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Abstract  
Background/Objective: Non-steroidal anti-inflamma -
tory drugs (NSAIDs) are common medications that are 
used in a variety of healthcare settings. We aim to 
analyze the utility of NSAIDs in treating different painful 
conditions when compared to other alternative 
medications, their effectiveness between different 
dosing and routes, as well as the potential side effects 
of NSAIDs. The goal of this review is to guide urgent 
care providers in using these medications more 
effectively. 
 
Methods: We searched the MEDLINE database and 
developed a search term strategy using medical subject 
headings (MeSH) to capture NSAID-related studies in 
urgent care or emergency settings. Based on the initial 

full-text review, chief complaints were simplified into 
the following categories: trauma/extremity injury; 
headaches; nontraumatic back pain; abdominal pain 
(excluding renal colic); renal colic; and pediatric pain. 
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Results: Sixty-seven studies were included in our 
narrative review. For traumatic pain, when compared 
to opioids, NSAIDs are as effective as opioids with less 
dependence. In comparison with acetaminophen, most 
studies showed comparable results in pain reduction, 
and only 1 observational study showed a lower analgesic 
effect with NSAIDs. In patients with headaches, NSAIDs 
and antiemetics combined lead to a higher discharge 
rate and more significant pain relief; however, in a 
randomized controlled trial (RCT) in children, 
antiemetics alone have similar results as combined 
therapy. For renal colic, 2 RCT trials revealed that 
NSAIDs have a higher analgesic effect than intravenous 
(IV) opioids or acetaminophen. Moreover, intramus -
cular (IM) diclofenac was found to be superior to its 
oral form at 5 minutes post-administration, and there 
are 5 RCTs showing no more pain relief benefits of 
ketorolac after doses higher than 10mg. NSAIDs are 
also associated with a higher risk of failure of colorectal 
anastomosis, non-variceal gastrointestinal (GI) 
hemorrhage, and gastroduodenal ulcers. 
 
Conclusion: NSAIDs are safe, effective analgesic options 
that can be considered alongside acetaminophen for 
most acute painful conditions. Compared to opioids, 
NSAIDs have fewer side effects with comparable pain 
reduction. Single-use and short-term NSAID use is 
generally safe for patients ranging from geriatric to 
children over 6 months old; however, side effects of 
bleeding, surgical anastomotic failure, and anaphylaxis 
should be considered. 
 
Introduction 

N
onsteroidal anti-inflammatory drugs (NSAIDs) are 
commonly administered and prescribed pain medi -
cations in urgent and emergent settings for 

numerous conditions and populations.1 They can be 
safe, efficacious, and opioid-sparing medications in 
children and adults, and ibuprofen is the single most 
prescribed medication for pain and inflammation in 
both groups.2 Typical indications for these medications 
include migraines, renal colic pain, traumatic and non-
traumatic musculoskeletal pain, and acute low back 
pain.3 In addition to oral medications like ibuprofen, 
NSAIDs have proven efficacy in intravenous (IV), 
intramuscular (IM), intranasal, and topical admini -
stration. Despite their utility, NSAIDs can lead to adverse 
drug reactions and have been implicated in increased 
bleeding, cardiovascular events, and renal injury.5,6 
However, these risks need to be balanced with the risks 
of alternative medications. For example, opioids can 

cause various central nervous system (CNS) side effects 
ranging from euphoria to dizziness to cognitive issues, 
as well as dependence, and opioid prescribing is a 
contributor to the ongoing opioid epidemic in the 
United States.7 

Given these medications’ utility and potential side 
effects, urgent care (UC) clinicians must understand 
the benefits, risks, and potential misconceptions about 
NSAID administration and prescription. These 
medications are a mainstay in many healthcare settings 
for mild to moderate pain and a valuable tool for any 
UC specialist to alleviate patient discomfort during 
evaluation.1,7 Despite this, there is a paucity of reviews 
that are explicitly focused on ambulatory settings, and 
no studies specifically address the unique setting of UC 
centers. We aim to characterize the specific evidence-
based indications, analyze previous studies on NSAID 
dosing and route, and compare side effects between 
these medications and other classes. 

