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Abstract

Background/ objectives

Mindfulness practice has been widely adopted by healthcare staff, being grounded in
evidence and supported by national guidelines. However, certain fundamental factors
are not well understood, including attitudes towards mindfulness in-groups. The

aim of this project was to explore the nature of social identification with mindfulness
in-groups in relation to engagement with mindful practices.

Methods

Twenty healthcare staff from three healthcare Trusts were recruited to engage in
semi-structured interviews of one-hour duration. Transcripts of these interviews were
then subjected to reflexive thematic analysis.

Results

Social identification was simultaneously rich and fluid, with some tentative evi-
dence of positive boosts to psychological engagement tempered by dissonance
about current physical engagement levels. Healthcare and mindfulness identities
complemented, in that being aided doing, aligning values and aspirations, although
clashes also presented through culture, depending on one’s sense of connection/
disconnection.

Discussion/ conclusions

Employers and trainers could consider implementing strategies to enhance social
identification with mindfulness in-groups. Further research should also explore
whether strength of social identification translates into improved engagement with
mindful practices.
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Introduction

Healthcare services around the world are still recovering from the global impact of
Covid-19. Aside from the serious consequences felt by patients and families, there
is growing recognition of the detrimental effects on healthcare staff [1-3]. In the UK’s
National Health Service (NHS), as elsewhere, even before the pandemic, healthcare
staff were some of the most stressed workers in the country [4]. During the pan-
demic, regardless of healthcare profession or role, the prevalence of common mental
disorders elevated in parallel with patient deaths, and reports of anxiety increased
over time [5]. In one observational study, approximately one third of healthcare staff
reported moderate to severe depressive symptoms [6]. Further evidence suggested
a three-fold rise in risk of burnout in healthcare staff compared to non-healthcare staff
[2]. As highlighted by Lamb and colleagues [7], the number of stressors that both clin-
ical and non-clinical staff have faced is extraordinary: Death of patients/colleagues at
work and loved ones back at home, risk of personal infection, lack of personal protec-
tive equipment, changes in work patterns, suboptimal working conditions, and moral
injuries. The worst of the pandemic may have passed, as have national lockdowns,
but there has been little by way of reprieve. Healthcare staff today face increased
workloads and backlogs for work deferred when prioritising Covid-19 [8,9]. The
number of staff who are thinking of leaving their roles is on the rise, with commonly
cited reasons being wellbeing concerns, need for time off, feeling undervalued, too
much pressure, exhaustion, and under-staffing [10—12]. Stress, anxiety, depression,
and other psychiatric disorders recently ranked the most common causes of sickness
absence, accounting for almost a quarter of all cases [13]. Hence, it is imperative that
all effective means of support are made available to healthcare staff, to safeguard
their mental wellbeing as the NHS recovers.

Mindfulness could have a vital part to play in supporting healthcare staff with
their mental health and wellbeing. It can be defined as awareness that comes from
paying deliberate and non-judgemental attention to thoughts and feelings that arise
in the present moment [14]. Mindfulness meditation practice descends from Eastern
traditions and gained popularity in the West in the 1980s with the development of
mindfulness-based interventions (MBIs) [15]. The first MBI to come to prominence
was Mindfulness-Based Stress Reduction (MBSR), developed in the late 1970s as
an intervention for adults experiencing chronic stress, pain, and longstanding phys-
ical health conditions [16]. Mindfulness-based cognitive therapy (MBCT) is a more
recent adaptation of MBSR and cognitive therapy, developed for adults vulnerable
to depression [17]. Both interventions include guided mindfulness practices and
teacher-led discussion about learning from practice. They are delivered in 8-weekly
in-person group sessions of at least two hours duration plus a homework compo-
nent equating to 45 minutes of mindfulness practice and other exercises per day.
However, since the inception of MBSR, MBIs now come in many forms that share
common principles and components [18], including guided and unguided self-help
interventions supported by books, online courses and smartphone apps. Much of
their appeal is their strong evidence-base for effectiveness in improving a wide range
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of outcomes in clinical and non-clinical populations and workplace settings [19,20]. Regarding healthcare staff specifically,
recent meta-analyses of randomised controlled trials (RCTs) consistently show positive reductions in stress, anxiety, and
depression for staff receiving a range of MBls when compared to a range of control conditions, with medium effect sizes
[21-23]. Beneficial effects of digital MBls (i.e., MBls that can be accessed using apps/technology/online) have also been
found, although effect sizes appear to be smaller. For example, in a recent RCT of unguided use of the digital app in NHS
staff, Headspace was shown to improve stress and a range of secondary outcomes including depression, anxiety, and
wellbeing in healthcare staff, when compared with an active control with significant but small effects [24]. Based on the
strength of such evidence, national guidelines in England advocate the provision of mindfulness training (in groups and/or
online) for staff of all organisations, including healthcare staff [25].

Whatever the format of the MBI, engagement with the intervention, and regular mindfulness practice in particular, are
thought to be key to their potential benefits [26]. As highlighted by Banerjee and colleagues [27], however, engagement
with MBIs may differ from engagement with other well-known health behaviours, since rather than just physically par-
ticipating (the “doing” aspect), participants are invited to engage psychologically and cultivate a different way of being.
Alongside physical engagement, they operationalise psychological engagement as: motivation to assign time, intention to
practice further, commitment to being more mindful in daily life, believing in the potential benefits, and being present to the
therapeutic relationship [27]. In a prior qualitative study of barriers and facilitators to engagement with mindfulness-based
self-help (MBSH) in NHS staff, numerous themes were found to support this definition of psychological engagement,
such as “attitude towards engagement” and “motivation to reduce stress”, or “perceived effects of mindfulness on men-
tal health and wellbeing” [28, p.1657]. Taking the fifth criterion, presence to the therapeutic relationship was evidently an
important aspect of engagement in prior qualitative studies across a range of populations in receipt of group-based MBls,
for example when group members came together to normalise experience and reduce isolation [29-31]. Banerjee and
colleagues argue that presence to the therapeutic relationship might even be achieved with MBSH. After all, this is about
mental presence, not physical presence. At the same time, few studies have gone further to assess participant percep-
tions of themselves as part of a wider mindfulness collective, or what this could mean for psychological engagement. For
instance, a qualitative study derived from focus groups of healthcare staff working on an adolescent mental health unit
found that “mutual mindfulness experience” helped foster a shared identity/ in-groups via shared empathy among staff,
yet, only the physical MBSR group was considered within this organisational context [32, p.6]. This is a potentially import-
ant gap when considering the many ways that individuals can seek to cultivate mindfulness, some of which do not require
physical presence; examples include digital self-help apps that may be self-guided only (i.e., where a sense of community
happens solely in the mind), online/ remotely delivered MBI’'s/drop-ins, forums and/or online communities, or even the
growing popularity of mindfulness as a movement, beyond in-person mindfulness groups.

