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Vulnerable Patients’ Psychosocial Experiences
in a Group-Based, Integrative Pain Management Program

Elizabeth B. Bruns, MD, MS,1 Deanna Befus, PhD, RN,2 Barbara Wismer, MD, MPH,3,4

Kelly Knight, PhD,5 Shelley R. Adler, PhD,4,6 Kristina Leonoudakis-Watts, BS,3

Ariana Thompson-Lastad, PhD,6 and Maria T. Chao, DrPH, MPA6,7

Abstract

Objectives: To use a psychosocial framework to examine the pain experiences of low-income, ethnically
diverse patients before and after an Integrative Pain Management Program (IPMP).

Design and methods: IPMP is a 12-week, multimodal pain group incorporating mindfulness, acupuncture,
massage, education, movement, and health coaching. The authors conducted semistructured interviews at the
beginning, end, and 3 months following completion of IPMP. Interviews were digitally recorded and transcribed
and analyzed using inductive coding methods.

Setting: A primary care clinic in San Francisco, CA, serving low-income, ethnically diverse patients, many of
whom are marginally housed and living with disabilities.

Subjects: Forty-one patients with a diagnosis of chronic pain, currently receiving prescription opioids and
referred by their primary care provider, who participated in IPMP.

Results: Authors thematically analyzed 104 individual interviews with 41 IPMP participants, including 41
baseline, 35 three-month follow-up, and 28 six-month follow-up. Before IPMP, participants described a psy-
chologic ‘‘vicious cycle’’ of pain symptoms that worsened with movement and anxiety, while increasing their
sense of disempowerment and social isolation. Following IPMP, patients reported using new strategies to
manage pain, including lowering medication use, resulting in an emerging sense of psychologic resilience, and
more social connections.

Conclusions: IPMP offers an accessible model for addressing psychosocial aspects of chronic pain. Vul-
nerable patients engaged with integrative medicine groups and developed new perspectives and tools for
managing their pain; they emerged feeling hopeful and resilient. These results support the use of integrative
medicine groups for targeting psychosocial aspects of chronic pain within primary care.
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Introduction

Nearly half of all adults are estimated to suffer from
chronic pain, yet primary care clinics struggle to find

effective treatments.1 Conventional approaches treat pain
primarily through medications, an approach with well-
documented risks and limited benefit.2–4 Missing from this
approach is an attempt to address the complex emotional,
social, and structural costs of life with pain.5

The psychosocial lens offers clinicians a more complete
understanding of these costs, by clarifying the effects of
chronic pain and treatment. This model originates in Engel’s
‘‘biopsychosocial’’ model, in which all disease is under-
stood by considering a patient’s biologic, psychologic, and
social experiences.6 The psychosocial lens focuses on the
psychologic and social experience to augment the clinical
picture.

This model is particularly relevant for chronic pain, as
these patients show higher rates of psychologic distress,
including anxiety7 and depression,8 disorders that can re-
duce the analgesic effect of pharmacologic treatments.5 Pain
can negatively affect mental health through social factors
such as the inability to work and increased social isolation.5

Vulnerable populations, including elderly, low income, and
racial/ethnic minorities, have more severe pain, higher rates
of work and activity limitations, and limited access to pain
management services.9–11

A growing evidence base supports integrative treatments
such as acupuncture, massage, and mindfulness as effica-
cious approaches to pain management that address both
biologic and psychosocial aspects of pain.12–14 Research
suggests that both patients and providers prefer to have
complementary and integrative health (CIH) as options for
pain management.15–17

Group-based models offer one promising option for in-
creasing access to integrative pain care.18,19 CIH modalities,
including mindfulness and movement therapies, are often
provided in groups and are easily included in group-based
models of care. Research on providing CIH in groups shows
improvements in chronic disease management and health
promotion, especially for patients with complex condi-
tions.20,21 Group medical visits, which combine medical care,
peer support, and health education, have proven successful in
safety-net settings.22–26 Few studies have addressed how
group models incorporating CIH might improve chronic pain
treatment within a primary care setting, especially for low-
income, structurally disadvantaged populations.

