
Pain changes with age, but it does not become less real, less disruptive, or less worthy of treatment. That is one
of the most important truths older adults and their families need to hear. Arthritis pain, back pain, nerve pain, and
the stiffness that settles into shoulders, hips, knees, and hands can slowly reshape a person’s life. Sleep gets
lighter. Walking gets shorter. Hobbies shrink. Mood follows. People begin planning their days around what hurts.

A good pain clinic sees that pattern clearly. It does not treat pain as a single symptom floating on its own. It looks
at joints, nerves, muscles, sleep, movement, medications, mood, past injuries, and the practical limits of aging
bodies. When care works well, the goal is not simply to lower a pain score on paper. The goal is to help someone
stand up from a chair more easily, get through the grocery store without leaning on a cart, sleep through the
night, or return to gardening for half an hour without paying for it the next day.

Arthritis and age-related pain are common, but the experience is never generic. Two people with the same X-ray
can have very different levels of pain. One still plays nine holes of golf. The other struggles to button a shirt. That
gap matters, and it is exactly why experienced pain management tends to work best when it is individualized.

What a pain clinic actually does
Many people hear the phrase pain clinic and assume it means one thing: stronger medication. In practice, the
better clinics are much broader than that. They usually combine medical evaluation, diagnostic skill, procedural
treatment when appropriate, rehabilitation strategies, and longer-term planning. Some are physician-led with
strong interventional services. Others integrate physical therapy, psychology, and medication management under
one roof. The common thread is that they are built to handle persistent pain that has outlasted simple home
remedies or standard primary care visits.

For arthritis and aging-related pain, that broader lens matters. Joint pain is rarely isolated. A person with knee
arthritis may change the way they walk, then develop hip or low back pain. Someone with hand arthritis may stop
cooking, lose hand strength, and become less active overall. A patient with spinal arthritis may sleep poorly, pain
rehab clinic then become more sensitive to pain because fatigue is amplifying every sensation. Pain tends to
spread its effects through daily life in quiet, practical ways.
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At a well-run pain clinic, the first visit often feels more detailed than people expect. The clinician may ask where
the pain began, how it behaves through the day, what makes it worse, whether it wakes you at night, and what
treatments have already failed. They may watch you walk, test range of motion, press around joints and muscles,
and review imaging with a skeptical eye. That last part is important. MRI findings can look dramatic and still not
explain the real pain generator. Experience helps separate noisy images from meaningful ones.

Why arthritis pain gets more complicated with age
Arthritis is not one condition. Osteoarthritis, the most common form associated with aging, is partly a wear-and-
repair problem involving cartilage, bone, surrounding tissue, and low-grade inflammation. Rheumatoid arthritis is
different. So is gout. So is spinal stenosis, which many people describe simply as “arthritis in the back,” even
though its symptoms often involve nerve compression and leg pain rather than just joint soreness.

Age adds complexity in several ways. First, tissue resilience declines. Recovery takes longer than it did at 45.
Second, older adults often carry more than one pain source at the same time. A person may have knee arthritis,
lumbar facet arthritis, diabetic neuropathy, and a rotator cuff problem all at once. Third, medication choices
narrow. Kidney function, blood pressure, heart disease, ulcers, fall risk, memory issues, and drug interactions all
influence what is safe.

This is where specialized care can be useful. A primary care clinician may have ten minutes to address several
chronic conditions in one visit. A pain clinic is structured to spend more time sorting out which pain deserves
attention first, which treatments are safest, and what can actually move the needle.

There is also a psychological layer that should not be dismissed or misread. Persistent pain wears people down. It
makes them guarded in movement. It can trigger fear of falling or fear of making the joint “worse.” Sometimes
that fear leads to less movement, which weakens the muscles that protect the joint, which leads to more pain.
Breaking that cycle often takes both symptom relief and coaching.

