
Knee pain has a way of shrinking life. At first, it is a nuisance when getting out of a car or standing up from a low
chair. Then it starts shaping decisions. You skip the long walk, avoid stairs, turn down a weekend trip, and think
twice before kneeling in the garden or chasing after a child. For many people, the biggest fear is that pain
automatically leads to surgery. In practice, that is often not the case.

A well-run pain clinic sees knee pain in all its forms, from mild wear-and-tear aches to severe flare-ups that
disrupt sleep. Some patients arrive after months of trying home remedies. Others come after physical therapy
helped, but not enough. Many are not ready for surgery, are not good surgical candidates, or simply want every
reasonable non-operative option explored first. That is where a thoughtful, stepwise approach matters.

The knee is not a simple hinge that either works or does not. Pain can come from cartilage loss, inflamed joint
lining, irritated nerves, strained tendons, a torn meniscus, altered gait mechanics, referred pain from the hip or
back, or several of these at once. That is why effective treatment is rarely about a single miracle shot. It is about
identifying the pain generator, matching the treatment to the problem, and adjusting when the response is
partial or short-lived.

What a pain clinic looks for before treating the knee
People are often surprised by how much of the first visit has nothing to do with injections. A clinician who treats
knee pain well will ask where the pain sits, what it feels like, what triggers it, whether the knee swells, catches,
buckles, or locks, and how it behaves through the day. Pain in the front of the knee going down stairs suggests a
different pattern than pain along the inner joint line after twisting. Night pain that throbs at rest raises different
questions than pain only during impact.

The physical exam matters just as much. Range of motion, joint tenderness, warmth, swelling, crepitus, hip
strength, gait, and the way the kneecap tracks all provide clues. A person with severe arthritis on an X-ray can
have moderate symptoms, while someone with modest imaging changes may be struggling to walk around the
grocery store. Images help, but they do not replace the patient in front of you.



Most pain clinics review prior X-rays or order them if none exist. MRI may be useful in selected cases, especially
when there is suspicion for a meniscus tear, insufficiency fracture, ligament injury, or pain that does not fit a
straightforward arthritis picture. Ultrasound is also valuable in some clinics because it can show fluid, tendon
changes, bursitis, and guide precise injections.

This early evaluation serves a practical purpose. Knee pain treatment is most effective when it answers a specific
question: Are we calming inflammation, improving mechanics, numbing a nerve pathway, or buying time while
the joint is protected and strengthened?

The common knee problems treated without surgery
The bulk of nonsurgical care in a pain clinic centers on osteoarthritis, but that is far from the only diagnosis.
Patellofemoral pain is common in active adults and in people whose jobs involve frequent stair climbing or
squatting. Pes anserine bursitis can mimic joint pain along the inner knee. Iliotibial band irritation tends to show
up on the outer side, often in walkers and runners. Tendinopathy around the patellar tendon or quadriceps
tendon brings a different set of challenges, especially because these tissues dislike both overload and complete
rest.

Then there are mixed cases, which are extremely common in real practice. An older adult may have arthritis plus
weak hip stabilizers and a stiff ankle that changes loading at the knee. A middle-aged patient may have a
degenerative meniscus tear layered onto early arthritis. A person recovering from an old sports injury may have
persistent nerve sensitization long after the original tissue damage settled down. These are the patients who
often feel dismissed elsewhere because the answer is not obvious. A pain clinic is often most useful here, where
the job is to sort out overlapping pain sources and reduce the total burden.

Corticosteroid injections, useful when inflammation is driving the flare
Steroid injections are probably the best-known treatment for knee pain in a pain clinic, and they can be very
effective when used judiciously. They are not cartilage regrowth and they are not a permanent fix, but they can
calm a hot, swollen, inflamed knee surprisingly well. For someone who has had a sudden flare after overactivity,
or whose arthritis pain is amplified by obvious joint inflammation, a steroid injection can lower pain enough to
restore walking, sleep, and participation in physical therapy.

The timing and context matter. If a patient has a visibly swollen knee, warmth, and painful stiffness, a
corticosteroid injection often makes more sense than if the knee is mainly mechanically painful without much
inflammation. Relief may start in a few days, and the benefit can last weeks to a few months. There is variability.
Some patients get very little benefit, while others have a season of meaningful relief.

Experienced clinicians are usually careful about how often these injections are repeated. Frequent steroid
injections in the same joint are generally not a long-term strategy. In practice, they are often best viewed as one
tool among several, especially when the goal is to break a flare, help someone tolerate rehab, or get through an
important period of life without surgery.

Hyaluronic acid, sometimes helpful, especially for the right patient
Viscosupplementation, commonly called hyaluronic acid injection or gel injection, is designed to improve the
joint environment rather than simply suppress inflammation. The idea is to supplement the fluid properties inside
the knee, which can become less protective in osteoarthritis. Response rates are mixed, and that is worth saying
plainly. Some patients report almost no change. Others get several months of easier walking and less stiffness.



In my experience, the patients most likely to feel this treatment are often those with mild to moderate arthritis
rather than severe bone-on-bone disease. It can also be more appealing for someone who either cannot have
repeated steroid exposure or wants a treatment aimed at lubrication and shock absorption rather than anti-
inflammatory effect alone. Relief is usually less immediate than with steroid. It may take a few weeks to judge
whether it is working.