Within the primary care clinics operated by the San
Francisco Department of Public Health (SFDPH), nearly
10% of patients before 2016 were prescribed long-term
opioids for chronic pain. SFDPH launched a 12-week pilot
Integrative Pain Management Program (IPMP) to expand
the nonpharmacologic options available in primary care.
The program was initiated at the Tom Waddell Urban
Health Clinic (TWUHC) in the Tenderloin, a clinic with a
disproportionately high number of patients with chronic
pain and long-term opioid use, in addition to high rates of
homelessness, chronic conditions, and substance use.

For this study, the authors examine the pain experience of
this high-risk population before and after participating in the
IPMP. Their goal is to examine the psychosocial experience
of pain and the potential role of integrative pain manage-

ment groups to expand and improve pain management in
primary care.

Methods

Study design

The authors conducted a mixed-methods, quasiexperi-
mental, nonrandomized study in which pre- and post-
intervention data were collected from program participants
and a comparison group.27,28 The development and content
of the intervention and quantitative patient-reported out-
comes have previously been described in detail.27,28 Here
the authors report findings based on qualitative data from a
subset of participants of the larger IPMP. The Institutional
Review Board at the University of California San Francisco
reviewed and approved all study procedures.

The intervention involved a 12-week program centered
on a weekly ‘‘Home Group,’’ a 2-h meeting focused on one
of four topics: physical movement, medication education,
mind/body connection (mindfulness/meditation), or self-
care techniques for pain management (e.g., nutrition, self-
massage, sleep).27 Home Groups were led by the program
coordinator, a health educator, and invited specialists based
on topic. In addition to the Home Groups, IPMP participants
could receive acupuncture, massage, health coaching, or
one-on-one appointments with a pharmacist at alternative
times throughout the week. After the 12-week program,
patients were invited to attend a weekly graduate group,
where they could continue to participate in a modified Home
Group. Program support included SFDPH funding for staff
and philanthropic grants; insurance was not billed.

Participants. Primary care patients at the TWUHC with
a diagnosis of chronic pain of 3 months or more and current
opioid prescription were eligible for IPMP participation.
Patients were referred by their primary care provider and
screened by the lead physician (B.W.) and program coor-
dinator (K.L.W.) to confirm eligibility and interest. Current
analysis includes 41 program participants (defined as attend-
ing at least one Home Group), who completed at least one
interview (see Table 1 for participant characteristics).
Average attendance was 7 groups; 9 attended 1–4 groups, 16
attended 5–8 groups, and 16 attended 9–12 groups.

Data collection

Data were collected at three time points: before starting
the program (baseline or BL), at the completion of the
program (3 months following initiation, or 3M), and 3
months following completion (6 months following initia-
tion, or 6M). Interviews were conducted in person at
TWUHC by study coordinators, digitally recorded, and then
transcribed verbatim. Participants received a $20 gift card
after completing each interview.

Baseline interviews explored patients’ experience with
pain, current approaches to pain treatment, and experience
with nonmedication options, using questions designed for
chronic noncancer pain research in safety-net primary
care.29 Three-month questions elicited participants’ positive
and negative experiences with IPMP treatments, including
reasons for and barriers to use; preferences for format (i.e.,
large group or one-on-one); changes since initiating IPMP in
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treatment, emotions, health behaviors, and communication
with providers; and impact on life with pain. Six-month
interviews combined baseline and 3-month questions. In-
terview guides are available on request.

Data analysis

A total of 104 interviews from 41 participants were re-
viewed and analyzed, including 41 BL, 35 3M, and 28 6M
interviews (26 participants completed all 3 interviews). Two
authors (E.B.B. and D.B.) selected 4 participants with
baseline and follow-up interviews, independently coded 11
transcripts (4 BL, 4 3M, and 3 6M), and then met to discuss

initial themes. Thematic analysis using an inductive ap-
proach was used to explore respondent viewpoints, experi-
ences, beliefs, and perceptions before and after IPMP.30

E.B.B. and D.B. refined their individual codes and devel-
oped a preliminary codebook.

