Knee and hip pain changes the shape of an ordinary day. Walking the dog becomes a calculation. Getting out of
a car takes planning. Sleep gets lighter, patience gets shorter, and even desk work can turn into a slow burn of
stiffness. In a city like Denver, where many people want to stay active year-round, pain in these weight-bearing
joints can feel especially disruptive. Hiking, skiing, cycling, running, and long commutes all ask a lot from the hips

and knees.

The phrase Pain Management Denver often brings to mind injections or medication, but effective care for knee
and hip pain is usually broader and more deliberate than that. Good treatment starts with identifying the real
pain generator, then matching the least invasive useful option to that person’s life, age, goals, and medical

history. That sounds straightforward. In practice, it takes judgment.

Knee and hip pain can come from arthritis, tendon irritation, labral problems, bursitis, overuse, prior injury, nerve
irritation from the low back, gait changes after foot or ankle issues, or weakness that quietly developed over
years. Sometimes a patient points to the knee, but the hip is driving the problem. Sometimes the hip hurts
because the lower back is involved. One of the most common mistakes is treating the loudest symptom before

understanding the pattern behind it.

Why these joints hurt so often

The knee and hip handle force every time you stand, climb stairs, or change direction. The knee is mobile and
exposed to twisting loads, which makes it vulnerable to meniscus injuries, ligament sprains, patellar tracking
issues, and wear in the joint surfaces. The hip is a deep, stable ball-and-socket joint, but it still absorbs substantial
load. Arthritis, tendon problems around the greater trochanter, impingement, and soft tissue strain are common,

especially in active adults and older patients.

Denver adds a few predictable stressors. Altitude itself does not cause joint damage, but the local lifestyle can
magnify problems. Weekend athletes may ask their joints to tolerate long hikes or mogul skiing after a sedentary

workweek. Trail runners often increase elevation gain too quickly. Cyclists may develop hip flexor tightness and



glute weakness if their fit or training balance is off. Even less obvious habits matter. Long hours sitting in traffic or

at a desk can shorten hip flexors, limit mobility, and make the first steps after standing up surprisingly painful.

Weight, prior surgery, and old injuries also shape the picture. A knee that once had an ACL tear may develop
arthritis earlier. A person who protected one painful hip for months may overload the other side. | have seen
patients arrive convinced they “just slept wrong,” only to reveal a pattern of stiffness, reduced stride length, and

declining activity that had been building for a year.

The difference between common soreness and a problem worth
evaluating

Not every ache needs a specialist. Muscles get sore, tendons flare, and a hard workout can leave the knees
irritated for a day or two. What deserves a closer look is persistence, swelling, instability, or pain that changes

how you move.

A knee that catches, locks, or gives way deserves attention. A hip that causes groin pain when pivoting, or deep
buttock pain that worsens after sitting, can signal something more specific than simple tightness. Night pain,
rapidly escalating swelling, fever, or inability Pain Management Denver mmdmedicaldoctors.com to bear

weight needs urgent medical evaluation.

Pain patterns offer clues. Aching in the front of the knee on stairs often points in a different direction than sharp
joint-line pain after a twist. Groin pain often tracks back to the hip joint itself, while pain on the outside of the hip
may be related to gluteal tendons or trochanteric bursitis. Still, patterns overlap. That is why a careful exam

matters more than internet guessing.

What a thoughtful evaluation should include

The best visits do not start with a reflexive procedure. They start with questions that reveal how the pain behaves.
When did it begin. Was there a clear injury. Does it hurt more with stairs, hills, twisting, getting in and out of a

car, or lying on one side. What has already been tried. What activities matter most to the patient.

Physical examination should look beyond the sore spot. For knee pain, that often includes checking alignment,
swelling, range of motion, ligament stability, quadriceps strength, and how the patella tracks. For hip pain, useful
clues come from gait, internal rotation, glute strength, tenderness over the outer hip, and whether the pain can
be reproduced with specific maneuvers. A clinician should also keep an eye on the lumbar spine, since referred

pain can mimic joint trouble.