Common sources of pain in older adults
The older adult with “arthritis pain” often has one of several patterns. Knee osteoarthritis is a frequent driver of
reduced mobility. Hip arthritis can present as groin pain, buttock pain, or stiffness when rising from a chair. Hand
arthritis limits grip strength and fine motor tasks. Spinal arthritis may cause neck pain, low back pain, or
symptoms that radiate into the arms or legs.

Clinicians in a pain clinic also look for conditions that mimic arthritis. Trochanteric bursitis, sacroiliac joint
dysfunction, nerve entrapment, compression fractures, tendon disease, and peripheral neuropathy can all be
mistaken for “just aging.” I have seen patients told for years that their pain was simply arthritis, only to find that a
targeted examination revealed a treatable nerve irritation or tendon injury. Not every age-related ache is
inevitable.

Timing and quality of pain offer clues. Morning stiffness that eases after moving can suggest inflammatory
patterns. Sharp weight-bearing pain in the knee often points toward joint degeneration or meniscal issues.
Burning, tingling, or electric pain raises concern for nerve involvement. Pain that worsens after sitting and
improves with gentle movement may behave differently from pain that builds with every step.

That level of detail is not academic. It guides treatment. A steroid injection into an arthritic knee is a different
decision from a nerve block for lumbar pain, and both are different from prescribing exercises for weak gluteal
muscles that are overloading the hips and back.



The first goal is function, not perfection
One of the most useful reframes in pain management is moving away from the idea of a perfect, pain-free body.
For some patients, especially those with advanced arthritis or multiple degenerative conditions, total pain
elimination is unrealistic. But large functional gains are still possible.

A woman in her late seventies with severe knee arthritis may still be able to walk farther if swelling is reduced,
quadriceps strength improves, and activity pacing is taught properly. A retired mechanic with hand arthritis may
never have the grip strength he once had, but he may regain enough comfort and dexterity to cook, drive, and
do light work in the garage. Those wins are not small. They restore autonomy.

In experienced practice, measurable goals help. Walking to the mailbox without stopping. Climbing stairs with
one rail instead of two. Sleeping six hours instead of three. Reducing rescue pain medication from daily use to
occasional use. These goals make treatment decisions sharper and more honest.

Treatments that often help
The strongest pain clinic programs use layered treatment rather than a single magic fix. That matters because
arthritis and age-related pain usually come from several mechanisms at once: inflammation, mechanical stress,
muscle weakness, limited mobility, sleep disruption, and sometimes nerve sensitization.

Medication still has a place, but it is only one piece. Topical anti-inflammatory gels can be useful for hands and
knees, especially when oral anti-inflammatory drugs are risky. Acetaminophen may help some patients, though
its effect is often modest. Oral NSAIDs can work well but need caution in people with kidney disease, ulcers, heart
failure, or blood pressure issues. Certain nerve pain medications help in selected cases, though they can cause
sedation, dizziness, or swelling.

Injections are a common reason patients seek a pain clinic, and they can be valuable when used thoughtfully.
Joint injections with corticosteroid may calm flares in knees, shoulders, or hips, though relief varies and repeated
use has limits. Hyaluronic acid injections are sometimes used for knee osteoarthritis, with mixed benefit
depending on the patient. For spine-related pain, facet joint injections, medial branch blocks, or epidural steroid
injections may help the right pain pattern. The key phrase is the right pattern. These are not universal answers,
and they should match the examination and symptom story.

Radiofrequency ablation has become a meaningful option for some chronic spine and knee pain cases. It targets
pain-transmitting nerves after diagnostic blocks suggest they are involved. In the right patient, this can provide
months of relief and improve standing and walking tolerance. It does not cure arthritis, but it can reduce the pain
signal enough to allow better movement and rehabilitation.

Physical therapy is often underappreciated until it is done well. Generic handouts rarely change much. Skilled
therapy, tailored to the exact joint and the person’s age, balance, and endurance, can be one of the most
effective tools available. For knee arthritis, stronger hips and thighs often reduce joint load more than patients
expect. For spinal pain, posture, core endurance, and walking mechanics matter. For shoulder pain, the right
exercise dose is crucial. Too little does nothing. Too much causes a flare and convinces the patient therapy “made
it worse.”