E.B.B., D.B., and A.T.L. then applied these initial codes
to additional interviews, refining the coding structure and
adding codes as needed, discussing all newly introduced
codes and themes until reaching consensus. The resulting
codebook was presented to all authors, who compared codes
to themes within the text, discussed alternative explanations,
and vetted or refuted conclusions. Investigator bias was
minimized by including authors with no programmatic role
in IPMP (E.B.B., D.B., A.T.L., S.R.A., and K.K.), including
multiple reviewers to ensure consistency, and examining
these results alongside quantitative findings.28 Codes were
assigned using Dedoose, a software program for managing
and analyzing qualitative and mixed-methods data.

Results

Themes were classified into pre-IPMP and post-IPMP
findings. Participant demographics are available in Table 1,
which displays the high rate of disability, racial/ethnic and
gender diversity, poverty, and mental health comorbidity of
this population.

The authors identified two primary themes from baseline
interviews (Table 2): (1) the ‘‘vicious cycle’’ of pain
worsening due to movement, anxiety, and the limits of
medication; and (2) disempowerment and social isolation
following reduced activity and social interaction as a con-
sequence of pain.

They identified three primary themes from interviews
conducted after IPMP (Table 3): (1) managing pain with
movement and mindfulness; (2) increased resilience despite
ongoing pain; and (3) the therapeutic role of community
within IPMP. These findings were reported at completion of
IPMP and at 3-month follow-up.

Before IPMP

The vicious cycle of pain. Participants consistently de-
scribed a ‘‘vicious cycle’’ when explaining their pain ex-
perience during baseline interviews. (Illustrative quotes are
provided in Table 2.) Participants described discomfort from
too much, too little, or particular types of movement. Too
much activity or ‘‘overdoing it’’ initiated the ‘‘vicious cy-
cle’’ of pain, often leading to reduced activity and increased
discomfort. Others described a movement paradox, in which
pain would improve with activity at first and then later
worsen. This was particularly relevant for individuals with
multiple sites of pain, for whom improvement in one area
led to worsening in another. Anxiety also incited a ‘‘vicious
cycle,’’ with increased anxiety worsening pain. ‘‘Bad pain’’
could occur at any time, derailing plans and responsibilities,
and perpetuating anxiety; worsening anxiety would lead to
hyperfocusing on pain, which tended to increase the severity
and duration of an episode.

Strategies for disrupting this cycle concentrated on pain
medication. Most participants described complicated opioid
and other analgesic regimens with variable efficacy; while
some described relief with particular combinations of pain
medications, others reported the hopelessness of resistant

Table 1. Characteristics of Study

Participants (n = 41)

n (%)

Age, years, mean – standard deviation 56.0 – 7.9
Gender

Male 17 (42)
Female 21 (51)
Transgender, genderqueer 3 (7)

Race/ethnicitya

African American/black 8 (21)
Asian or Pacific Islander 1 (3)
Hispanic/Latino 6 (16)
White or Caucasian 14 (37)
Other or more than one race 9 (23)

Educational attainment
High school or less 19 (46)
Some college or more 22 (54)

Employment status
Employed 1 (2)
Unemployed 3 (7)
Retired 5 (12)
Disabled 31 (76)

Annual household income <$35,000 41 (100)
Relationship status

Single 23 (56)
Married or in a relationship 10 (24)
Divorce, separated, widowed 8 (20)

Housing status
Unstable or transitional housing 5 (12)
Renting a room 14 (34)
Renting an apartment or house 22 (54)

Type of painb

Musculoskeletal 37 (90)
Neuropathic 20 (49)
Other 7 (17)

Duration of pain,b months
3–12 1 (2)
>12 40 (98)

Substance useb

Yes—active or past use 28 (68)
No 13 (32)

Mental health condition (at least one)b 34 (83)
Depression 21 (51)
Anxiety 11 (27)
PTSD 15 (37)

aPercentages may total more than 100% because participants can
be included in >1 category.

bBased on data from primary care providers referring patients to
the program.