As per Tajfel and Turner’s Social Identity Theory [33], social identification with mindfulness in-groups (e.g., the attended
mindfulness group and/or the wider mindfulness community) could be a contributing factor in psychological engagement
with mindfulness. Social identification is the term used in Social Identity Theory to refer to “the positive emotional valua-
tion of the relationship between self and ingroup” [34, p.599]. Haslam and colleagues highlight just some of the ways that
Social Identity Theory has been applied to health and wellbeing in a special issue on this topic, including developments
by Turner in Self-Categorisation Theory (see Haslam et al., 2009 for overview). From the broad body of evidence synthe-
sized therein, in-groups should be viewed as internalized group memberships that serve a variety of important functions
— they provide a sense of belonging, meaning, worth, means of safety and emotional support, imbue a sense of purpose,
and contribute to positive psychological health, among other benefits. Indeed, identification with in-groups is linked to
sense of self and, crucially, motivation to engage with other members and the normative practices of that in-group, via
shared social influence [35,36]. In one study of nurses, for example, social identification with the nursing in-group was
an independent predictor of flu vaccination take-up by nurses, even when health-related knowledge was factored in [37];
subsequent mediation analysis showed the mechanism of action to be professional duty, suggesting a mediating role
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for internalization of group norms on group member action to protect patients. In the case of healthcare staff, it seems
intuitive that both healthcare groups and mindfulness groups might positively contribute to social identity, but that health-
care in-groups have a greater emphasis on doing, whereas mindfulness is quintessentially about being. Even though

both groups might contribute to identity while holding some opposing values, acquisition of in-group status is not likely

to be synchronous, and even positive changes to social identity might be experienced negatively as “loss of psychologi-
cal “footing™ as individuals adjust to their new identity (35, p.5). It may be that healthcare and mindfulness identities are
not opposed at all, perhaps working in synergy in ways previously unexplored. Either way, Tajfel and Turner (33, p.40)
postulate that the individual is constantly striving towards a positive identity and that maintenance of identity depends on
“favorable” comparisons but also distinctiveness from out-groups. The consequences of a mismatch could in principle lead
to disengagement from the unsatisfactory in-group, or renewed efforts to increase its positive distinctiveness.

Social identification may hold one of the keys to a better understanding of psychological engagement with mindful prac-
tices, as healthcare staff struggle to physically engage with mindful practices against a unique backdrop of NHS stressors
and adaptations. The pre-registered aim of this study was “To better understand staff attitudes to groups and the role of
social identification with mindfulness in relation to psychological engagement”. The objective was “To qualitatively explore
social identification with mindfulness and psychological engagement, in healthcare staff in different roles and at different
levels of seniority”. Formulated as research questions, we asked: 1) how might NHS staff socially identify with mindfulness
(i.e., groups or communities), and 2) how might this relate to psychological engagement? In keeping with Social Identity
Theory, moreover: 3) how might cooccurring healthcare identities/in-groups complement or clash with mindfulness iden-
tities/in-groups? To our knowledge, this is the first study to examine social identification with the full spectrum of mindful-
ness in-groups and psychological engagement in healthcare staff.

Method
Design

The present qualitative study was a sub-study of MindArise, a longitudinal mixed-methods investigation examining mindful-
ness and response in NHS staff with experience of mindfulness across 53 NHS sites in England (https://www.isrctn.com/
ISRCTN57729713). Recruitment ran from 01 September 2022 to 28 February 2023, with three waves of data collection at
baseline, 3 months and 6 months. Qualitative interviews ran in parallel with the first phase of longitudinal data collection and
were intended to provide a timely overview/understanding of staff engagement with mindfulness, to explore the group-based
contexts that engagement may be influenced by, and to inform questions related to potential associations between social
identification and outcomes at Time 3. Qualitative interviews were conducted by the first author, a PhD student at the Univer-
sity of Sussex with former experience in mental health nursing (prior to lapsing registration and ceasing to work as a nurse),
clinical trials research, motivational interviewing, and motivational enhancement therapy. Supervision was provided by Clinical
Psychologists, Professor Kate Cavanagh and Professor Clara Strauss, both of whom having training in mindfulness-based
approaches. A small group of healthcare staff were also invited to offer their perspectives on participant-facing materials before
the study went live as part of ongoing stakeholder activity for the wider MindArise investigation.