We completed a narrative review of MEDLINE using 
specific search criteria to capture studies of NSAID use 
in urgent care or emergency departments, indications, 
and side effects. Overall, we hypothesized numerous 
uses for these medications. At the same time, there may 
be misconceptions about the safety and efficacy of 
NSAIDs compared to acetaminophen, opioids, and 
other pain medications. This narrative review will help 
guide urgent care providers in using NSAIDs regularly 
and effectively to treat their patients’ pain. 

 
Methods 
We queried the MEDLINE database on January 24, 2023, 
to capture studies in this database within the past 10 
years. We developed a search strategy using medical 
subject headings (MeSH) terms to capture urgent care 
and emergency department studies of NSAID use by 
including related terms to these care settings and each 
common NSAID. Duplicate studies were removed, and 
titles and abstracts were screened using the Rayyan 
screening application according to specific inclusion 
and exclusion criteria.8 Types of studies included were 
randomized controlled trials (RCTs), cohort studies, and 
systematic reviews with included meta-analyses (SRMA). 
We considered all studies that compared NSAIDs to 
other pain medications, assessed the safety of these 
medications, and compared doses and routes of NSAIDs. 
Two investigators screened all full-text articles. 

Investigators extracted individual study details, 
including design, setting, primary and secondary 
outcomes, and the painful complaint. Based on the initial 
full-text review, the following categories of chief complaint 
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were created to simplify interpretation: trauma/extremity 
injury; headaches; nontraumatic back pain; abdominal 
pain (excluding renal colic); and renal colic; and pediatric 
pain. Data was extracted by one investigator (AH) and 
verified by a second investigator (CB).  
 
Results 
The literature search and abstract screening identified 
375 potential studies, and 97 articles were included in 
full-text screening (Figure 1). Of these, 67 studies were 
eligible for inclusion in our narrative review. These 
studies compared the efficacy and safety of NSAIDs and 
other pain medications, explored specific indications 
for NSAIDs, and considered side effects and contra -
indications of NSAIDs. 
 
I. Indications and comparative studies of NSAIDs with 
other medications 
a. Traumatic injury 
NSAIDs perform very similarly to opioids and aceta -
mino phen for traumatic pain with fewer side effects 
than opioids. 

One RCT of 411 ED patients with acute extremity 
pain averaging 8.7 on numeric rating score (NRS) 
showed no statistical difference in pain reduction at 2 
hours between ibuprofen vs 3 different opioid 
medications combined with acetaminophen (P = 0.53), 
while a SRMA of 6,128 ED patients with musculoskeletal 
(MSK) pain also showed no difference in pain reduction 

with opioids compared to NSAIDs.9,10 Another large 
RCT (n = 948) of ED patients presenting after motor 
vehicle collision showed no difference between opioids 
and NSAIDs in moderate to severe MSK pain at 6 weeks 
(absolute risk reduction [ARR] = 7.2%; 95% confidence 
interval [CI]: -5.2, 19.5%), while patients prescribed 
opioids were more likely to have continued to use of 
these medications (ARR = 17.5%; 95% CI: 5.8, 29.3%).11 
Moreover, in 1 cross-sectional study of 104 ED patients 
aged 65 and older who were undergoing initiation of 
analgesic treatment for acute MSK pain, those taking 
opioids were more likely to have had moderate or severe 
side effects than those taking only non-opioids (62%, 
95% CI = 48% to 74% vs 4%, 95% CI = 1% to 20%) and 
were also more likely to have discontinued treatment 
due to side effects like fatigue, nausea and constipation 
(16%, 95% CI = 8% to 29% vs. 0%, 95% CI = 0% to 
13%).12 An observational study comparing ibuprofen 
and oxycodone in 329 children with isolated fractures 
found no difference in the mean reduction in pain 
score (Faces Pain Score-Revised score) on days 1, 2, and 
3.13 Lastly, a network meta-analysis of 18 RCTs 
consisting of 2,656 patients with traumatic MSK pain 
found that, while no medication class showed a superior 
analgesic effect than opioids at the 60-minute time 
point, NSAIDs were the medication class with the 
highest score for overall effectiveness.14  

