol when observational pain measures are undertaken.’ (21)

Requirement for provision of pain assessment tools
‘The healthcare facility provides assessment tools...for pain which are appropriate 

to the target group....’
‘The availability of a selection of tools is a major prerequisite for systematic pain 

management. Such assessment tools are the visual analogue scale (VAS), the 
numeric rating scale (NRS), the verbal rating scale (VRS), and the pain faces 
scales....In selecting these tools, the cognitive ability and preferences of the 
patients/residents needs to be taken into consideration. For nonverbal patients/
residents, specific observational pain scales must be available.’

‘All residents will have pain assessed using a clinically appropriate and 
validated tool.…’ (20)

‘The use of a standardized assessment tool that has been found to be valid 
and reliable with older adults is important....Staff members have selected 
a pain assessment method appropriate for each patient´s cognitive 
level.’(23)

‘Target indicators for pain management practice:…standardized facility 
assessment tool for cognitively intact and impaired residents, standardized 
facility pain scale…’ (21)

Requirement for documentation of pain assessment
‘The healthcare facility provides...documentation tools for pain assessment which 

are appropriate to the target group.... 
‘Policies for timely and complete documentation that covers all pain-related 

information have to be adopted. Such tools can be, for example, nursing records, 
pain diary and pain protocol.’ 

‘Assessment findings from each clinical discipline are documented in the 
resident’s record and are readily available to those responsible for the 
resident’s care and services.’ (22)

‘Document ongoing pain assessment.’(23)
‘Target indicators for pain management practice:…standardized pain 

documentation flow sheet…’ (21)

*Direct quotations, translated from German to English by the authors. †Direct quotations
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investigates pain management in several health care settings (hospi-
tals, NHs, outpatient nursing services, hospices, primary care and pain 
clinics) with the aim of improving pain management in these settings. 
In the NH research component, the initial data collection and analysis 
will be followed by a complex intervention developed on the basis of 
the identified gaps between current practice and the Expert Standard. 
A second data collection will enable a pre-post comparison, the results 
of which will be published separately. Data from the first data collec-
tion regarding pain assessment in the NH component were used in the 
present study.

Sample
The sample for the present study was drawn from voluntarily partici-
pating NHs in the city of Muenster and their nursing staff. All 32 NHs 
listed by the Muenster health authorities were invited to participate in 
the study. Facilities with residents primarily affected by psychiatric 
conditions other than dementia were excluded because pain manage-
ment in these circumstances must meet special requirements that were 
not the focus of the current research.

Efforts were made to include all registered nurses (three years of 
nursing education, according to European Union regulations) and 
nurse assistants (one year of nursing education) working in the NHs, 
to achieve an exhaustive survey (n=349). Assistants with no or 
<1 year of education were excluded from the study. Participation in 
the study was voluntary; thus, the study used a convenience sample.

Data collection
Collection of written policies: To obtain information on the existing 
policies and procedures of pain management in the NHs, the managers 
of the facilities were asked to submit, with the aid of a checklist, all 
available documents on pain management. The checklist asked 
whether documentation forms, procedures, guidelines, institutional or 
in-house standards, or other written instructions on pain management 
were available.
Online questionnaire for nurses: Selected aspects of pain manage-
ment were assessed by questioning the nursing staff. All of the nursing 
staff who registered for the study were given an anonymous access 
code, which allowed them to log in to the survey portal. The question-
naires were self-administered and all answers were completed online 
(using a computer-assisted self-interview). Data collection in the 
12 NHs occurred between September 2010 and April 2011, over a 
period of four weeks in each NH.

The online interview consisted of a standardized questionnaire 
with 39 questions, 12 of which were filter questions. Filter questions 
were posed only when the previous question had been answered posi-
tively or negatively in the given context. The leading criterion in the 
development of the questionnaire was the national Expert Standard 
for Pain Management in Nursing (24) of the German Network for 
Quality Development in Nursing. The five main sections of the Expert 
Standard are pain assessment, pharmacological and nonpharmaco-
logical pain therapy, prophylaxis/treatment for side effects of pain 
therapy and patient/resident education. The questionnaire also asked 
about the existence of written policies for pain management, the qual-
ity of communication between the nursing staff and external attending 
physicians, the quality of the in-house pain management, the exist-
ence of continuing education offered and completed within the facil-
ity, and sociodemographic data of the nursing staff. 