Participants

Eligible participants needed to have current or previous experience of formal and/or informal mindfulness practice as
defined in the participant information sheet, be aged 18 or over, currently employed as healthcare staff by an NHS Trust or
Primary Care provider in England (clinical or non-clinical roles, full-time or part-time, in training or voluntary permitted), not
currently on long-term sickness absence which we defined as 4 + weeks of continuous sickness, with sufficient proficiency
in English, and access to a computer/ electronic device, to be able to complete the online questionnaires, which were
presented in English.
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Thematic saturation and information power were both considered when determining sample size for this study. On the
one hand, prior studies found 12 to the be minimum number of interviews required to reach thematic saturation, or the
point where no new themes occur [38,39]. However, others are sceptical of saturation claims and the lack of transpar-
ency around sample-size sufficiency [40]. Counter to saturation, Malterud and colleagues [41] suggest that sample size
be based on information power, as indicated by how narrow or broad a given study is in its study aims, sample specificity,
theoretical background, dialogue quality and analysis strategy. The guiding principle of this concept is that the more infor-
mation a given sample has to offer, the fewer participants are needed. As the present study was deemed to occupy the
mid-point on most of these continuums — having 1) specific aims, 2) healthcare staff all with experience of mindfulness, 3)
established theory, 4) an interviewer with experience in the NHS and interviewing, 4) cross-case analysis — a mid-range
sample of 20 participants was proposed, with provision to stop at 12 in the unlikely event of saturation.

In total, 20 healthcare staff were recruited from the wider MindArise investigation, covering the full range of NHS roles
listed on the Health Careers website [42]. Participants came from Medicine and Nursing, Occupational Therapy, Physiother-
apy, Psychology/IAPT, Speech and Language Therapy, Social Work, Clinical Research, Medical Recruitment, Executive
Boards, and Advocate Services. NHS experience ranged from less than one year in entry-level roles to senior roles with 35
years’ experience (M=15.5, SD=10.55). Number of years since participants first practiced mindfulness (allowing for inter-
mittent patterns of formal and informal practice that sometimes equated to very little practice experience) ranged from three
years to twenty-nine years (M=8.7, SD=6.06). At the time of interview, 85% of participants were formally practicing either
consistently or intermittently using a range of formats (e.g., mindfulness groups, digital mindfulness apps, and unguided
mindfulness meditation). Ages ranged from 25 to 60 (M=42.75, SD=9.29), and 75% of participants were female. Eighty
percent of participants identified as White, jointly followed by 10% Asian British, and 10% Mixed/Multiple Ethnic Groups. Sixty
percent of participants identified as having no religion, followed by 15% Buddhist, 10% Christian, and 5% Muslim, Sikh, and
Jewish faiths respectively. Sample demographics broadly matched NHS workforce population demographics [43—45].

Procedure

Due to different NHS Trusts joining the wider MindArise investigation at different timepoints, participants for this sub-study
were recruited from three NHS Trusts offering community and/or mental health services in Sussex, Lincolnshire, and
London. Advertising was via online adverts, intranet adverts, email distribution lists, posters/leaflets, and word of mouth.
Prospective participants who followed links to this study were presented an electronic participant information sheet and
consent form to complete online. Those who selected the optional opt-in for interview were then invited to take part in inter-
views on a first come first served basis. A convenience sampling strategy was used due to the project’s time-sensitivity, with
all interviews completed over approximately six weeks. Consenting participants were invited to book a convenient timeslot
online using the Calendly scheduling automation platform [46]. Where participants did not attend for their scheduled inter-
views, two reminder emails were sent to reschedule, after which interviews were either completed or reallocated to the next
available participant.

Interviews

Twenty interviews were conducted by the first author online using the Zoom video conferencing platform [47], with a
planned duration of 60 minutes. Actual duration ranged from 43 minutes 44 seconds to 86 minutes 43 seconds (M=61
minutes 36 seconds). The interview schedule (see S1 File) was semi-structured to allow for in-depth conversations and
flexibility when exploring participants’ thoughts and beliefs in relation to the study’s research questions. The conceptual
basis for some questions was taken from Prochaska and DiClemente’s [48] transtheoretical model of behaviour change,
which presupposes a cycle of stages from pre-contemplation to contemplation, preparation, action, and maintenance of a
given health behaviour. Aspects of the interviewer’s prior experience with motivational interviewing were also employed,
such as reflective listening, although no attempts were made to elicit insight or behaviour change.
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The semi-structured interview questions were predominantly open-ended to encourage full, unfettered reflection and
sharing of information. Strategic use of closed-questions was also planned for filter questions when setting up open-
questions, clarifications of prior responses, navigation away from participant drift, and as part of the reflective process
when checking for accuracy or building rapport. Example questions included: “What is your impression of other people
who practice mindfulness?”; “What is your impression of mindfulness teachers?”; “What would you say about mindfulness
to someone who was considering it?”; “Do you personally identify with mindfulness groups, movements or group members
in any way?”; and “How does this association make you feel?”.

Each interview was framed by a 1-minute check-in to remind participants not to use names or other identifiers of people
or places when the interview commenced. During this time, participants were also reminded that interviews would be
recorded using a Dictaphone for transcription purposes (not video-recorded on Zoom) and that recordings would be per-
manently deleted on completion of the study. Recordings began when participants indicated they were happy to continue.
A two-minute debrief was conducted by the interviewer after recording stopped, to check-out and thank participants for
their time.

Resulting interview recordings were played, replayed and transcribed in true verbatim by the first author. Stutters, false
starts, and filler words have been removed from the present paper to prevent redundant information from impacting read-
ability. The first author checked transcripts against recordings to ensure accuracy.

Planned analysis

Reflexive thematic analysis, according to Braun and Clarke’s method [49], includes: 1) familiarisation with the data by
reading and re-reading transcripts and re-listening to audio recordings, 2) identifying and collating codes that represent
important data features, assisted by use of NVivo software in the present study [50], 3) identifying data patterns or can-
didate themes, 4) checking for congruence of themes and codes and removing and developing these accordingly in an
iterative process, 5) refining the scope of themes and giving them names, and 6) writing up the paper [49]. All steps were
initially undertaken by the first author, including the process of transcription to help with data immersion, with subsequent
steps discussed in supervision with authors 2 and 3. A flexible top-down (deductive) and bottom-up (inductive) analysis
was employed in respect of research questions that were partially grounded in theory. Inductive analysis was the most
dominant approach, however, due to a deficit of literature in this given field. Specifically, deductive analysis of the data
was applied when seeking to determine pre-specified conditions for social identification, as per the theory. In contradis-
tinction, inductive analysis took two forms: 1) Exploration of potential themes that arose from immersion in the data when
conducting and subsequently transcribing the interviews. The first author noted any prominent patterns and subsequently
explored those patterns of meaning as presented in relevant codes. 2) The body of codes was subjected to further anal-
ysis for potential patterns that were not immediately obvious from prior immersion in the data. Credibility checks of initial
codes and themes were conducted by second and third authors, making use of detailed code lists and transcript extracts
during a series of thematic workshops attended by all three authors as part of stage five of Braun and Clarke’s method.
Minor changes to some of the theme names and model structure were agreed but otherwise there were no disagreements
on codes/themes.