Conversely, an observational study of 200 patients 
showed a higher analgesic effect of paracetamol/codeine 
than ketorolac for fractures and MSK pain (p = 0.044) 
and a significantly higher effect 2 hours after 
administration (p = 0.029).15 Another RCT comparing 
800 mg ibuprofen to 1g acetaminophen for acute MSK 
pain found no difference in visual analog scores (VAS) 
at 1 hour between these treatments (P = 0.59).16 In a 
similar RCT study (n = 60) comparing oral diclofenac 
potassium (50 mg) and intravenous acetaminophen (1 
g in 500 ml normal saline over 20 minutes), VAS scores 
between the 2 were assessed and found to have no 
change (p = 0.11).17 Two more RCT studies (n = 200) 
each compared 50 mg of IV dexketoprofen to 1 g of IV 
acetaminophen/paracetamol and found no difference 
in the VAS score reduction (p = 0.613) for traumatic 
MSK pain but did show a difference/increased efficacy 
for dexketoprofen for non-traumatic MSK pain (p = 
0.001).18,19 

Other modes of administration for NSAID use were 
also assessed in 2 studies using topical ketoprofen vs 
placebo for acute ankle sprains.20,21 In both double-
blinded RCTs for adults (n = 200) and children (n = 60), 
VAS pain score reductions were noted to be greater in 
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Figure 1. Flow Diagram Of Search Strategy For Urgent 
And Emergent NSAID Studies Using PRISMA Protocol
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the topical ketoprofen group vs placebo (16 [9-22], 21 
[15-27], 20 [13-28] and 35 [29-41]).20,21 However, a 
double-blinded study of topical piroxicam vs capsaicin 
for traumatic pain in the ED showed that the clinical 
effect of capsaicin was significantly higher (p < 0.01).22 

Sublingual use of ketorolac (0.5 mg/kg) vs tramadol 
(2 mg/kg) was also evaluated in an RCT (n = 131) of 
pediatric patients with moderate to severe post-
traumatic bone pain and found no difference between 
the two in primary pain reduction at 6 different time 
intervals up to 120 minutes post-administration.23 
Lastly, in an observation study with 824 patients using 
intranasal NSAIDs vs opioids vs a combination of both, 
intranasal NSAIDs were found to have a significant 
change in the maximum pain scores day to day (p < 
0.05) with decreased rates of adverse events ( p < 0.001) 
despite nasal irritation being more common (odds ratio 
[OR] =3.51, P < 0.0001) and higher satisfaction scores 
(3.93 vs 2.8).24  

 
b. Headaches  
Primary headaches represent a heterogeneous group of 
disorders. NSAIDs in combination with antiemetics are 
commonly used to treat migraine headaches. An 
observational study of 847 cases indicated NSAIDs are 
the most frequently used class of medications for 
headaches (81%) compared to antiemetics (43.1%).25 
Two studies indicated that combination therapy of 
NSAIDs with antiemetics led to higher discharge rates 
than independent administration of each (p < 0.05) 
and more significant pain relief at 30 minutes (p = 
0.025).26,27 However, one RCT of children presenting 
with headache (n = 53) indicated no difference between 
metoclopramide alone vs metoclopramide with 
ketorolac.28 One additional study found dexketoprofen 
superior to placebo, and a study of 2 tertiary EDs 
suggested both dopamine antagonists and NSAIDs 
decreased the need for rescue medications compared 
to other medications.29,30   