Imaging can help, but it should answer a question rather than replace thinking. Plain X-rays are often enough to
show arthritis, alignment issues, or major structural changes. MRI can be valuable when soft tissue injury, labral
pathology, stress injury, or persistent unexplained pain is in play. Yet scans require context. Many adults have

imaging findings that look dramatic and feel mild, while others hurt more than the pictures suggest.

Arthritis is common, but it is not the whole story

Osteoarthritis is one of the most frequent reasons people seek Pain Management Denver services for knee and
hip pain. Cartilage thins, joint surfaces become less smooth, the capsule stiffens, and the surrounding muscles
often weaken. Symptoms usually build gradually, though flare-ups can feel sudden. The classic complaints
include stiffness after rest, pain with longer walks, reduced confidence on stairs, and trouble rising from low
chairs.


https://www.google.com/maps?cid=3805072856231947633

Even with arthritis, people are often told two unhelpful extremes. The first is “just live with it.” The second is “you
need surgery right away.” Real life sits somewhere in between for many patients. There are nonoperative options
that can meaningfully reduce pain and improve function, especially when the plan combines movement therapy,
load management, weight considerations if relevant, anti-inflammatory strategies when appropriate, and

targeted interventions.

It is also worth saying plainly that arthritis on X-ray does not force a person into severe disability. | have seen
patients with moderate radiographic arthritis continue to bike, golf, and travel comfortably once their strength,
pacing, and treatment plan improved. | have also seen mild imaging changes produce major symptoms when

sleep was poor, deconditioning was significant, or inflammation had been simmering for months.

When tendon and bursa pain masquerade as joint disease

Outside hip pain is frequently mislabeled. Many people are told they have “bursitis” any time the side of the hip
hurts. Sometimes the bursa is part of the issue, but often the deeper problem is irritation or degeneration in the
gluteal tendons. These patients often hurt when lying on that side, walking long distances, or climbing hills. They

may also stand with one hip dropped, which keeps the irritated structures under tension.

Knee pain has similar look-alikes. Patellar tendon irritation, quadriceps tendon pain, iliotibial band friction, pes
anserine bursitis, and referred pain from the hip can all be mistaken for “bad knees.” That is one reason a
treatment that helped a friend may not help you. The label matters less than understanding the tissue involved

and the forces that aggravate it.

Conservative treatment that often works better than people expect

The most effective nonoperative plans are usually not glamorous. They are specific. They focus on reducing
irritability first, then rebuilding tolerance. For many patients, that means changing the volume or type of activity

before chasing perfect pain relief.

A person with knee osteoarthritis may need to swap deep squats and downbhill hikes for cycling, flatter walks, and
step-up work for a few weeks. Someone with gluteal tendon pain may need to stop stretching aggressively into
pain, avoid sleeping directly on the affected side, and start controlled strengthening. A recreational runner with
hip pain may need cadence changes, temporary mileage reduction, and a closer look at footwear and hill

training.

Physical therapy can be extremely useful when it is individualized. The strongest programs teach patients how to
load the joint or tendon gradually, not just how to complete a set of exercises on a handout. Good therapists
watch movement patterns, progress resistance sensibly, and adjust plans when symptoms flare. Poorly timed or

overly aggressive rehab can keep a problem smoldering.
A few practical principles tend to hold up across many cases:
1. Calm the flare before pushing strength. When pain is hot, swelling is present, or night pain is worsening,

reducing aggravating activities briefly is often more productive than trying to train through it.

2. Build the muscles that protect the joint. For knees, quadriceps and hip strength matter. For hips, glutes, trunk

control, and balance often matter more than people expect.

3. Respect the 24-hour response. If a workout leaves pain noticeably worse the next day, the load was probably

too high.

4. Favor consistency over heroics. Three manageable sessions a week usually beat one punishing session

followed by four miserable days.