PTSD, Post Traumatic Stress Disorder.
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pain despite increasing dose. Participants described wanting
to ‘‘relax’’ and reduce the tension in their bodies as a way to
cope with the ‘‘vicious cycle,’’ while lacking knowledge on
techniques. Some had experience with integrative approaches
to chronic pain, such as massage, anti-inflammatory nutrition,
and yoga, but were unable to access these consistently for
financial reasons. Without accessible alternatives, many par-
ticipants felt dependent on pain medications.

Disempowerment and isolation. Participants frequently
discussed how pain thwarted full lives. Challenges included
basic activities such as bathing, dressing, transferring to and
from a bed, cleaning, preparing meals, shopping, or ob-
taining medications. Good days were those in which par-
ticipants felt able to perform these tasks, while a bad day
might be one in which a participant stayed in bed all day,
except to ‘‘throw meat between two pieces of bread’’ or
‘‘go to the toilet.’’

For other participants, good days were defined by the
ability to engage in meaningful activities or, ‘‘things I want
to do in life’’ rather than the ‘‘drudgery’’ of a bad day,
which one participant described as ‘‘just one foot in front of
the other.’’ Meaningful activities spanned from the simple to
complex, from walking a couple of blocks to traveling
cross-country to visit family.

As pain limited physical function and participation in
meaningful activities, participants described feeling isolated
from friends, family, and community. Said one participant,
‘‘my husband really does not understand. I mean he sees me
in pain but he doesn’t know how to deal with it himself.’’
Participants described feeling antisocial in times of pain,
unable to joke around or ‘‘be optimistic,’’ which felt like a
change from prior social identities and interactions. One
participant could no longer play with her grandchildren due
to her pain and had started turning down invitations to see
her family as a coping strategy. The loss of this time to-
gether was central to her sense of disability. Some partici-
pants had become so accustomed to isolation and
misunderstanding that they feared groups, and voiced these
hesitations before attending IPMP.

After IPMP

Managing pain with movement and mindfulness. Follow-
ing IPMP, participants described strategies for managing the
‘‘vicious cycle’’ of pain beyond analgesic medications (see
Table 3 for participant quotes). These strategies included
tools and treatments that were part of IPMP such as
movement therapies, mindfulness, acupuncture, and mas-
sage. Several participants reported that after participating in

Table 2. Qualitative Themes and Illustrative Quotes from Patient Interviews Before

Participating in the Integrative Pain Management Program

Primary theme 1: the vicious cycle of pain
‘‘Overdoing It’’ A good day, I do my exercises that’s a good day, but bad after I get through because

I start hurting.. I don’t know if I overdo it or what. [65-year-old female]
The movement paradox I can’t stand up for very long, I have to lay down most of the time.. I can only lay

on my back for so long, then I turn on one side and [I can only do that] for a little
while. I mean it’s intense. [59-year-old female]

Anxiety, depression, and sense
of helplessness

There’s a lot of depression, a lot of anxiety and.I get really sort of vicious circle
because the more depressed I’ve gotten even with meditations it’s like, c’mon
you’re just sitting there what’s the deal? [54-year-old male]

Reliance on pain medications [My goals are to] slow down on the pain medication and eventually stop the pain
medication because it interferes with my ability to remember and it interferes with
my ability to move forward. [52-year-old female]

Interest in nonpharmacologic
strategies

[What would help me manage my pain is] Regular body work. Massage,
acupuncture. Chiropractic. Being able to afford, you know, good organic fruits and
vegetables, and protein..Meditation. My aquatherapy. Being able to do yoga, and
Tai chi in water. [39-year-old female]