A critical realist approach was adopted by the first author, assuming that some degree of reality can be understood
through human experience and interpretation [51], while additional steps were taken to ensure rigour and reflexivity.
“Bracketing” as a method lacks consensus in qualitative research, but broadly denotes conscious means of researcher
reflexivity on their own assumptions, values and/or other subjective preconceptions [52]. To this end, the first author kept
a reflective journal, comprised of one in-depth reflective account prior to conducting any interviews, followed by analytical
memos conducted post-interview (x20), and reflective accounts conducted during the analysis. Bracketing interviews and/
or alternative triangulation methods that employ external researchers were not considered appropriate or pragmatic in
the available time. Notably, the in-depth reflective account took the form of a reverse interview using the same interview
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schedule presented to participants. By answering these questions in turn, the first author became aware of strong beliefs
about the need for greater understanding of self, others and the world, values of insight, mastery and compassion, and
personal aspirations of being more mindful formally and informally. General assumptions included cynicism around profes-
sional demarcation, positive views of mindfulness practitioners and teachers in general, but negative views of practitioners
or teachers who do not practice what they preach. Reflective discussions were subsequently held with second and third
authors, thus supporting receptiveness and curiosity to the experiences of interviewees in the co-construction of meaning.

Results

Eight themes resulted from the analysis; these are described below (themes and subthemes in bold), with the proposed
model for themes and subthemes presented in Fig 1. Arrows connecting themes and subthemes represent nesting only,
whereas arrows connecting themes to other themes represent their observed correlations (their inter-relatedness or
apparent influence on each other), as grounded in some but not all interviewee responses and the progression of their
ideas and experiences. Relationships of causality should not be inferred.

Richness of social identities

Social identification with mindfulness identities/in-groups was rich and nuanced, with the majority of interviewees express-
ing social identification with one or more mindfulness group concepts to varying degrees. For example, “it is wrapped into
and has a defining component of my professional identity and my personal identity” (Interviewee 19). However, some
participants identified with mindfulness on a personal level only, in which case, some key elements of identification were
present in the absence of a social context.

Personal. The majority of interviewees identified with mindfulness as part of their personal identity, irrespective of
social extension to practicing others. Being someone who practices mindfulness was perceived as positively distinctive
and important to one’s sense of self. According to one interviewee, ‘| like being part of it. | like [slight laugh]. | like knowing
this, it’s kind of like a secret, isn’t it. But not everybody knows about it” (Interviewee 21). According to another:

For me it's a more, it creates more positive sense of self. It's the side of me that | like most, | think, when | practice
mindfulness and when I’'m in that headspace. And yeah, cause like | said, | just think | become a better person for it, so.
Yeah, | think I'd like to do it more, I'd like to be able to become that person more (Interviewee 02).

To some extent, personal identification was about embodiment of mindfulness principles, and for some people that was
sufficient:

what I'm hoping is that | actually embody different aspects of mindfulness. So I think I'm hoping that | embody this
non-judgemental stance and, as | kind of mentioned, that sense of compassion for self, for myself and for others
(Interviewee 12).

At the same time, others voiced the desire to move beyond mindfulness at the personal level, that is, to move towards
mindfulness groups/community:

I'd like to expand it into something more, and that would be where the community would come in for me | think, and sort
of being more able to share that with other people (Interviewee 13).

Professional. Some interviewees identified with mindfulness as part of their professional identity. Interestingly, this
was comprised almost exclusively by interviewees from psychological professions that use mindfulness at the service
level. According to one interviewee, “I tend to | think gravitate towards subgroups within psychology that emphasise
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Fig 1. Social identification in relation to psychological engagement in healthcare staff.
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the use of mindfulness” (Interviewee 18). Another interviewee stated, “I'm associating it with work rather than my own
personal improvement” (Interviewee 14). This even affected their behaviour, i.e., “doing mindfulness in the same way the
rest of the team is and using the same kind of language” and “trying to do the right thing or to impress my team, to give
this impression of being good at mindfulness for my team (Interviewee 14). Being someone who practices mindfulness in
a professional context was likewise perceived as positively distinctive:

at work there’s more of an understanding around mindfulness and | will meet more people that do have a personal
mindfulness practice and value it. Outside of work, no, | would think that some people probably think it's a bit unusual
(Interviewee 24).

Highlighting importance, another interviewee stated, “I don’t think you devote twenty-odd years to something that didn’t
feel has become something quite integral” (Interviewee 19).

Social contacts. Over half of interviewees identified with people they met who practiced mindfulness, in-person or
online. For example, one interviewee said, “I did strongly associate it with the groups that | did on Zoom, when they were
running (Interviewee 6). Another interviewee explained, “I generally have a lot of time for people that I've met that practice
mindfulness” (Interviewee 27), adding, “I’'m slipping into the thinking that | get with some other types of therapy that I'm
very dismissive of, but | don’t feel like that about people that practice mindfulness”. Some participants recalled important
individuals such as close friends who inspired them to pursue mindfulness, or in one case, “my [relative] talked about it
as well and | think [they] read up on it a bit more, so yeah | did have this idea that mindfulness is something, yeah quite
beneficial, it's something quite good” (Interviewee 12). These associations were relatively distinct from associations with
the wider mindfulness community, as expressed by one interviewee, “| probably don’t identify with everyone necessarily
in the entire mindfulness community” (Interviewee 18), and then, “But definitely, you know, smaller groups within that [...] |
probably identify with quite strongly” (Interviewee 18). There was positivity and importance placed on these relationships,
for example, “that feeling that there’s some other people there that can relate. | think that’'s massively powerful”
(Interviewee 10).