5. Match the plan to the person. A skier, a warehouse worker, and a retired gardener may share a diagnosis but

need very different strategies.

Medications, topicals, and what they can and cannot do

Medication has a role, but it is rarely the whole answer. Over-the-counter anti-inflammatory drugs can help some
patients during short flares, assuming they are medically safe for that individual. Topical anti-inflammatory gels
are often worth trying for superficial knee pain because they carry lower systemic exposure than oral options.

Acetaminophen may help some people, though results are often modest.

The trade-offs matter. Oral anti-inflammatories can irritate the stomach, affect kidney function, and raise blood
pressure in some patients. Stronger pain medications may dull symptoms without improving the mechanics
driving them. If someone uses pain relief just to keep repeating the same aggravating pattern, the underlying

problem usually stays put.

That is why medication works best as a support, not a substitute, for diagnosis and active treatment.

Injections can help, but the right target matters

Injections are one of the most common tools in Pain Management Denver clinics, and they can be very effective
when used thoughtfully. They are not interchangeable. The value depends on the diagnosis, the tissue targeted,

and the patient’s goals.

Corticosteroid injections can reduce inflammation and pain, particularly for arthritic joints and some bursitis
presentations. Relief may last weeks to a few months, sometimes longer, sometimes shorter. They can be helpful
when pain is severe enough to block sleep or prevent participation in rehabilitation. They are less appealing as a
repeated long-term strategy if someone is simply cycling through brief relief without addressing strength,

mechanics, or progression of disease.

Hyaluronic acid injections are sometimes used for knee osteoarthritis, with mixed results from person to person.
Some patients report meaningful improvement, others notice little. They are not usually used for the hip in the
same straightforward way they are discussed for the knee. Platelet-rich plasma is another option some patients
explore, particularly for certain tendon problems or osteoarthritis, but the evidence remains variable depending

on the condition and protocol. It is important to discuss realistic expectations rather than chasing a trendy label.

Image guidance improves accuracy, especially in the hip and in more technically sensitive injections. A hip joint is
deep. Precision matters. Even around the knee, ultrasound guidance can improve confidence that the medication

reaches the intended structure in select cases.

Nerve-related procedures and when pain management becomes more
specialized

Some patients are not ideal candidates for surgery, or they are trying to postpone it, or they continue to have
significant pain after more standard measures. This is where interventional pain management can offer a more

specialized layer of care.

For chronic knee pain, especially in osteoarthritis or persistent postsurgical pain, genicular nerve blocks and
radiofrequency ablation may be considered in appropriate patients. The idea is not to repair cartilage. It is to

reduce pain transmission from the nerves that serve the knee. When it works well, patients often describe



improved walking tolerance and reduced day-to-day pain. It is not the first step for every sore knee, but it can be

a meaningful option for carefully selected cases.

Hip pain has fewer directly parallel interventions, but pain specialists may still help by clarifying whether the joint,
surrounding soft tissues, or referred spinal pain is the dominant source. In some patients, addressing a lumbar
driver changes the entire picture. This is one reason pain management should not be viewed as a single

procedure menu. The best clinicians in this space think diagnostically before they treat.

When surgery enters the conversation

There are times when nonoperative care has done enough, but not enough to restore acceptable function.
Severe osteoarthritis with major walking limitation, recurrent mechanical symptoms from specific injuries,

advanced structural damage, or failed conservative care may push the discussion toward orthopedic surgery.

That does not mean earlier treatment was wasted. People who Pain Management Denver enter surgery with
better strength, clearer expectations, and better pain control often recover more smoothly. Nonoperative
management can also buy time, which matters if someone needs to coordinate work leave, optimize other

medical conditions, or simply decide whether surgery fits their life at that moment.

The key is honesty. If pain remains severe despite a well-executed plan, it is reasonable to say so. There is no

prize for suffering through a treatment path that has plateaued.