Apart from the demographic and professional data used to describe 
the sample, only questions regarding pain assessment were included in 
the current analysis. These questions focused on four topics within 
pain assessment (Table 1): initial pain assessment; reassessment of 
pain; pain assessment tools; and documentation of pain assessment. 
Concerning initial pain assessment, nurses were asked whether resi-
dents’ pain status was assessed at first admission and/or return from 
hospital, and what questions were used during this assessment. With 
regard to reassessment, the survey inquired whether pain assessment 
was repeated regularly and whether pain intensity was assessed during 

the course of the stay for both pain at rest and pain on movement. For 
the section on pain assessment tools, the questions centred on the type 
and actual use of scales to measure pain intensity for self-reports as well 
as for observational assessment. With regard to documentation, the 
nurses were queried about whether the assessment of pain was noted in 
the nursing records, whether the intensity of pain was recorded in 
writing and, if not, in what form pain was documented (see the ques-
tionnaire excerpts in Appendix 1).

The questionnaire development was based on discussions among 
an expert committee consisting of German and Austrian scientists 
from various disciplines (nursing science, geriatrics, health sciences 
and sociology). Following the internal discussion of the project 
group, the questionnaires were presented and evaluated by two 
independent and unaffiliated nurse specialists. Subsequently, the 
questionnaire was piloted in an NH outside of Muenster (which was 
not included in the present study) for empirical testing. This prelim-
inary testing focused on the following aspects: comprehensibility and 
content validity of the questionnaire, determined by face-to-face 
interviews with the nurses; technical feasibility of the computer-
assisted self-interview; and how long the questionnaire took to com-
plete. Following preliminary testing, the items in the questionnaire 
were reviewed by the expert committee and adapted accordingly. In 
particular, one question was excluded completely because of redun-
dant content, several other questions were revised due to ambiguity 
in the answer options and one other question was reworded to clarify 
its semantic meaning.

Ethical considerations and data protection
The ethics committee of the medical faculty of the local university 
(University of Muenster Ethics Committee, Medical Faculty, 
Westfaelische Wilhelms University of Muenster, Muenster, Germany) 
approved the research project. All respondents provided written 
informed consent after being assured anonymity, voluntary participa-
tion and their right to withdraw from the study at any time without 
repercussions.

Data analysis
After pseudonymization, the answers were stored electronically and 
imported into SPSS version 18.0 (IBM Corporation, USA) for analy-
sis. Descriptive statistical analyses were applied to all data, whereupon 
univariate analyses were used exclusively. In addition to tabular and 
graphic charts of distribution frequency, the analyses included com-
monly used statistical values for central tendency, dispersion and dis-
tribution, depending on the variable of interest. The method of 
multiple dichotomies was used to analyze multiple answers.

Internal documents on pain management were checked to discover 
the extent to which written policies and documentation forms for pain 
assessment were available. The written policies were examined, focus-
sing on procedures for pain assessment and documentation. By these 
means, information was collected on the regulations applied in these 
NHs as well as the special needs of the residents. The report forms 
were examined to verify whether pain could be documented in the 
initial history taking and/or during the stay in the nursing home, pre-
cisely what information should be recorded (pain, pain-related prob-
lems, the site and severity of the pain, differentiation between pain at 
rest and pain on movement) and what scales were used for pain 
assessment. 

In the Results section, the recommendations of the Expert 
Standard in each section will be presented and subsequently compared 
with the status quo in the NHs, as disclosed by the nurses’ statements 
and the provided written policies of the facilities.

RESULTS
Sample
Of the 32 NHs invited, 15 facilities expressed willingness to partici-
pate. One NH was excluded because its residents had primary mental 
disorders other than dementia. One NH withdrew before data 
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collection for reasons unrelated to the research project. Another NH 
had to be excluded during data cleansing because systematic response 
bias was suspected. Therefore, the convenience sample consisted of 
12 NHs. Ten NHs were run by nongovernmental organizations (eg, 
church, social services), one by the community and one by a private 
company. The 12 NHs had 52 to 171 residential beds (median 
81 beds), employed between 16 and 62 registered nurses (median 20), 
zero to 24 nurse assistants with one year of nursing education (median 
three) and two to 34 assistants with no or <1 year of formal nursing 
education (median 13; excluded from the study).

At the start of the project, these 12 NHs registered 349 members of 
nursing staff (registered nurses and nurse assistants with one year of educa-
tion), 151 of whom participated in the survey, resulting in a response rate 
of 43%. From each nursing home, between six and 28 members of staff 
participated. Among the 151 nurses, there were 122 women (81%).