An RCT evaluating IV sodium valproate vs IV 
ibuprofen showed increased pain relief in the sodium 
valproate group (p < 0.001). A SRMA of 32 trials (n = 
321) showed no difference between ketorolac vs 
meperidine and a phenothiazine agent, but improved 
pain reduction compared to intranasal sumatriptan.31 
Two studies showed no difference in pain outcomes 
between metoclopramide and ketorolac but indicated 
more rescue medications were needed for ketorolac.32 
 
c. Atraumatic back pain 
Overall, the studies reviewed suggest that NSAIDs 

perform similarly to opioids for back pain, but with 
fewer side effects. In an RCT (n = 137) studying the 
efficacy and safety profile of IV single-dose paracetamol 
vs dexketoprofen vs morphine in the treatment of lower 
back pain, there was no significant difference found 
between all 3 interventions in pain reduction via VAS 
score.33 There was, however, a higher rate in adverse 
events in the morphine group.  
 
d. Abdominal pain 
Abdominal pain can be caused by a large variety of 
benign and serious conditions. For non-dyspepsia type 
abdominal pain, NSAIDs have shown efficacy in several 
specific and non-specific types of abdominal pain. One 
systematic review of 12 RCTs (n = 669) found no 
difference between opioids and NSAIDs in efficacious 
acute pancreatitis treatment and no significant 
difference in adverse events.34 Another prospective study 
of patients with abdominal pain related to pancreatitis 
showed no difference between acetaminophen, 
dexketoprofen, and tramadol in pain relief.35 A 
retrospective cohort study (n = 11,688) found that 
ketorolac decreased the need for opioids for non-specific 
abdominal pain compared to haloperidol. Importantly, 
as NSAIDs are known to produce dyspepsia and upper 
GI discomfort, this group was not included in this 
study.36  

 
e. Renal colic  
The studies included demonstrated that NSAIDs are 
more effective than opioids and acetaminophen for 
renal colic. Five studies assessed the effectiveness of 
NSAIDs in controlling pain from renal colic. One RCT 
found that IM diclofenac was equivalent to sterile water 
injection, while another found that lidocaine nerve 
block had improved VAS.9,37 Conversely, another RCT 
found IM diclofenac was more effective in achieving 
>50% reduction in pain from severe renal colic than IV 
morphine or IV acetaminophen.38 A similar RCT found 
that IV dexketoprofen was superior at 30 minutes to IV 
fentanyl or paracetamol in VAS improvement.39 Finally, 
a retrospective review indicated NSAIDs and smooth 
muscle relaxants (ie, alpha-blockers) were the most 
commonly used medications for renal colic.40 

 
f. Other indications  
One double-blinded study showed no difference between 
ibuprofen, acetaminophen, or a combination of these 
medications in acute pediatric pain relief at 60 minutes.41 
Another study of pediatric and adult patients with viral 
respiratory infections showed a greater benefit of NSAIDs 
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in the outpatient management of fever and sore throat.42 
A randomized equivalence trial showed no difference in 
pain outcomes or significant adverse events in 
indomethacin vs prednisolone in gout treatment.43 
Another RCT (n = 200) showed no difference in fever 
reduction or rescue therapy with ibuprofen vs 
paracetamol.44 Finally, retrospective reviews of sickle cell 
pain management in the ED showed increased 
hospitalization with opioids alone vs opioids in 
combination with NSAIDs (p = 0.0085). Another study 
indicated more return visits with NSAIDs alone, but no 
change in opioid prescriptions or read missions.45,46 