Daily habits that either help or quietly make things worse

Small routines often influence knee and hip pain more than patients expect. Long static sitting tends to
aggravate stiff hips. Repeated low-chair transfers can punish sore knees. Unsupportive shoes change mechanics.
So does carrying extra body weight, though that topic is best handled without blame. Even modest weight
reduction can meaningfully lower knee load during walking, but pain often needs to be controlled first so activity

becomes realistic.

Sleeping position can matter too. People with outer hip pain often do better with a pillow between the knees or
by avoiding direct pressure on the painful side. Those with knee arthritis may tolerate movement better after a
brief warm shower in the morning. Home exercise equipment that seems harmless can be surprisingly irritating if
the setup is poor. | have seen stationary bikes with seats too low create unnecessary anterior knee pain over and

over again.
A few adjustments commonly pay off:

| Habit or change | Why it helps | | --- | --- | | Short walking bouts instead of one long painful walk | Reduces flare
risk while maintaining mobility | | Higher chair or seat cushion | Lowers knee stress during sit-to-stand | | Pillow
between knees at night | Decreases compression across painful hips | | Gradual hill training | Gives tendons and

joints time to adapt | | Supportive footwear matched to activity | Improves comfort and movement efficiency |

What to expect from a strong treatment plan in Denver

A good plan should fit the individual, not the diagnosis code. The skier in her 50s with groin pain from early hip
arthritis needs a different conversation than the 28-year-old runner with lateral knee pain or the 72-year-old with
severe tricompartmental knee arthritis who wants to keep gardening. Goals matter. Timelines matter. Risk

tolerance matters.
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You should expect a clinician to explain what they think is causing the pain, what the likely next steps are, and
what would count as success. Sometimes success means getting back to ten-mile hikes. Sometimes it means

sleeping through the night and shopping without needing to sit every five minutes. Both are valid.

You should also expect some uncertainty, because musculoskeletal care is rarely a straight line. The body
responds unevenly. Weather, workload, sleep, and life stress can amplify pain. A treatment that helps one person
may do very little for another with the same label. That is not a failure of effort. It is part of why experienced

judgment matters.

Finding the right Pain Management Denver approach

For patients looking into Pain Management Denver services, the most useful mindset is not "What is the
strongest treatment available,” but “What is the clearest diagnosis and the next least invasive step likely to help.”

That shift prevents a lot of frustration.

Look for care that does not leap immediately to a single favored treatment. A strong clinic or specialist should be
willing to say when therapy is the better first step, when imaging is or is not necessary, when an injection is likely
to help, and when it is time for an orthopedic opinion. The best results often come from collaboration among
primary care, sports medicine, physical therapy, pain management, and orthopedics rather than from any one

silo.

Knee and hip pain can narrow a life quickly, but they do not always require a dramatic fix. Often the most
effective path is a well-targeted one: understand the source, reduce the flare, rebuild tolerance, and use
procedures selectively when they can open the door to better movement. That is practical medicine. And for
many people in Denver who want to stay active without letting pain dictate every decision, it is the approach that

gives them their footing back.

MMD Medical Doctors - Medical Marijuana Red Card Evaluations
455 Sherman St Suite 450
Denver, CO 80203



+1720-669-8693

FAQ About Pain Management Denver

What not to say to a pain management doctor?

Describe your symptoms and concerns in your own words. It helps to share when the pain started, what changes
it, how it affects your daily activities, and what you have already tried. Tell the clinician about current medicines

and supplements, and ask for clarification when you need it.

What are the three types of pain management?

Three broad categories are rehabilitation and movement-based care, behavioral approaches, and medical
treatments such as medicines or procedures. A clinician may combine approaches based on the cause of pain,

your health history, and your goals.

What Are Some New Treatments for Chronic Pain in Denver?

Options depend on the diagnosis and the evidence for that condition. Some clinicians consider newer options
such as neuromodulation for selected patients after an evaluation. Ask which options are appropriate for your

condition, what the evidence shows, and what risks and alternatives to consider.