Wider mindfulness. Over half of interviewees also identified with the wider mindfulness community, including
unknown individuals. One interviewee referred to this community as true-woo:

let me define woo woo, a true-woo. So the woo-woo is like, that is properly bonkers, but a whole section of stuff that

| dismissed as properly bonkers turns out when you do the science, and you take a different approach, [...] then you
start to think there’s something going on here. That’s my tribe, the people who link science with this type of subjective
practice (Interviewee 22).

Expanding on the source, “I haven’t met them but then you meet people virtually don’t you [...] through their YouTubes,
channels and all the rest. Because this is about evidence, you meet them through their writing” (Interviewee 22). There
was even a degree to which whole philosophies were identified with, i.e., “a relationship with the concepts of Buddhist
philosophy and mindfulness” (Interviewee 24), such that, “I think they influence your values” (Interviewee 24). Across
interviewees, there was a sense of warmth and positivity towards the wider mindfulness community, described by one
interviewee as, “quite exciting, really interesting, very meaningful” (Interviewee 19). Moreover, there was a hypothetical
dimension to positive identification, for example, “if | was going somewhere where | knew there was somebody who did
mindfulness, I'd probably gravitate towards them” (Interviewee 36), and “| see it very much as a therapeutic relationship to
a community that | can’t quite get to yet” (Interviewee 22).

Even wider wellbeing. Some interviewees identified with the even wider wellbeing community, including but not limited
to mindfulness. One interviewee listed “yoga and nature, and outdoors and walking” (Interviewee 30). Indeed, several
interviewees talked about their affinity with a yoga group and how this espouses mindfulness-based principles: “one of my
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most important group memberships is the yoga class | go to, for example, and | go every week. And that’s really important
(Interviewee 31). This interviewee explained:

| do count the hour and a half of yoga that | do as mindful meditation, because it is. It's with movement. I’'m very much
noticing my mind in that space, that it certainly is something | couldn’t be without (Interviewee 31).

Ultimately, people connected strongly with others in yoga groups, for example:

Even if you don'’t really know them very well. | guess you have maybe an assumption [slight laugh] that you proba-
bly share similar values and maybe you share similar outlooks on life. So | think there is that feeling of identification
(Interviewee 18).

Fluidity of social identities

Social identification was by no means consistent, being notably fluid in how positive attitudes could come and go. A few
interviewees claimed to identify with one or more of the group concepts shown above, on the one hand proffering positive
views about identification with mindfulness identities/in-groups while subsequently contradicting said views in a manner
reminiscent of possible ambivalence. For example, “that’s a big association for me” (Interviewee 30) followed from, “that
association, | feel like it changes. | think at the moment it doesn’t feel strong”. Consequently, there was movement in
attitudes.

Positive boosts to engagement from social identification

There was a pattern of positive boosts to engagement from social identification. As highlighted by one interviewee,
“no-one wants to feel alone truly in what they do. | think it's nice to know that these boosts belong to everybody” (Inter-
viewee 13). About half of interviewees identified ways that social identification with mindfulness identities/ in-groups
helped them with psychological aspects such as motivation, beliefs, and intention to maintain a mindfulness practice. It is
important to stress, though, that experiences of positive boosts to engagement did not necessarily map onto higher levels
of mindfulness practice.

Motivated by others. Some interviewees said that mindfulness identities/ in-groups either helped or would help their
motivation to engage with mindfulness practices. A few interviewees talked about this in terms of community influence.
According to one interviewee:

there was the absolute relief of meeting people who | identify with who just really struggle but have a go and make
mistakes, shift around a bit and — to me it's not always the most gratifying experience, and meeting those guys | find
deeply motivating, and | just instantly feel a sense of community (Interviewee 22).

Other interviewees related similar feelings of motivation by individuals and in some instances gave concrete examples
based on past experiences. For example, interviewees who strongly associated with Zoom sessions and a friend who
practices said, “I like the guided better, cause | want to be, | want somebody to tell me” (Interviewee 08), and “someone
giving me that appointment as such, that helps to motivate me to do it at that time” (Interviewee 06). Notably, the latter
statements were somewhat ambiguous as to the extent of social identification, with some participants identifying as one of
the broader mindfulness collective, without having a mindfulness group. Moreover, not all interviewees had stable moti-
vation, reflecting the previous theme of fluidity of social identities. According to one interviewee, “there are times where |
struggled more with my mental health when [that association] does feel stronger”, that is, “times when I've had more dis-
cussions with people [...] or it’s kind of prompted me to read a bit more” (Interviewee 30). By contrast, when mental health
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was more stable, I still read articles about that group, but | don’t feel a strong association with it, and | think that maybe
as I'm talking about that, maybe that's why I'm not always very proactive” (Interviewee 30).

Belief reinforcement. While most interviewees reported positive beliefs about mindfulness, some of these reported
experiences of belief reinforcement from other group members: “I suppose there is some kind of connection to have a
discussion, learn more about it [...] and find what else works for other people might work for me as well” (Interviewee
29). This interviewee was talking about conversations with a friend who also practiced, which was similar to another
interviewee who explained, “when | have those discussions with [my friend] as well, it kind of resonates that yeah actually
it's a good thing for me to keep doing mindfulness” (Interviewee 6). This interviewee also shared similar identification with
their mindfulness teacher. One interviewee even extended this identification to patients saying, “I always class myself as
similar to one of the patients”, moreover, “that’s when | got hooked really and saw the results, yeah, so it was definitely, it
was from seeing the results from other, the patients” (Interviewee 8). Speaking about the broader mental health group that
also consisted of associations with mindfulness, finally:

| feel that it's important for me to be part of that group and | like being part of that group because it encompasses a lot
of things that interest me and it lets me know that other people experience similar things as well, have got similar expe-
riences and are helped by similar things (Interviewee 30).

