What Your Patients Need to Know
About NSAIDs—A Case Study

Joan M.
Joan M. is a 62-year-old woman with
plantar fasciitis who was prescribed a
nonsteroidal anti-inflammatory drug (NSAID)
and advised to use orthotic shoe inserts.
At a follow-up visit, the patient reports that
she has been experiencing fairly regular
headaches, most likely associated with
seasonal allergies, and is taking an overthe-counter (OTC) NSAID almost daily
concurrent with her prescription NSAID.
Not an actual patient

Clinical Issues
• Concurrent use of >1 NSAID
• Inadvertent polypharmacy
• Use of higher dose of NSAID than prescribed

Case Commentary
Concomitant and typically inadvertent use of more than 1 NSAID at a time is a common practice among
patients in the United States. In a survey of a random sample of the US public, 38% of respondents admitted
to concurrent use of OTC and prescription NSAIDs.1 This polypharmacy may occur because patients do not
know what the term NSAID means or which products contain NSAIDs. They are also often unaware of the
potential adverse events (AEs) associated with these agents, which include potentially severe gastrointestinal
(GI), cardiovascular (CV), and renal toxicity.1,2

What Joan M. Should Know

Practical Considerations

Use of more than 1 NSAID concurrently is concerning
because it increases the risk for NSAID-associated
toxicities and may result in a preventable medication
overdose. Additionally, the concomitant use of multiple
NSAID products is outside of accepted standard of
care, which explicitly directs NSAID use at the lowest
effective dose for the shortest time required to achieve
the desired therapeutic effect.3-7

The risks of NSAID use can be minimized if they are
taken according to evidence-based guidelines—1
NSAID at a time at the lowest effective dose for the
shortest period of time medically required to achieve
the desired therapeutic effect.3-7

• Compared with use of 1 NSAID, concurrent use of:
– >1 NSAID approximately doubled the risk
for acute renal failure (ARF) 8
– 2 NSAIDs doubled odds of a GI bleed,
and ≥3 NSAIDs increased odds 12-fold9
In addition, taking more than 1 NSAID at a time
increases the NSAID dose, which increases the risk
for NSAID-associated GI, CV, and renal toxicity.
• C
 ompared with low-dose NSAID use, high-dose
NSAID use:
– Increased the risk of upper GI complications
by 70% to 230%,10*† and the risk of upper GI
bleeding by approximately 3- to 6-fold9*†
– Increased the risk of ARF by 50% to 240% 8,11*

However, the availability and use of OTC NSAID
products complicates patient compliance with
recommendations and impacts their appropriate
use. Therefore, patient education is critical when
prescribing NSAIDs—patients should be counseled to
use only 1 type of NSAID at a time and to take NSAIDs
exactly as indicated or prescribed to help to avoid
NSAID-associated AEs. It is also important to educate
patients about which medications, both prescription
and OTC, are in the NSAID class, and for health care
providers to ask about OTC NSAID use as a standard
part of every medication review to minimize risk and
maximize therapeutic benefit.
The Alliance for Rational Use of NSAIDs—a public
health coalition—aims to bridge the gap between
guidance and clinical practice, educating health care
professionals and the public at-large to ensure safe
and appropriate use of NSAIDs.

– Increased the risk of myocardial infarction (MI)
by 28% 12
• R
 isk of MI was increased 20% with NSAID use
longer than 1 month, and 35% with use longer
than 3 years12

Visit www.NSAIDAlliance.com to take an interactive survey about
NSAID risks and learn more about the Alliance for Rational Use of NSAIDs.
*Relative risk or odds ratio varied depending on the NSAID used.
†
NSAIDs used in these studies were not accompanied by gastroprotection.
References: 1. Wilcox CM, Cryer B, Triadafilopoulos G. Patterns of use and public perception of over-the-counter pain relievers: focus on nonsteroidal antiinflammatory drugs. J Rheumatol. 2005;32:2218-2224. 2. Lanas A, Garcia-Tell G, Armada B, Oteo-Alvaro A.
Prescription patterns and appropriateness of NSAID therapy according to gastrointestinal risk and cardiovascular history in patients with diagnoses of osteoarthritis. BMC Medicine. 2011;9:38. 3. US Food and Drug Administration Web site. Public Health Advisory:
FDA announces important changes and additional warnings for COX-2 selective and non-selective non-steroidal anti-inflammatory drugs (NSAIDs). http://www.fda.gov/Drugs/DrugSafety/PostmarketDrugSafetyInformationforPatientsandProviders/ucm150314.htm.
Accessed September 18, 2012. 4. European Medicines Agency. Public CHMP Assessment Report for Medicinal Products Containing Non-selective Non Steroidal Anti-inflammatory Drugs (NSAIDs). London, England:European Medicine Agency; November 7, 2006.
5. Anderson JL, Adams CD, Antman EM, et al. ACC/AHA 2007 Guidelines for the Management of Patients With Unstable Angina/Non–ST-Elevation Myocardial Infarction: a report of the American College of Cardiology/American Heart Association Task Force on Practice
Guidelines (Writing Committee to Revise the 2002 Guidelines for the Management of Patients With Unstable Angina/Non–ST-Elevation Myocardial Infarction) developed in collaboration with the American College of Emergency Physicians, the Society for Cardiovascular
Angiography and Interventions, and the Society of Thoracic Surgeons endorsed by the American Association of Cardiovascular and Pulmonary Rehabilitation and the Society for Academic Emergency Medicine. J Am Coll Cardiol. 2007;50:e1-e157. 6. Rostom A, Moayyedi
P, Hunt R; for the Canadian Association of Gastroenterology Consensus Group. Canadian consensus guidelines on long-term nonsteroidal anti-inflammatory drug therapy and the need for gastroprotection: benefits versus risks. Aliment Pharmacol Ther. 2009;29:481-496.
7. Zhang W, Moskowitz RW, Nuki G, et al. OARSI recommendations for the management of hip and knee osteoarthritis, Part II: OARSI evidence-based, expert consensus guidelines. Osteoarthritis Cartilage. 2008;16:137-162. 8. Schneider V, Lévesque LE, Zhang
B, Hutchinson T, Brophy JM. Association of selective and conventional nonsteroidal antiinflammatory drugs with acute renal failure: a population-based, nested case-control analysis. Am J Epidemiol. 2006;164:881-889. 9. Lewis SC, Langman MJS, Laporte J-R,
Matthews JNS, Rawlins MD, Wiholm B-E. Dose-response relationships between individual nonaspirin nonsteroidal anti-inflammatory drugs (NANSAIDs) and serious upper gastrointestinal bleeding: a meta-analysis based on individual patient data. Br J Clin Pharmacol.
2002;54:320-326. 10. Riera-Guardia N, Castellsague J, Calingaert B, et al. The SOS Project: nonsteroidal anti-inflammatory drugs and upper gastrointestinal complications. Meta-analysis of epidemiological studies. Presented at: 26th International Conference on
Pharmacoepidemiology & Therapeutic Risk Management; August 2010; Brighton, England. 11. Griffin MR, Yared A, Ray WA. Nonsteroidal anti-inflammatory drugs and acute renal failure in elderly persons. Am J Epidemiol. 2000;151:488-496. 12. Garcia Rodriguez LA,
Tacconelli S, Patrignani P. Role of dose potency in the prediction of risk of myocardial infarction associated with nonsteroidal anti-inflammatory drugs in the general population. J Am Coll Cardiol. 2008;52:1628-1636.

©2013. Western Pain Society. All rights reserved.