A pain clinic may also recommend bracing, assistive devices, shoe modifications, heat, ice, or home TENS units.
These are not glamorous interventions, but they often provide enough relief to make the day more manageable.
A properly fitted cane, used in the correct hand, can reduce joint stress significantly. Many people are never
taught this.



When procedures are worth considering
Procedures tend to work best when they solve a well-defined problem rather than vague, widespread discomfort.
A patient with clear lumbar facet pain, confirmed by exam and response to a diagnostic block, may do very well
with radiofrequency treatment. Someone with severe knee osteoarthritis who is not ready for joint replacement
may get useful temporary relief from an injection that reduces inflammation and restores confidence in walking.

A good clinician will also be candid about the limits. Injections do not rebuild cartilage. They do not reverse years
of mechanical wear. Relief may last weeks, months, or in some cases only days. For some patients, that window is
still valuable. It may allow participation in therapy, travel for a family event, or better sleep during a flare.
Temporary improvement is not trivial if it helps maintain function.

There are also situations where a pain clinic helps by saying no. I have seen older adults undergo repeated
procedures with diminishing returns because nobody stepped back to ask whether the original target was
correct. More procedures are not always better care. Sometimes the wiser move is a brace, weight reduction,
slower progression of activity, or referral to an orthopedic surgeon for a joint replacement evaluation.

The delicate question of opioid medication
No discussion of pain management is complete without talking about opioids, especially for arthritis and aging.
These medications can help selected patients, but they come with real trade-offs: constipation, sedation, balance
problems, confusion, hormonal effects, tolerance, dependence, and increased fall risk. In older adults, those risks
can become serious quickly.

That does not mean opioids never have a place. It means they require judgment. In practice, the best outcomes
happen when opioids are reserved for carefully chosen cases, used at the lowest effective dose, reviewed
regularly, and combined with other strategies rather than replacing them. A pain clinic that handles these
medications responsibly will monitor benefit, side effects, mobility, and safety closely.

Families sometimes notice a hard truth before the patient does. The medication may reduce pain slightly but
worsen steadiness, memory, or motivation. When that happens, the overall balance may be negative. Pain
treatment should make life more livable, not merely quieter while function deteriorates.

What older adults should expect from a high-quality evaluation
The difference between average pain care and strong pain care often shows up in the questions asked and the
patience of the assessment. Older adults deserve a clinician who is not rushed into oversimplifying their pain.

A thorough evaluation often includes:

1. A clear history of where the pain is, how it behaves, and what function it limits.

2. A medication review that considers kidneys, heart health, sleep, dizziness, and interactions.

3. A physical examination focused on joints, nerves, gait, strength, and balance.

4. A realistic treatment plan with measurable goals, not vague promises.

5. Follow-up that adjusts the plan based on actual function, not just pain scores.

Those basics sound obvious, yet they are often skipped. When they are done well, unnecessary treatments tend
to fall away and the useful ones become easier to identify.

The role of movement, even when movement hurts



One of the toughest conversations in arthritis care is explaining why movement still matters when movement
hurts. People hear “wear and tear” and assume the safest option is rest. Short periods of rest can help during
flares, but long-term withdrawal from activity almost always backfires.

Muscles protect joints. They absorb force, support posture, and improve balance. When pain leads to
deconditioning, the same activity begins to feel harder, even if the arthritis itself has not suddenly worsened. A
short walk causes more fatigue. Stairs become intimidating. The person moves less, gains stiffness, loses
confidence, and becomes more pain-sensitive. It is a slow spiral.

The right approach is usually graded movement. That means finding a starting level that is tolerable, then
building slowly enough to avoid major setbacks. For one person, that may mean five minutes of walking twice a
day. For another, chair exercises and water therapy are the best first step. The point is not heroic effort. It is
consistency.

This is another area where a pain clinic can help, especially when the patient has tried exercising alone and
repeatedly flared. Clinicians and therapists who work with arthritis every day know how to titrate activity more
carefully than generic advice ever can.