 
II. Dosing and route of administration of NSAIDs 
Topical and intramuscular administration of NSAIDs 
can both be effective, but intramuscular specifically has 
relatively high rates of local adverse effects. There were 
5 studies related to IM injections of NSAIDs in the ED. 
IM diclofenac was superior to oral diclofenac in 
achieving 50% reduction in pain at 30 minutes post-
administration (absolute risk difference 12.7%).47 Three 
RCTs compared doses of ketorolac and demonstrated 
no significant difference in pain relief between 10mg 
and higher doses (eg, 15mg, 30mg), while higher doses 
were associated with more burning at the injection 
site.48–50 One study of 118 patients found an 8.5% 
incidence of scars, ulcers, and abscesses at the injection 
site from IM diclofenac.51 

Two studies indicated the effectiveness of topical 
ketoprofen for acute ankle sprains and low back pain 
in the ED.20,52 In an observational study (n = 28), 
intranasal ketorolac showed good pain relief, with 32% 
achieving relief within a median time of 5 minutes.53 
Finally, a single-blinded RCT (n = 99) compared 
scheduled ibuprofen to as-needed dosing and found no 
difference in pain scores or disability between the groups 
but slightly higher adverse events in the scheduled 
group after 4 days of use.54  
 
III. Side effects and contraindications to NSAIDs  
a. Post-surgical complications  
A case-control study (n=1,503) indicated a reduction in 
post-operative adverse events with using NSAIDs 
perioperatively after GI surgery.55 However, 2 additional 
studies suggest a higher risk of anastomotic failure in 
colorectal anastomosis with NSAID use and higher odds 
of reintervention, ED visits, and readmission within 30 
days with GI surgery.56,57 

 
b. Gastrointestinal hemorrhage  
A cohort study of patients with hemorrhage (n = 517) 

found that 70.2% of gastrointestinal bleeds were non-
variceal and that NSAID use and anticoagulant use were 
the only independent risk factors for non-variceal bleeds 
(OR 0.32, 95% CI: 0.13 – 0.83).58 A prospective 
observational study (n = 67) showed that NSAID use 
was associated with 31.3% of gastroduodenal ulcers.59 
A retrospective study suggested coxib drugs (COX-2 
inhibitors) have a lower risk of upper gastrointestinal 
GI bleeding than other NSAIDs.60 

 
c. Comparison of acetaminophen and ibuprofen side  
effects in pediatric patients  
A systematic review indicated equal safety and 
tolerability of ibuprofen and paracetamol in children, 
with ibuprofen showing greater efficacy in treating fever 
and discomfort.2 Another study of 347 patients found 
ibuprofen has a lower risk of wheezing as a complication 
compared with acetaminophen.61 Finally, a retrospective 
observational study (n = 74,387) found more reported 
toxic exposure to ibuprofen than acetaminophen 
among children under 6 years.62 However, aceta -
minophen overdose unsurprisingly had higher odds of 
serious, adverse medical outcomes.62 

 
d. Other side effects  
One retrospective cohort study (n = 480) suggested 
there are no increased adverse events (kidney injury, 
bleeding, transfusion, death) in geriatric patients treated 
with IV ketorolac.63 A small, retrospective study (n = 
117) of cases of drug-induced anaphylaxis suggested 
that NSAIDs were the most frequent cause.64 Finally, a 
retrospective study of low-birth-weight neonates 
receiving prophylactic indomethacin suggested a longer 
cumulative number of days of mechanical ventilation, 
supplemental oxygen, and continuous positive airway 
pressure.65 

 
Discussion 
Our study summarizes the pertinent literature on NSAID 
use in emergency departments and ambulatory settings 
for acutely painful conditions, which may guide use in 
UC settings. Many misconceptions remain about the 
efficacy and safety of NSAIDs compared to other pain 
medications. Through a systematic process to create a 
narrative review, our study has explored the efficacy 
and side effects related to common indications for 
NSAIDs in urgent or emergent settings. We also 
examined the route and dosing of these medications to 
mitigate further risks and improve our understanding 
of how to dose NSAIDs properly. 

The majority of the studies found in this narrative 
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review related to the effectiveness and indications for 
NSAIDs when compared with other pain medications. 
Common uses of these medications included traumatic 
pain, headache, back pain, abdominal pain, fever, and 
pediatric pain.  