Primary theme 2: disempowerment
and isolation
Limits to functionality A good day looks like getting up and getting myself dressed by myself and being

able to take my walker and go out and go wherever I need to go and do whatever I
need to do and come home and eat and watch a little TV and go to bed. A bad
day, I can barely get out of bed. not being able to stand up very good, can’t get
myself dressed, can’t get my shoes and socks on, can’t use my walker, have to use
my electric wheelchair, and forget everything I was supposed to get, where I went,
or forget some places that I was supposed to go, and coming home and being
completely exhausted where I don’t even eat and fall asleep in my wheelchair.
[52-year-old female]

Loss of meaningful activities
and relationships

I’m not even asking for the pain to totally go away, I’m asking for it to get to a point
where I feel once again active in all parts of my life especially in particular writing
and being out in the country, in the mountains, in the wilderness areas, that’s been
like a huge part of my life and it’s been taken away. [54-year-old male]

Stigma of disability Yeah because the post-traumatic stress. It’s not good to be cooped up you know, the
depression and everything. The pain, that causes depression all by itself. Just by
the way you look, walk around, you’re disabled, people gawk at you. I mean it’s a
whole lot of stuff. You don’t feel right, you don’t look right. [59-year-old female]
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IPMP, they did not experience changes in their pain.
However, most mentioned movement and mindfulness
practices as beneficial for mitigating ongoing pain, and
preventing pain from worsening.

On movement practices, particpants described engaging
in daily stretches and more extensive exercise routines, in-
creasing range of motion and engaging new muscle groups.
Participants felt the exercises offered in IPMP were acces-
sible and appropriate for their levels of health and disability,
which made continued adherence possible. Finally, partici-
pants began to recognize ‘‘too much’’ movement, and types
of exertion that could worsen pain.

Mindfulness practices were described as an integral method
for weathering vicious cycles, primarily by allowing participants
to ‘‘get through’’ an episode through relaxation or disengage-
ment. The majority of participants described the importance of
‘‘grounding’’ and focusing on something other than the pain
during acute exacerbations, and felt that this helped the pain
pass. Some participants felt mindfulness techniques helped re-
duce their medication requirements and described pausing be-
fore taking medication, and ‘‘getting through’’ the pain without
additional, breakthrough doses. These participants described
decreasing not only their analgesics but also medications to
manage side effects, such as stool softeners.

Table 3. Qualitative Themes and Illustrative Quotes from Patient Interviews Following

Participation in the Integrative Pain Management Program

Primary theme 1: managing pain with movement and mindfulness
Movement strategies Well I know that if I consistently lay in bed when I’m in pain, that the pain gets

worse. So these exercises—just even if it’s two minutes—whenever you can
remind yourself to do it, the little bit that you do, just any kind of movement will
really, really just.you’ll benefit by it. [59-year-old female]

Mindfulness strategies It just took you out of your own mind and made you think about other things where
you weren’t.you know thinking about pain, pain, pain. Taught you how to do
that for yourself, like at home. [59-year-old female]

On reducing medication use It makes you take time in your brain to take a moment when you’re getting all that
pain. Don’t just go popping pills kind of just step back and look at what I have
learned in the program. But, that’s how it goes. It kind of just makes you think,
before you go and take that pill sometimes. [60-year-old female]

Primary theme 2: supporting resilience
Emerging sense of

well-being and hope
I’ve noticed that, when I come out of [the IPMP groups], my mind is not so much on

pain. And when I come out I feel a little different. Even with the mind exercise
part, when I come out I can kind of look out at the world a little differently,
because I’d be so frustrated when I come and walk around these streets. [60-year-
old female]

Separating pain from emotional
state and self-worth

I think my outlook has changed a lot, I don’t feel as isolated. I feel like a little more
self-empowered that I’m not necessarily able to really lessen the pain in my eyes
but that I’m able to live with that pain and deal with that pain in a much more
positive way.the jury’s still out on it but I think actually my actual pain with my
eyes might be lessened a little bit because of that. [54-year-old male]