Nurses had worked between one and 37 years, including the time 
of training, in their profession and one-half had worked for ≤11 years. 
On average, 148 nurses for whom sociodemographic data were avail-
able had been working in the field for 13 years. The majority (72%) of 
the nursing staff were specialized geriatric nurses. Eleven (7%) of the 
151 were geriatric nurse assistants.

Initial pain assessment
The Expert Standard specifies that at the start of the nursing contract, 
nursing staff should determine whether the admitted individual has 
pain or pain-related problems (Table 1). According to the internal 
documents submitted, nine of the 12 NHs had documentation forms 
for initial pain assessment. In the present study, 50% of nurses stated 
that they ‘always’ ask the residents about pain on admission, 32% do it 
‘usually’, 15% ‘sometimes’, and only 3% ‘rarely’ or ‘never’. 

Furthermore, the Expert Standard describes that whenever pain or 
pain-related problems have been identified, care providers should use 
a systematic pain assessment that involves the basic determination of 
the intensity and location of the pain (Table 1). Both aspects were 
always mentioned in the nine documentation forms submitted to the 
research team. According to the answers in the present sample, nearly 
all of the nursing staff (98%) who asked residents about pain on admis-
sion also inquired about the location of pain. Almost three-quarters 
(110 of 147 valid responses) asked about its intensity and more than 
one-half (86 of 147 valid responses) asked about the frequency. In 
summary, the criteria of the Expert Standard on initial pain assessment 
have largely been met in this sample. 

Reassessment of pain
The Expert Standard requires that pain assessment should be 
reviewed and updated at regular intervals on a case-by-case basis and 
that this should apply equally to residents with and without pain or 
pain-related problems as determined in the initial assessment 
(Table 1). Slightly less than three-quarters of the nursing staff 
(n=102) who had asked residents about pain on admission stated 
that they reassessed pain regularly; 67% of all nursing staff (including 
those who did not ask about pain on admission) reassessed pain dur-
ing the residents’ stay.

The Expert Standard also stipulates that pain intensity should be 
assessed both at rest and on movement. Pain intensity was included 
in all eight documentation forms submitted for reassessment, but 
only four differentiated between pain at rest and pain on movement. 
In this respect, there appears to be a clear need for improvement in 
many facilities. According to the answers given, nearly all nursing 
staff (96%) asked about pain intensity at rest at least sometimes. 
Slightly less than one-half (46%) asked about pain intensity at rest 
at least once per shift. Pain on movement was asked about more 
often than pain at rest. Nearly all nursing staff (99%) asked at least 
sometimes about pain on movement and 56% did so once or more 
per shift. 

Only six of 12 facilities had written policies on a reassessment 
schedule that indicated how often and in what instances pain should 
be reviewed during the stay in the nursing home. The existing policies 

were extremely diverse and had very little in common. For instance, 
one facility simply indicated that the responsible nurse should deter-
mine the schedule of reassessment. Another facility gave a complex 
description of the occasions in which pain should be reassessed (eg, in 
crises and/or changes in health status) and defined the precise inter-
vals at which the assessment should be performed. 

In summary, the requirements of the Expert Standard on reassess-
ment of pain have been partially met by the included nursing homes. 
A need for optimization could be identified with regard to the lack of 
differentiation between pain at rest and pain on movement, the per-
centage of staff carrying out reassessments and the lack of written 
policies on reassessment schedules in many facilities.

Pain assessment tools
According to the Expert Standard, health care facilities are required to 
provide a selection of tools for self-report and specific observational 
tools for nonverbal residents. In selecting these tools, the cognitive abil-
ity and preferences of the residents need to be taken into consideration 
(Table 1). In the current sample, pain assessment tools were provided in 
10 of 12 NHs, and 130 of 150 nurses (87%) stated by self-report that 
they used a scale for assessing pain intensity. According to the in-house 
documents, the numerical rating scale (NRS) was provided by all 
10 NHs that used scales. Alternative scales were provided in only three 
NHs: the Faces Pain Scale (FPS) in all three of these facilities, as well as 
the verbal rating scale (VRS) in one of them. In accordance with this 
finding, the answers from the members of the nursing staff who used 
scales showed that the NRS was most commonly used (65%), followed 
by the FPS (56%) and then the VRS (15%) (Figure 1). The visual ana-
logue scale was not provided by any of the NHs and, therefore, was used 
by only a handful (6%) of the nursing staff (Figure 1). 

With respect to self-report, it can, therefore, be established that 
most – but not all – NHs use appropriate tools. However, the recom-
mendation that a selection of suitable tools be provided is not suffi-
ciently well implemented.