Numerous studies compared NSAIDs with opioids 
for traumatic and musculoskeletal pain, with multiple 
RCTs and systematic reviews showing no difference in 
pain relief between these medications acutely but more 
side effects and continued use with opioids.9–11 
Conversely, 1 study showed increased efficacy of 
opioid/acetaminophen combination compared with 
ketorolac in fracture pain, and 2 other studies suggested 
acetaminophen is equally effective while topical 
capsaicin may be more effective.15,16,22 Overall, given 
efficacy and side effect profiles, NSAIDs appear 
preferable over opioid medications, and alternatives 
such as capsaicin and acetaminophen can also be 
considered to achieve multimodal analgesia. 

Headache was a common indication for NSAID use, 
and NSAIDs appear to be extremely effective, especially 
in combination with dopamine antagonist antiemetic 
medications (eg, metoclopramide).25–27 This review 
supports NSAID use as first-line for headaches and 
shows the benefit of these medications compared to 
non-dopamine antagonists or intravenous fluids. 

In atraumatic back pain, a single study showed no 
difference in pain reduction between acetaminophen, 
ibuprofen, and morphine with more side effects in the 
morphine group.33 Given recent RCT data that opioid 
use in atraumatic low back pain is detrimental to 
medium-term patient outcomes (OPAL study), NSAIDs 
are an appropriate choice for first-line treatment in the 
acute phase of these symptoms, and opioids should be 
avoided in the routine management of these cases.66 
Conversely, a recent Cochrane review indicated there 
was an improvement in outcomes for patients using 
NSAIDs for low back pain, but that the magnitude of 
this improvement was small. 67 Results in renal colic 
generally favored NSAIDs with 2 other studies 
demonstrating the superiority of parenteral NSAIDs 
compared to acetaminophen and opioids.9,37–39  

Various other indications were reviewed. NSAIDs were 
found to have benefits in addition to opioids for sickle cell 
disease, found equivalent to acetaminophen in pediatric 
pain, fever, and sore throat, and found equivalent to 
prednisolone for gout treatment.41–46 These results support 
the critical role of inclusion of some formulation of an 
NSAID in the multimodal treatment of nearly all forms 
of pain. In many cases, these results suggest that an NSAID 
agent should even be the first line.  

This study also reviewed the route and dosing of 
administering NSAIDs in ED settings. Several studies of 
ketorolac suggest there is no added analgesic benefit in 
doses >10 mg.48–50 Importantly, given the frequency with 
which this medication is used in UC, it’s worth noting 
that IM ketorolac was associated with a local, often 
delayed, complication in nearly 10% of patients.51 Despite 
this, IM diclofenac was somewhat more rapid at 
achieving a 50% reduction in pain over oral 
administration.47 Overall, weight-based or pain severity-
based dosing of ketorolac is not supported by the 
evidence in this review, and the side effects of IM 
injection should be considered when choosing an NSAID. 
However, IM NSAIDs did show improved pain reduction 
when compared to oral medications in 1 study,47 and 
likely still have a role for especially severe pain. 

Other routes of administration reviewed included 
topical and intranasal NSAIDs. Topical ketoprofen was 
found to be effective in ankle sprains and lower back 
pain, while intranasal ketorolac showed more rapid and 
effective pain relief. 20,52,53 These results highlight the 
viability of topical and intranasal administration of 
NSAIDs which may be preferable in patients who 
cannot tolerate oral administration and lack intravenous 
access. One study looked at the efficacy of scheduled 
NSAID use compared to as-needed for pediatric ankle 
sprains and found no significant difference in pain 
reduction while having a higher rate of reported adverse 
effects.54 This suggests that the necessity of scheduled 
dosing should be weighed before recommending this 
to patients at UC center discharge given the increased 
risk of adverse effects over pro re nata dosing.  