When surgery enters the conversation
Pain clinics do not replace orthopedic surgeons, and they should not try to. There comes a point when advanced
joint damage, severe loss of function, and failure of conservative care make surgery the most sensible option.
Knee and hip replacement can be life-changing for the right patient.

Good pain specialists recognize that threshold. They do not keep patients in a loop of temporary treatments
when the better answer is a surgical evaluation. At the same time, not every older adult is ready for surgery,
medically suited for surgery, or interested in surgery. Some need time to optimize blood sugar, lose weight,
improve strength, or address heart issues first. Others simply want symptom control for as long as possible
before making that decision.

A pain clinic can be useful both before and after surgery. Before surgery, it may help maintain mobility and
control flares. After surgery, it can sometimes assist with persistent pain patterns that are not resolving as
expected, especially when the source is not the new joint itself but the back, nearby tendons, or sensitized nerves.

Practical signs that a current plan is not enough
Patients often adapt so gradually that they do not realize how much pain has taken from them. By the time they
seek specialized help, they may already be limiting meals out, social visits, exercise, errands, and sleep.

These changes often signal it is time for more comprehensive care:

Pain regularly interrupts sleep

Walking distance keeps shrinking

Medications cause side effects or stop helping

Daily tasks require more help than before

Fear of pain or falling is driving inactivity

None of these signs guarantee a procedure is needed. They do suggest the current plan deserves a closer look.

The human side of pain care



Arthritis and aging are often discussed in technical terms, but the hardest part is usually personal. Pain can make
people feel older than they are. It can make them hesitant to travel, embarrassed to move slowly, or reluctant to
ask for help. Some become irritable because they are exhausted. Others grow quiet because they do not want to
complain. In clinic, you learn quickly that many patients have spent months trying to be stoic before they finally
say, “I just want my life to feel normal again.”

That sentence matters. It tells you the pain is no longer only a medical issue. It is a quality-of-life issue.

The best pain clinic care respects that without becoming sentimental or vague. It deals in specifics. Can you stand
long enough to cook? Can you carry laundry? Can you get out of the car without bracing yourself? Can you visit
your grandchildren and still function the next day? Those are meaningful outcomes. When treatment plans are
tied to them, patients usually feel understood, and the care becomes much more practical.

Choosing a pain clinic with the right mindset
Not every clinic approaches chronic arthritis pain the same way. Some lean heavily on procedures. Some rely too
much on medication. Some barely coordinate with therapy or orthopedic care. The strongest clinics tend to be
the ones that explain their reasoning clearly, tailor treatment to the person in front of them, and are comfortable
using several tools instead of pushing one Pain clinic answer for everyone.

For older adults, safety culture matters as much as technical skill. A clinic should be thinking about falls, sedation,
medication interactions, bone health, and the patient’s support system at home. It should also be honest when a
treatment is unlikely to help.

Pain from arthritis and aging may be common, but “common” is not the same as “untreatable.” With careful
evaluation, realistic goals, and a combination of therapies chosen for the individual, many people regain more
comfort and function than they expected. Sometimes the biggest change is not dramatic pain relief. Sometimes it
is the return of ordinary things, a longer walk, steadier sleep, less fear on the stairs, a morning that begins
without dread. In real practice, those are the outcomes that matter most.

Denver Pain Management Clinic
455 Sherman St #450, Denver, CO 80203
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(720) 405-2330

FAQ About pain clinic

Do I need a referral to go to the pain clinic in Denver?

Denver Pain Management Clinic accepts referrals. Contact the clinic and your insurance plan before booking to
confirm whether a referral is required for your visit.

Do pain management clinics give pain meds?

Some pain clinics include medication management as part of an individualized plan. At Denver Pain Management
Clinic, a clinician reviews your medical and treatment history and discusses options after an evaluation.

What medication is used for chronic pain?

Medication choices depend on the cause of the pain, your health history, and any medicines you already take. A
clinician can discuss the benefits and risks of medication and whether other approaches, such as physical therapy,
may be appropriate.