Observational pain tools, which are required for cognitively 
impaired residents without the ability to self-report, were provided in 
only six of the 12 NHs. The majority of the nursing staff stated that 
either they are not familiar with the tools mentioned (50%) or that no 
observational pain tool is used in their particular nursing home (17%) 
(Figure 1). In the present sample, L’ échelle Comportementale pour 
Personnes Agées (ECPA) (26) was the best known and most frequently 
used scale for observational assessment. It was mentioned by slightly 
more than one-quarter of the nursing staff who used a scale to assess 
pain (Figure 1). The Pain Assessment in Advanced Dementia Scale, 
German version (27) was barely known in this sample, with the Zurich 
Observational Pain Assessment (ZOPA) (28) and the Doloplus-2 (29) 
not being mentioned at all. Two NHs used their own behavioural 
checklists for pain assessment. 

Thus, observational pain tools were less well known and less fre-
quently used by the nursing staff than self-report scales. A large pro-
portion (41%) of the 130 nurses who indicated using a pain assessment 
scale were not familiar with observational pain tools. 

In summary, it can be concluded that the requirements for observa-
tional pain assessment tools are met in only six of the 12 NHs. There 
is a great deal of room for improvement in a large proportion of the 
facilities studied.

Documentation of pain assessment
The Expert Standard requires that the health care facility provide 
population-specific tools for documenting pain as well as rules for the 
timely and complete recording of all pain-related information. This 
can be in the form of entries in the nursing records, pain diaries or pain 
course reports (Table 1). According to the in-house documents, writ-
ten policies for the documentation of pain were available in six NHs; 
however, they were absent in the remaining six facilities. In 10 NHs, 
the submitted documents contained documentation forms for the 
initial pain assessment, for reassessment or both. According to the 
answers provided, 94% of the nursing staff who asked residents about 
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pain at admission or return from hospital stated that they documented 
the pain assessment, and 93% documented pain intensity.

In summary, the requirement of the Expert Standard on the docu-
mentation of pain assessment is largely met by the included facilities, 
but written policies on this subject are lacking in one-half of the NHs. 
Documentation forms did not distinguish between initial assessment 
and reassessment in all facilities. Table 2 summarizes the core findings 
of the survey.

DISCUSSION
The current study investigated the adherence of 12 NHs in the 
German city of Muenster to the requirements of the German national 
Expert Standard for Pain Management in Nursing. The results indi-
cate that pain assessment is already an inherent part of nursing care in 
most of the NHs included in the sample. Documentation forms for 
recording pain are available in most of the NHs and, according to the 
information they provided, three-quarters of the nursing staff stated 
that they usually or always asked the residents about pain on admis-
sion. More than 90% of the respondents probed the residents about 
pain at least sometimes during the stay. However, the requirement of 
the Expert Standard to assess pain intensity both at rest and on move-
ment was not implemented consistently in the majority of the NHs. 

With respect to assessment tools, most facilities provided the NRS, 
a tool suitable and recommended for older persons with no or mild to 
moderate cognitive impairment (8,10,21,24,30,31). Still, the require-
ment of the Expert Standard to provide a selection of suitable tools 
was not fulfilled in three-quarters of the included facilities. Suitable 

assessment tools for self-report, such as the VRS and the FPS 
(8,10,32), are available in German and could be implemented. 
Nonetheless, the use of assessment tools is regulated by the respective 
in-house guidelines, which only provides the NRS. Using only one 
standard scale for the entire facility is simpler and, from a quality-
management point of view, less prone to error than selecting a suitable 
assessment tool for each individual resident. However, the notion that 
only one tool is an effective way to deal with this issue is faulty at best 
(33,34). 

Major challenges yet to be resolved were found in two aspects. 
One major deficit has been identified with regard to observational 
pain tools for residents with severe cognitive impairment, which are 
recommended by the German Expert Standard (24) as well as by 
international guidelines (8,30,31,34). These tools were absent in the 
majority of facilities and hardly known by the nurses. There are cur-
rently three validated observational pain scales available in German: 
the Pain Assessment in Advanced Dementia Scale, German version 
(11); the ECPA (26,35); and the ZOPA. The ZOPA is intended 
solely for patients with reduced consciousness and impaired cognitive 
function, and is validated for use in hospitals (28), but not in NHs. 
The Pain Assessment Checklist for Seniors with Limited Ability to 
Communicate and the Doloplus-2, which are rated in international 
publications to be among the observational scales with the greatest 
reliability and validity (8,36-38), are not yet available as validated 
German translations. Currently, the Doloplus-2 is available as a non-
validated translation that has been tested in NHs (35). The ECPA 
was the best-known and most frequently used scale for observational 