The criticism of hyaluronic acid is that it does not help everybody and insurance coverage can be inconsistent.
The defense is that for the right person, it can delay escalation and reduce daily pain enough to matter. This is
one of those treatments where honest expectation setting is essential. It is not a rescue treatment for every
painful knee, but neither is it useless.

Platelet-rich plasma and other regenerative approaches
Platelet-rich plasma, often shortened to PRP, gets a great deal of attention. Some of that attention is deserved,
some of it is marketing. PRP uses a concentration of the patient’s own platelets prepared from a blood sample
and injected into the affected area. The rationale is that platelet-derived growth factors may support healing or
reduce pain in certain conditions.

For knee osteoarthritis, the evidence is still evolving, but many clinicians have seen meaningful benefit in selected
patients, particularly those with earlier-stage arthritis or chronic tendon-related pain around the knee. PRP is not
a stem cell cure. It is also not standardized across every clinic, which means preparation methods vary, and that
can influence results. A good pain clinic should explain exactly what is being offered rather than speaking in
vague, futuristic terms.

The practical drawback is cost. PRP is often paid out of pocket. The practical advantage is that some patients who
have plateaued with therapy and want to avoid surgery are willing to try it if they understand the uncertainty. In
real-world use, it often fits best for the motivated patient who has realistic expectations and is prepared to
combine the injection with activity modification and strengthening, not use it as a substitute for both.

Genicular nerve blocks and radiofrequency ablation
Not every knee pain treatment has to target the joint directly. One of the more useful advances in pain medicine
for chronic knee pain is treatment aimed at the genicular nerves, the small sensory nerves that carry pain signals
from the knee. This is especially relevant for people with moderate to severe arthritis who are not surgical
candidates, are trying to postpone joint replacement, or still have pain after knee replacement.

The process usually starts with diagnostic genicular nerve blocks. A small amount of numbing medicine is placed
near specific nerve branches under imaging guidance. If the patient experiences meaningful temporary relief, that
suggests those nerves are good treatment targets. The next step may be radiofrequency ablation, which uses
heat generated by a specialized needle tip to disrupt pain signaling for a period of time.

This is not nerve destruction in the way patients sometimes imagine. The goal is controlled interruption of pain
transmission, and the nerves can regrow over time. Relief often lasts several months and sometimes longer. It will
not straighten a deformed joint, restore lost range of motion, or eliminate every mechanical symptom, but it can
significantly reduce pain with standing and walking. For an older adult who wants to remain mobile but cannot or
does not want to undergo surgery, this can be a very meaningful option.

One memorable example is a retired teacher with advanced knee arthritis who had stopped taking neighborhood
walks because the pain hit within one block. She had already tried steroid injections, bracing, and medication
adjustments. After successful diagnostic blocks and radiofrequency treatment, she was not hiking mountains, but



she was back to regular walks and shopping trips without needing to sit down every ten minutes. That level of
improvement often matters more than the pursuit of a perfect knee.

Ultrasound-guided aspiration and injection when swelling is part of
the problem
Some painful knees are tight, swollen, and full of fluid. In those cases, simply removing excess joint fluid can help
with pressure and motion, especially when paired with an appropriate injection. Ultrasound guidance makes this
process more precise. It can also help identify whether the problem is inside the joint, in a nearby bursa, or
around a tendon sheath.

Aspiration is not a cure by itself, because the fluid often returns if the underlying inflammation remains active.
Still, it can provide relief and, in some cases, give useful diagnostic information. Fluid may be sent for analysis if
there is concern for crystals, infection, or unusual inflammation. That is a reminder that a pain clinic is not just a
place where treatments are delivered. It is also a place where the cause of pain is continuously reevaluated.

Medications, more nuanced than many patients expect
By the time someone reaches a pain clinic, they have usually tried over-the-counter pain relievers. What they
often have not had is a tailored medication strategy. There is a difference between taking ibuprofen sporadically
and using a structured plan that accounts for stomach risk, kidney function, blood pressure, other medications,
and the pattern of pain.

Topical anti-inflammatory gels can be excellent for localized knee osteoarthritis, especially in older adults who
should minimize systemic NSAID exposure. Acetaminophen may help some, though its benefit is often modest.
Prescription anti-inflammatories may be useful in the right patient, but they are not benign. Duloxetine is worth
mentioning because it can help certain patients with chronic musculoskeletal pain, especially when pain has
become persistent and sensitized. Short courses of oral steroids are occasionally used, though far less commonly
than local injections because of their broader side effects.

Opioids are generally not the cornerstone of chronic knee pain management in modern practice, and for good
reason. They may dull pain temporarily, but they do not improve joint mechanics, reduce inflammation in a
durable way, or build function. Most skilled pain specialists reserve them carefully, if at all, for select situations
rather than defaulting to them.