Emotional support. Afew interviewees found emotional support from mindfulness in-group members therapeutically
important:

to talk to those people. You know, even if | said something and someone says, oh | completely agree with that, it's
then understanding, as well, okay I'm not the only one feeling like that or I'm not the only one going through the situa-
tion. [...] It feels like you’'ve got a bit of a safety in numbers, and you don’t feel completely out on a limb [slight laugh]
(Interviewee 6).

Thus, focus resided with the conditions needed for engagement to thrive. At the same time, this interviewee acknowl-
edged, “there’s times that you're feeling like you need a bit of a boost actually sometimes going to someone who'’s com-
pletely disjointed from your life normally can be quite beneficial”. One interviewee likened this boost/these conditions to
sporting camaraderie:

a team like football or something, it’s like a shared goal at the end of it. You all experience the match a bit differently but
actually at the end of it you all come together to go okay that was good, we enjoyed that, and we can reflect on it as a
peer group (Interviewee 13).

Another interviewee discussed emotional support from their supervisor: “we do our own practice, yes, we will kind of share
that with each other, and that becomes, so we identify that with each other and our own struggles with it” (Interviewee 31).
Not everyone felt emotionally supported however:

| think if | was part of a group or | started | would feel like | was part of that, and then maybe would build relationships in
that, but because my practice now is on my own when time permits | don’t feel like | connect (Interviewee 28).

Dissonance about current levels of engagement

Some interviewees expressed discomfort at holding positive beliefs about mindfulness/members that did not match
their own behaviours. Interviewee 8 who classed themself as similar to one of the patients said, “I’'m a real advocate for
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[mindfulness] but | feel a complete fraud because I’'m not using it as much as | feel | should. There’s a judgment [laughs]”.
Interviewee 27 who stated that they have a lot of time for people who practice mindfulness reported, “It’s looking like 'm a
disappointment to myself. That's what that looks like. | know how beneficial [mindfulness] is to me, and | don’t do it”. Inter-
viewee 28 on the one hand talked positively about the friend who taught mindfulness, saying, “when I'm with [that person]
| think yeah I'd like to be a bit more like that”. On the other hand:

| know the benefits it would give me if | did it, so it’s so illogical that I'm like why can’t | now while I'm saying it, why can’t
you fit it in, like literally why can’t | fit that in, but I just think | just don’t know how, | just don’t know how.

Optimisation/ being aids doing

Around half of interviewees discussed ways in which mindfulness identities/ in-groups optimised work they do as part of NHS
identities/ in-groups. Some interviewees chose to elaborate on benefits of normative behaviours associated with mindfulness
identities, which was to some extent synonymous with being mindful, “like holding the space, holding difficult emotions with-
out letting them overcome you” (Interviewee 18), whereas others gave accounts that were more explicitly group-related.

Practical uses with patients/ staff. Some interviewees discussed practical benefits of being mindful at work, and
these were split between patients and staff. When working with children as a speech and language therapist:

you have to be really focussed on their mouth shape, their resonance, lots of different aspects of their communication
[...] which is what mindfulness is, it's almost like a hyper-focus on something to... this at the expense of other things,
but | don’t mean that in a bad way, | mean it in a completely positive way [...] where you, yeah. It's almost like back to
what | said at the beginning. You dull down the rest of the noise to allow you to, the main thing to shine bright and be as
loud as possible (Interviewee 10).

When working as a nurse, mindfulness was useful, “to help you stay focussed in an assessment, whatever you're doing”
(Interviewee 1). Two physiotherapists chose to share skills with patients directly, for example, “advising my patients, |
mean | don’t specifically suggest mindfulness to them, but it's looking at different ways that they can help themselves”
(Interviewee 06). Interviewees from psychological professions discussed potential benefits for staff, for example, “you can
do these mindfulness practices within team meetings to help improve practice” (Interviewee 14). One doctor who felt that
they had been put on a professional “pedestal” also wondered, “if actually if you were at a group with other people that it
would help break down some of those barriers in the workplace. | think you would get more functional relationships out of
it” (Interviewee 21).

Deeper appreciation of self/ practitioner. Qualitatively different from the outwardly-focussed benefits elaborated in
the subtheme above were the personal benefits of being mindful for oneself as an NHS worker. Several interviewees said
that practicing mindfulness helped with self-appreciation and meeting personal needs:

Someone once said to me that the NHS will just take more and more and more [slight laugh], it’s like a needy child, the
more you give the more it needs, and that’s really true. So you really have to be very boundaried, and mindfulness has
really helped me to do that, to notice when I’'m feeling exhausted and that | just have to stop (Interviewee 31).

Two participants spoke about mindfulness meeting the need to centre or ground, that is, “having that calm demeanour,
centred approach and knowing that if something does trigger something you’ve got these methods and these techniques
that you can use to bring yourself back down” (Interviewee 10). Likewise, “I think in terms of being like a reflective prac-
titioner you need, it's good to have that time to bring yourself back to yourself” (Interviewee 27). For some it was about
developing resilience, not least to avoid “completely blowing up” (Interviewee 6).
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Aligning values and aspirations

About half of interviewees said that mindfulness and NHS identities/ in-groups aligned on values and aspirations. Half of
these focussed on shared goals, and half expressed views about group compatibility that were contingent on prior culture
and beliefs.

Shared goals and aspirations. “You're kind of working towards a common goal or a common aspiration,” explained
Interviewee 12. Specifically, “you want to change lives and really improve the lives of people,” which aligned with
“better[ing] ourselves” and the ability “to turn inwards and really be with ourselves and really tune in with ourselves”.