Figure 1) Answers from the nursing staff regarding which scales they use for self-report (left) and observational assessment (right) (more than one answer 
possible). Total, n=151 (100%); valid for self-report, n=130 (86.1%); valid for observational tools, n=123 (81.5%). BISAD German abbreviation of 
L’échelle Comportementale pour Personnes Agées (ECPA); f Frequency; FPS Faces Pain Scale; NRS Numerical rating scale; PAINAD-G Pain 
Assessment in Advanced Dementia Scale, German version; VAS Visual analogue scale; VRS Verbal rating scale; ZOPA Zurich Observation Pain Assessment

TABle 2
Core findings of the status quo of pain assessment in 12 nursing homes (NHs) in Germany
Dimension of the expert Standard Nurses’ answers Written policies in the 12 facilities
Initial pain assessment 50% of the nurses always assess pain on admission,  

81% at least usually 
Nine NHs provided documentation forms for initial pain 

assessment
Reassessment of pain 67% of all nursing staff reassessed pain during the stay Six NHs had written policies on pain reassessment
Pain assessment tools 87% of nurses use a pain assessment tool 10 NHs provided pain assessment tools
   Tools for self-assessment 93% use one of the four predefined tools (NRS, VAS, VRS, 

FPS) for self-assessment
All 10 NHs provided tools for self-assessment

   Observational tools 46% use one of the six predefinedobservational pain tools 
(Doloplus, ECPA, BISAD, PAINAD-G, ZOPA)

Six NHs provided observational pain tools

Documentation of pain assessment 94% of nurses who assessed pain documented it 10 NHs provided documentation forms 
Six NHs provided written policies for pain assessment

BISAD German version of L’échelle Comportementale pour Personnes Agées (ECPA); PAINAD-G Pain Assessment in Advanced Dementia Scale, German version; 
FPS Faces Pain Scale; NRS Numerical rating scale; VAS Visual analogue scale; VRS Verbal rating scale; ZOPA Zurich Observational Pain Assessment
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assessment in the present sample, but was still used by only one-
quarter of the nurses.

A possible reason for shortcomings in the implementation of obser-
vational pain tools is the fact that these tools are still under develop-
ment and have, compared with self-report scales, limited psychometric 
qualities (36). Nurses may be concerned that these assessment tools 
lack specificity to pain (39). Additionally, the application of the 
instruments may be too time consuming in today’s busy work environ-
ments (39). Concerning the pain assessment scales, the lack of know-
ledge regarding appropriate cut-off values, which are designed to 
determine when to initiate an intervention, undermines the clinical 
feasibility of these tools. 

The second remarkable deficit concerns the absence or inconsis-
tency of regulations on a reassessment schedule (ie, how often and at 
what instances assessment of pain should be reviewed during the stay 
in the NH). On this topic, the Expert Standard only states that 
reassessment has to be performed at regular intervals on a case-by-case 
basis without providing further orientation (Table 1). Lack of orienta-
tion may have contributed to the absence or inconsistency of these 
regulations. In the meantime, a German guideline including detailed 
recommendations for reassessment in NHs is under development (40).

Strengths and limitations of the study
Data regarding the application of pain guidelines in long-term care 
are scant (41). To our knowledge, the present study is one of the few 
that have investigated adherence of NHs to evidence-based guide-
lines with respect to pain management. The few existing studies 
including pain assessment in long-term care have predominantly 
been conducted in the United States, and several were performed in 
the United Kingdom. The present study allows, for the first time, an 
international glimpse into the German situation. The present study 
from Germany is in accordance with the studies from the United 
States and the United Kingdom revealing gaps between current best 
practice and actual practice. Additionally, it indicates a need for 
improvement regarding the application of assessment tools and 
reassessment schedules individually tailored to the heterogenic needs 
of nursing home residents. 