Physical therapy still matters, even when people are tired of hearing
about it
It is easy for patients to feel frustrated when they are told, once again, to strengthen the muscles around the
knee. The advice can sound generic, especially if prior therapy was rushed or poorly matched to the problem.
Still, physical therapy remains one of the highest-value treatments for many forms of knee pain. The key is
getting the right therapy at the right time.

A knee with active inflammation may first need pain reduction before strengthening becomes tolerable. A person
with severe quadriceps weakness may need a low-load plan that begins with sit-to-stand mechanics, step control,
and hip strength. Someone with patellofemoral pain may improve more from movement retraining than from
aggressive knee-focused exercise alone. These distinctions matter.



The reason pain clinics often combine injections with rehabilitation is simple. If an injection decreases pain by 40
or 50 percent, that window can be used to rebuild strength, restore motion, and improve balance. Without that
follow-through, the benefit may fade and the person ends up back where they started. The injection is the
opening, not the full story.

Bracing, footwear, and load management
Sometimes the most useful changes are mechanical. An unloading brace can help some patients with arthritis
concentrated on one side of the knee. A simple compression sleeve does not change alignment much, but it may
improve confidence and reduce the sense of instability. Shoe choice can also affect symptoms more than people
realize, especially in those who spend long days standing on hard surfaces.

Weight management enters the conversation here, and it should be handled with respect rather than blame. Even
modest weight loss can reduce knee loading substantially with each step, but pain itself makes exercise difficult,
which is why treatment often has to start with pain control. Telling someone with severe knee pain to exercise
more without first making movement possible is not practical medicine.

There is also the issue of pacing. Some patients alternate between overdoing it on a good day and paying for it
for the next three. A more useful strategy is controlled consistency. Short, tolerable bouts of walking or cycling
done regularly often beat occasional heroic efforts.

When one treatment is enough, and when combination care works
better
The best outcomes rarely come from chasing every available intervention. They come from choosing the right
sequence. A straightforward flare of knee arthritis may respond beautifully to a single steroid injection plus home
exercise. A chronic, advanced case may need a brace, medication adjustment, nerve treatment, and targeted
therapy. A tendon problem may improve more with activity modification and structured loading than with any
injection.

A thoughtful pain clinic tends to follow a pattern like this:

1. Confirm the likely pain source through history, exam, and imaging when needed.

2. Start with the least invasive treatments that reasonably fit the diagnosis.

3. Use image-guided procedures when precision matters.

4. Reassess function, not just pain scores, after each step.

5. Escalate only when the simpler plan has not delivered enough benefit.

That sequence sounds obvious, but it is often what patients have been missing. Many arrive having received
treatments in a scattered order, without a clear diagnosis or a way to measure whether function truly improved.

Knowing when surgery is still the better option
Non-surgical treatment has real value, but it also has limits. A pain clinic should be candid about those limits. If
the knee is severely deformed, persistently unstable, locked by a displaced tear, or damaged to the point that
walking remains intolerable despite appropriate conservative care, surgery may become the more reasonable
path. The aim of non-operative treatment is not to avoid surgery at any cost. It is to reduce pain and improve
function using the least invasive effective option.



Sometimes the value of pain clinic care is that it helps a patient postpone surgery for a meaningful period.
Sometimes it helps a patient decide Pain clinic they are ready, because everything reasonable short of surgery
has been tried. Both outcomes can be appropriate. Good care is not measured by how often surgery is avoided. It
is measured by whether the patient gets to the right treatment at the right time.

Questions worth asking before agreeing to a procedure
Patients tend to feel more confident when they understand not just what is being offered, but why that choice fits
their particular knee. Before any treatment, a short set of questions can sharpen the discussion:

What do you believe is the main source of my knee pain?

What result should I realistically expect, and how long might it last?

What are the risks, side effects, and alternatives?

What should I do after the procedure to improve the odds of success?

If this does not work, what is the next reasonable option?

A clinician who can answer these clearly is usually thinking in a structured, patient-specific way.

What patients often notice first when treatment is working
Pain relief is not always the earliest or most important sign of progress. Sometimes the first win is sleeping
through the night. Sometimes it is walking through a store without leaning on the cart. Sometimes it is getting
off the toilet or climbing stairs with less hesitation. These function-based markers often tell you more than a
single number on a pain scale.

This matters because many non-surgical treatments for knee Get more info pain are incremental. A patient may
still feel discomfort, but if the knee swells less, bends more easily, and allows normal errands again, that is
meaningful progress. Waiting for zero pain can lead people to overlook substantial improvement.

The bigger picture
Knee pain without surgery is not a single treatment category. It is a strategy. In a good pain clinic, that strategy is
individualized, realistic, and grounded in the mechanics of the joint as well as the biology of pain. For some
people, the right injection changes the course of a bad flare. For others, nerve procedures create breathing room
when arthritis has become relentless. For many, the best results come from blending procedural care with
rehabilitation, pacing, medication review, and mechanical support.

The goal is not just to quiet the knee for a week. It is to help people move with less pain, greater confidence, and
more control over daily life. That is often possible without surgery, especially when treatment is selected with
care rather than by habit.

Denver Pain Management Clinic
455 Sherman St #450, Denver, CO 80203
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https://maps.app.goo.gl/ePxQAjVfuvYUyt9W8


(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.