Evolution of pain
management strategies

For the first time I’ve had real hope that I can manage the pain. I’ve had moments of
real happiness and contentment which I hadn’t had in years. I’m less stressed
thinking about dealing with the pain, I’m less stressed about as far as about self-
worth like I’m feeling like I can plug in more to my community now with
volunteering, I’m starting to get back into artistic stuff, some writing.Really
making changes with daily routine of stretching, exercising, meditation, that’s
really helped a lot with my outlook and my depression has gone down. [54-year-
old male]

Primary theme 3: curating community
Pain relief through friendships

and comradery
Sometimes there’d be days I’d go in there so upset and I was able to just go in there

and just lay it all. Just tell them everything that was going on with me and
transform that into feeling better and I felt that about the group too, it helped me
feel better. Talking about what was going on with me, being around other people
that were experiencing pain and hearing other people’s experiences, getting
treatment, that helped with the pain. [43-year-old male]

I was really isolated before, no friends, so now I feel like I’m not alone, that’s huge
for me. [43-year-old male]

Feeling understood and moving
beyond pain identity

[I feel] a little more secure and know that I can get through everything, there’s other
people that I meet up with in the group therapy are going through a lot also. So it gives
me the confidence that I’ll be alright. It enables me to deal with the pain, it doesn’t
really take the world. I’m more at ease with the pain. [61-year-old female]

New capacity for empathy
and ease with others

It helps me understand other people because you’re not thinking of other people, you
only think of yourself. You know ‘‘Just get out of my way, I’m in pain. Hurry up, I
gotta sit down’’ or something, you know. So I’ve been looking at other people and
I think I’m being a better person by kinda understanding what they’re going through
and not being so impatient, I guess. [39-year-old female]

IPMP, Integrative Pain Management Program.
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Supporting resilience. Following IPMP, the vast major-
ity of participants described an emerging sense of well-
being and resilience, using words such as ‘‘hope’’ and
‘‘refreshed,’’ alongside decreased frustration and anxiety. A
few participants found IPMP participation ‘‘exhausting’’ or
‘‘overwhelming,’’ due to the length or complexity of the
sessions. Many others credited IPMP with alleviating
‘‘negative’’ thought patterns, and supporting ‘‘positive’’
hopeful mindsets that ultimately improved pain, ‘‘releas-
ing’’ emotions previously tied to their pain, such as feelings
of worthlessness and despair. Relatedly, participants de-
scribed a sense of self-efficacy, using words such as
‘‘manageable’’ and ‘‘coping’’ to describe their relationships
with ongoing pain. Moreover, participants voiced new ways
of engaging with their primary care providers, placing these
relationships within the context of maintenance, rather than
as a ‘‘cure all’’ for their pain.

Curating community. The sense of misunderstanding and
isolation voiced by many participants before IPMP was di-
rectly addressed in follow-up interviews. Most patients de-
scribed feeling seen, heard, and respected for their
experience with pain in new and important ways. A small
number found group dynamics challenging: they reported
that other participants talked for too long, spoke disre-
spectfully, or had unhygienic eating habits. These partici-
pants suggested making programmatic changes such as staff
serving food or using a timer during group check-ins.

Peer support developed within the groups, and partici-
pants described the benefits of comradery. The community
that formed within the cohorts offered a shared identity of
people suffering from chronic pain, coming together weekly
as part of IPMP. The group’s shared experience of chronic
pain and associated disability created a foundation of respect
and understanding from which participants could explore
aspects of their identities unrelated to pain. These feelings of
community and identity were commonly credited as direct
sources of pain relief. In addition, sharing pain narratives
offered a weekly opportunity to share best practices and tips
for pain management.

Participants also emphasized feelings of empathy after
learning about, comparing, and identifying with other par-
ticipant experiences of pain. This lens was associated with
new intention to deisolate and engage others with patience,
honesty, and kindness, feelings that had been unattainable
during ‘‘bad days’’ of pain. Furthermore, many participants
were eager to continue their involvement in the group after
the pilot, citing their new sense of connection with others in
IPMP.