There are several limitations to the present study. First, because a 
convenience sample was used, the sample was not necessarily repre-
sentative. Given that an exhaustive survey was intended, the 
response rate of 43% was relatively low. A reasonable number of 
nonresponders were anticipated as a result of high workloads and the 
subsequent lack of time inherent to the nursing profession. Some 
nonresponses could also be due to the failure to see participation as 
beneficial. In this respect, it must be acknowledged that study par-
ticipation occurred on a voluntary basis, which may limit its repre-
sentativeness. However, due to issues of social desirability and to 
avoid suspicion in the context of conducting research on nurses’ pain 
management behaviour, we opted for a voluntary sampling procedure 
to obtain more valid answers. In other studies utilizing voluntary 
responses of staff members, the response rates were similar (5,17,42). 
We assume that the available responses of the nursing staff combined 
with the evaluation of in-house documentation still provide in-
depth information about the implementation of pain management in 
each NH. 

It may not be possible to extrapolate the present results to other 
countries because of differences in national guidelines, education of 
nursing staff and work organization at the facilities, along with other 
possible general differences. 

Finally, the Expert Standard is valid only in Germany. NHs in 
other countries follow different guidelines. Still, the recommendations 
of the German Expert Standard comprise fundamental aspects of pain 
assessment that are shared by most other pain management guidelines 
for hospitalized or residential care patients (Table 1). 

CONCLUSION
Adherence of NHs to pain management guidelines with respect to 
pain assessment has rarely been evaluated. The current study is likely 

the first to deal with this topic in detail and provide insight into the 
German situation. Pain assessment was found to be an inherent part of 
care in most facilities included; however, gaps between the actual 
practice and evidence-based standard were observed in several aspects. 
Although assessment tools were provided by most facilities and used by 
most nurses, observational tools for nonverbal and cognitively 
impaired residents have yet to be implemented in many NHs. Finally, 
the current study highlights the requirement for the development of a 
detailed reassessment schedule that considers the diverse needs of NH 
residents in Germany as well as globally.
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APPENDIx 1

Excerpt from the questionnaire (translated from German by the 
authors): Questions from the nursing staff questionnaire which 
were included in the current analysis.
(The questions are not shown in the order in which they appeared in 
the questionnaire but have been organized according to the topics 
addressed by this analysis. The research identification codes we used 
are given with each question.)

Initial pain assessment
•  AH_PF_1: Do you ask the residents about pain when they are 

admitted into the nursing home (on the first admission and/or 
return from hospital)?

  Always      Usually      Sometimes      Rarely      Never 
•  FILTER, if the response to AH_PF_1 is ‘always’, ‘usually’, ‘some-

times’, ‘rarely’
AH_PF_1a: What do you ask about on admission and/or return 
from hospital? (More than one answer is possible.)

  About the intensity of the pain
  About the frequency of the pain
  About the location of the pain
  Other (please specify): _______________________________

Reassessment of pain
•  FILTER, if the response to AH_PF_1 is ‘always’, ‘usually’, ‘some-

times’, ‘rarely’
AH_PF_1b__01: Is the documented pain assessment reviewed 
regularly?

  Yes      No      I don’t know
•  AH_PF_2: Do you ask the residents regularly about the intensity 

of their pain during the course of their stay in the nursing home?

Pain assessment tools
•  AH_PF_3: In your nursing home, do you use a scale to measure 

the intensity of pain?
  Yes      No      I don’t know

•  FILTER, if the response to AH_PF_3 is ‘yes’
AH_PF_3a: Which self-report scale do you use for the residents to 
assess their own pain? (More than one answer is possible.)
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APPENDIx 1 – CONTINUED
  Numerical rating scale (NRS)
  Visual analogue scale (VAS)
  Verbal rating scale (VRS)
  Faces Pain Scale
  We don’t use any scales for self-report
  I’m not familiar with the scales mentioned above

•  FILTER, if the response to AH_PF_3 is ‘yes’

AH_PF_3b: Which scales do you use for observational assessment 
of the resident’s pain? (More than one answer is possible.)

  Doloplus
  ECPA
  BISAD
  PAINAD-G
  ZOPA

  Other (please specify): _______________________________
  We don’t use any scales for observational assessment
  I’m not familiar with the scales mentioned above

Documentation of pain
•  FILTER, if the response to AH_PF_1 is ‘always’, ‘usually’, ‘some-

times’, ‘rarely’ 
AH_PF_1b: Is the assessment of pain recorded in the nursing 
records?

  Yes      No      I don’t know
• AH_PF_4: Is the intensity of the resident’s pain recorded in 

writing? 
  Yes      No

•  FILTER, if the response to AH_PF_4 is ‘yes’
AH_PF_4a: Where is the intensity of the pain documented? 
(More than one answer is possible.)

  With the vital signs
  In the nursing record
  In the resident’s pain diary
  On special forms
  I don’t know where it’s recorded
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