The connotation here was of compassion for self and others. This interviewee concluded, “I guess they are both about
change but that in mindfulness you are not striving for change, change will happen along the way”. Being and doing were
thus seen to work synergistically, allowing one to be a problem solver, and do problem solving, both at the same time.
Likewise, the remaining interviewees noted similarities between groups, such as the wish to understand, manage and
show compassion for oneself and others. Seen from Interviewee 10’s perspective, for example, “it's problem-solving.
You're trying to overcome a hurdle that either you're aware of or you're not aware of. So yeah, | think [those groups] are
all interrelated, intertwined”.

Conditional on prior culture/ beliefs. For some interviewees, mindfulness and NHS identities/ in-groups were
deemed to be compatible but only when these were congruous with prior culture and beliefs:

[My service] was such a lovely place to work because | think probably a lot of people there did practice mindfulness and
were very aware of it and were very aware of the importance of it and importance of allowing people to prioritise it as
well. So yeah, | think they are very compatible (Interviewee 2).

This view was shared by Interviewee 8, who likewise believed in these groups’ compatibility while at the same time,

“I think that people’s lack of understanding about mindfulness means it's brought about that it conflicts, if that makes
sense”. On a personal level, one interviewee felt drawn to mindfulness because of their therapy background, suggesting
that mindfulness as an intervention was contingent on the beliefs one holds because of one’s profession (Interviewee 6).
Conditionality was most obvious in the responses of three participants, one stating that mindfulness and NHS identities/
in-groups “can be compatible” (Interviewee 28), another stating they “should work together” (Interviewee 30), and least
compellingly, “it's not completely impossible to imagine” (Interviewee 21), when taking into account workplace and West-
ern culture.

Connection and disconnection

Mindfulness and NHS identities/ in-groups were perceived as complementary or conflicting depending on perceived con-
nectivity between them for about half of interviewees. Again though, this was not necessarily a reflection of mindfulness
practice levels. According to one interviewee, these identities were “really important and they all work with each other and
rely on each other and, | think being a part of one identity makes the other ones better” (Interviewee 18). For another, “I
think they’re connected, at times at odds but without one | can’t have the other” (Interviewee 13). Likewise, Interviewee 6
thought, “they all just complement each other really. It's just that they’re everything that helps keeps your cup full”. How-
ever, other interviewees moved towards separation of these identities. Interviewee 12 said, “It's a bit of a dividing line in
terms of those two identities”, a view shared by Interviewee 30, who said, “being in the NHS is different to that part of me
that is interested in mindfulness. [...] | find that kind of merge, that pulling them together, quite difficult’. Interestingly, there
was also an indication of movement over time:

my membership of the NHS tribe is not as absolute as it was because this other good thing happened. But in a way
how funny that there was a price to pay in loss of membership of the NHS tribe (Interviewee 22).
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Culture clash

Broadly defined as the customs, beliefs and behaviours of a particular group, culture was seen to clash between mind-
fulness and NHS identities. “Just the culture of, and those pressures that come,” said Interviewee 31, later adding, “that’s
the thing that needs to change in the NHS, that culture, that sense of really giving yourself that space”. Most interviewees,
even those who discussed examples of synergy between identities/ in-groups, were confronted with service-level obsta-
cles, primacy of work and/or unhelpful perceptions by others.

Service-level obstacles. Service-level obstacles were wide-ranging. As argued by Interviewee 6, working on
personal resilience is no salve for service-level problems with the NHS, “at the end of the day I'm being more resilient
but the problem’s still there”, and “I'm still not achieving the service that | want to give to my patients”. Hence,
mindfulness-group membership did not improve the service or professional self-efficacy. By contrast, Interviewee 8
thought there was a split between physical health and mental health sectors in how mindfulness is received, saying,

“l think things like mindfulness [...] and then the NHS groups that I'm in would fit together better. But there’s always,
there’s a split”. Another interviewee flagged rote applications of mindfulness by NHS teams, that is, “mindfulness

just being a task that you have to do at the beginning of a meeting, and it not being really embedded within the
team” (Interviewee 14). Meanwhile, two participants identified service-level obstacles in good practice guidelines.
Interviewee 24 thought that NICE guidelines overrepresented CBT, with one implication being that CBT training
happens in work time but mindfulness training happens in one’s own time. Similarly, Interviewee 19 criticised lack

of flexibility in mindfulness guidelines that mandate annual retreat attendance, again in one’s own time, since “part
of that is my child/family commitments. Well | don’t have time to do the extra work but, it changes you know...
because if you're not meeting the guidelines, you're not in the club”. This interviewee felt “removed” from some of the
mindfulness community.

Primacy of work. About half of interviewees thought their mindfulness identity should take a figurative back
seat when navigating the NHS. “There’s definitely a time and a place for it,” argued Interviewee 1, emphasizing the
need to focus on work when at work. This attitude was broadly shared by this contingent of interviewees, although
reasons differed. First, there was a safety aspect, “you have to switch things off a little bit to get through something. So
sometimes you’re just in a situation that feels quite dangerous” (Interviewee 18). There was also an ethical dimension
when using mindfulness with service users, “I don’t have the right to impose that on service-users” (Interviewee 22),
or by oneself when service users should take priority, “if | knew that it was my own meditation then | don’t know that |
could do that with all good moral conscience” (Interviewee 31). This sentiment was echoed by Interviewee 29 who said,
“I've got a service to provide [...], and that’s my responsibility during my work time”. Hence, work identities were self-
perceived as coming first, such that putting oneself first was even perceived negatively, “I'd feel a sense of, like | was
taking the mick” (Interviewee 28).