Discussion

While psychosocial influences have been appreciated by
chronic pain organizations and treatment guidelines, they
have been slow to diffuse into clinical practice. Patients’
psychosocial experience of living with pain is still too often
seen as separate from their ‘‘real,’’ or physical pain even
though this assumption has been disavowed by patients,
health care providers, and the general public.5,6 Including
multimodal management options in primary care is critical
to addressing chronic pain. The themes that emerged from
these longitudinal, qualitative data offer insights on the

impact of integrative medicine groups, contributing to the
understanding of the psychosocial impact of IPMPs in pri-
mary care.

Specifically, these responses illustrate the interrelatedness
of mind, body, and social context. At baseline, participants
articulated how their psychologic and social experiences
interplayed with the vicious cycle of worsening pain se-
verity, primarily through movement and anxiety. Pain was
deeply tied to frustration, depression, and worry, and was
seen as unmanageable with pharmacologic treatment alone,
ultimately leading to social isolation and disempowerment.

After IPMP, participants described new psychologic and
social methods for managing pain cycles, including thera-
peutic movement, mindfulness, and relationship building.
The movement and mindfulness tools taught in IPMP
groups were used in critical moments to weather the ‘‘vi-
cious cycle’’ of pain, offering patients increased agency to
support meaningful lives. By creating an environment in
which socially isolated individuals were able to come to-
gether in community to identify shared and individual ex-
perience, participants were able to access previously hidden
emotions while changing how they thought about pain. This
shift in focus, from limitations to abilities, helped partici-
pants reframe their personal power and lives. In addition,
patients overwhelmingly described improved mood follow-
ing groups, feeling refreshed and a ‘‘part of something.’’

These shifts in outlook following the program are notable
when considering the challenges many participants faced in
addition to chronic pain, including substance use, home-
lessness, disability, and inadequate income while living in
an impoverished neighborhood in a city with an exceedingly
high cost of living. These factors are known to negatively
impact resilience, hope, identity, and pain.31,32 IPMP was
able to impact vulnerable patients despite ongoing structural
challenges. As one participant noted, ‘‘It’s hard to be part of
a group when all the members are broken.’’ For these par-
ticipants to experience shifts toward resilience and social
engagement lends strength to the case for IPMP-like pro-
grams.

This study has several limitations. The interviews did not
include questions specifically exploring participants’ expe-
rience with poverty, substance use, and other aspects of
structural vulnerability, which could have enhanced the
understanding of how IPMP participation interacted with
these lived experiences. Reducing necessary pain medica-
tion was mentioned as a primary goal by participants and
some participants self-reported using fewer medications
after participating in IPMP. However, the authors cannot
directly attribute lower medications to IPMP given the nu-
merous factors that influence prescription changes. Simi-
larly, they cannot determine the role time might have played
in contributing to shifts in pain experience among patients.
Finally, while the authors saw psychosocial benefits even
among participants who did not attend IPMP consistently,
they are more likely to have follow-up data from partici-
pants who benefited from the program.

Future studies could optimize implementation of inte-
grative medicine group programs for vulnerable popula-
tions. IPMP was conducted within a primary care clinc in
San Francisco, an area known for widespread use of CIH; in
addition, it was funded by the San Francisco Health Net-
work rather than structured as a reimbursable group medical
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visit model.18 The authors were not able to untangle the role
of specific CIH modalities nor the minimal effective expo-
sure, both of which may offer further insight on how to
structure multimodal pain management programs. Finally,
studies focused on the cost of like programs, as well as
provider experiences, would offer important data on re-
sources needed to develop similar programs.

Conclusion

Chronic pain and overreliance on analgesics remain
pressing problems for millions of U.S. adults, and primary
care providers need accessible ways to address psychosocial
aspects of pain. Integrative medicine groups offer opportu-
nities for addressing the complex social and psychologic
needs of patients with chronic pain. These findings suggest
that vulnerable patients with chronic pain experience pro-
found challenges that access to integrative medicine groups
may help address. The IPMP is a promising model for in-
creasing access to CIH in combination with group support,
one that can support shifts from isolation and frustration to
resilience and social engagement.
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