Another aspect of NSAID use studied was the 
common side effects and contraindications of NSAIDs. 
These medications are commonly avoided 
perioperatively out of concern for effects on healing, 
and 2 studies supported this practice suggesting an 
increased rate of colocolonic/colorectal anastomoses 
failure and a slightly increased rate of postoperative 
complications.56,57 However, these effects appear 
marginal, and 1 case-control study found that the early 
use of high-dose NSAIDs was associated with a reduction 
in overall postoperative adverse events after GI surgery.55 
Another study indicated ibuprofen use in post-
tonsillectomy leads to fewer ED visits without increasing 
the risk of hemorrhage.68 Overall, NSAIDs seem to have 
some effect on postsurgical complications, but that may 
be limited to GI surgeries and still can be considered as 
peri-operative pain control. 

GI bleeding is another feared complication of NSAID 
use. This review indicates this caution is warranted as 
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NSAIDs were one of the only independent risk factors 
for non-variceal upper GI bleeds and were associated 
with 31.3% of all gastroduodenal ulcers.58,59 COX-2 
inhibitors such as celecoxib were found to have a lower 
association with upper GI bleeds.60 These studies 
indicate bleeding risk should be assessed before 
administration of NSAIDs and should be carefully 
considered in the UC setting before suggesting NSAIDs 
for pain control at home.   

Acetaminophen and ibuprofen are 2 commonly used 
non-opioid pain medications and are also used as 
antipyretics in pediatric populations.  

Our review found multiple studies assessing 
differences in efficacy and safety in children. Ibuprofen 
was found to be equally safe to acetaminophen in 
children, more effective, and conferred a lower risk of 
breathing difficulties in another study.2,61 Another large, 
retrospective study indicated children with toxic 
exposure to ibuprofen had less chance of a serious 
medical outcome when compared to acetaminophen.62 
Our review suggests that ibuprofen should be considered 
first line in pediatric patients with pain or fever, and is 
safe in children over 6 months of age. 

Other implications of our review of NSAID toxicity 
are that ED use of NSAIDs did not increase adverse 
events in geriatric patients, but NSAIDs are a common 
cause of drug induced anaphylaxis.63,64 It is important 
to note that these studies focused on clinical 
administration of NSAIDs and that serious adverse 
events were rare. However, NSAIDs are implicated as 

causal for many adverse effects and even 
hospitalizations when taken by patients without a 
clinician’s supervision. This is a critical distinction as 
administration in the UC setting should be 
distinguished from what is safe for patients to continue 
at home.69 

This study has multiple limitations, including the 
narrowed inclusion of only studies conducted in 
emergent/urgent settings. There are many studies of 
indications and side effects of NSAIDs performed in 
other clinical environments that should be considered 
when deciding to use them in urgent care settings. In 
addition, a narrative review does not include an analysis 
of the evidence or meta-analysis, and the studies were 
quite heterogeneous in their outcomes.  

 
Conclusion 
NSAIDs appear to be a safe, effective option that should 
be considered alongside acetaminophen for most acute 
painful conditions in the UC setting. NSAIDs generally 
show equivalent or superior pain relief when compared 
to opioids with fewer side effects for most indications. 
NSAIDs show efficacy in headache, back pain, and renal 
colic treatment. The predominant side effects that 
should be considered for UC-based administration 
include GI hemorrhage and anaphylaxis. However, ED 
use of appropriate doses of NSAIDs for acute pain did 
not cause significant adverse renal outcomes in geriatric 
patients. Additionally, alternate routes of administration 
have also been shown to offer significant pain relief; 
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most notably topical and intranasal NSAIDs appear to 
be effective alternatives when IV or oral NSAIDs are 
not accessible or deemed to be safe. This review confirms 
the important role the NSAID class of medications can 
play in the acute management of pain in urgent care 
and emergency department settings. n 
 
Manuscript submitted September 9, 2023; accepted February 
15, 2024. 
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