Perception by others/ negatively distinctive. Almost half of interviewees highlighted negative perceptions by
others, with potential to see one’s own mindfulness identity as negatively distinctive. “Mindfulness, like | say, it's incredibly
non-judgemental,” postulated Interviewee 10, “where ... in the NHS you do always get judged”. There was a perception
of medical opposition to psychological interventions in one instance, “a lot of doctors, they’re kind of just a bit like...
yeah | suppose dismissive of it, kind of patronising about it” (Interviewee 18). This view was supported by a doctor
who conjectured on the place of mindfulness in GP practices, “people would perceive that as slightly odd I think, if you
weren’t familiar with mindfulness. If you were, then the limitations of the small size of the business might be a problem”
(Interviewee 21). However, negative perception was not reserved for medical professionals, as stated by a social worker,
“I don’t see enough of that in the work that | do, those sort of people, the psychologists that | work with are very sort of risk
focussed” (Interviewee 27). Another interviewee remarked, “there are groups out there, or individuals who think it's a bit of
old tosh” (Interviewee 30). Finally, the consequences of negative perceptions by others were not always explicit and could
even erode motivation, for example:
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if | was practicing [mindfulness] with people where it was forced upon them to practice and they didn’t really get the
ethos or didn’t really want to be there, | think then that would be really disappointing because that might change the
dynamics or my ability to be involved (Interviewee 28).

Discussion

This thematic analysis sought to explore: 1) how NHS staff might socially identify with mindfulness groups; 2) how this
might relate to psychological engagement; and 3) how cooccurring healthcare identities/in-groups might complement

or clash. Corresponding themes were: Richness and Fluidity of social identities across multiple domains: Personal,
Professional, Social contacts, Wider mindfulness, and Even wider wellbeing; Positive boosts to engagement with
mindfulness from social identification, being Motivated by others, Belief reinforcement, and Emotional support, as well

as Dissonance about current levels of engagement; and Optimisation from interaction of identities, such as Deeper
appreciation of self/practitioner and Practical uses with patients/staff, coupled with Aligning values and aspirations,
which included: Shared goals and aspirations, Conditional on prior culture/beliefs. There was a dual theme of Connection
and disconnection on which perceptions of complementarity depended, but also Culture clash, comprised of Service-
level obstacles, Primacy of work, and negatively distinctive Perception by others.

Mindfulness and social identity

Several unexpected findings presented in Richness of identities. Rather than identifying with one’s mindfulness group or
the broader mindfulness community, as might be expected, there was sometimes only a personal identification dimension,
which included self-categorization of oneself as someone who practices mindfulness, as well as positivity and importance
of this identity to one’s self concept, despite no explicit or conscious extension of this identification to other people. Con-
trary to the “positive emotional valuation of the relationship between self and ingroup” [34], this identification was nascent,
presenting instead as the positive emotional valuation between self and mindfulness as an entity.

From a self-categorization perspective, we might say there was a salient lower-order category of mindfulness and “me”,
and a non-salient higher-order category of mindfulness and “we”. For according to this theory [53], individuals can and
do identify with both personal and social categories at varying levels of abstraction (rather than a simple binary, this is a
hierarchy, with the lowest rung on the figurative ladder being “I”, ascending next to “we”, and next, higher still, to all human
beings). These cognitive categorizations function dynamically in relation to changing contexts, with cognitive processes of
self-stereotyping and depersonalisation also at play when re-defining the self and conforming to self-perceived norms. In
the context of these interpersonal one-hour interviews between interviewee and interviewer, an individualistic rather than
collectivistic identification with mindfulness sometimes prevailed.

Professional identification bridged this gap, such that interviewees identified with a professional entity that does
include individuals, and the same went for Social contacts, and the Wider mindfulness community, even where individ-
uals might be unknown. Perhaps most interesting was the bridge to others in the Even wider wellbeing community, for
example identification with yoga groups, which included but were not limited to mindfulness. Not only does this finding
support NICE guidelines [25], which specify that employers should improve wellbeing by providing access to mindful-
ness, yoga and meditation specifically, it underscores the quantitative evidence-base and provides a rich account of the
meaning these practices can have for healthcare staff. Richness of identities also captured the tendency of interviewees
to identify with multiple domains to varying degrees, for example when identifying personally and professionally. Multiple
identification was a particularly interesting finding, since previous research looking outside of healthcare suggests that
multiple identification predicts resilience [54], and wellbeing, but also that improvements in mental health can stem from
increases in group compatibility [55]. Cruwys and colleagues refer to this phenomenon as “the psychological representa-
tion of one’s malleable social reality” (55, p.626), which in the present study saw mindfulness identities/ in-groups having
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multiple facets; this raises the question, might enhancement of complementary identity facets (within mindfulness, for
example) lead to improvements in mental health and wellbeing as richness of identities increases, in keeping with mal-
leable psychological representations? Fluidity of social identities also requires consideration in this regard, since some
interviewees in the present study exhibited inconsistency in social identification with mindfulness identities/ in-groups. It is
possible that less consistent/ most ambivalent responses had the least fixed/ most malleable identification, and therefore,
that a contingent of healthcare staff could stand to benefit from strategies that help them to resolve complexities around
how they feel about mindfulness, although this is speculation and would need to be explored in future research. Certainly,
a contingent of interviewees did not extend identification beyond that of a personal relationship with mindfulness, and
therefore, employers and trainers should acknowledge those participants for whom social identification played no explicit
role. Catch-all initiatives that assume degrees of social identification in all staff are likely to meet with resistance. Indeed,
several interviewees stressed the importance of not forcing mindfulness on staff for fear of putting them off, despite per-
sonally lauding the benefits of mindfulness practice. As found in the theme of Culture clash and specifically the subtheme
of Negative perceptions, being in a group of people that are not fully engaged could just as easily put off participants who
would otherwise be psychologically engaged.

Social identification and psychological engagement with mindfulness

There were Positive boosts to engagement from social identification with mindfulness. Interviewees reported feeling
Motivated by others, also reporting Belief reinforcement and Emotional support. These boosts mapped most closely onto
Banerjee and colleagues’ [27] operational definition of engagement in regard to the first domain, 1) motivation to assign
time, and fourth and fifth domains respectively, 4) believing in the potential benefits, and 5) being present to the therapeu-
tic relationship. Remarkably, positive boosts to engagement from social identification were broadly similar to group effects
found in prior studies that did not look specifically at social identification. In a meta-ethnography of studies by Malpass
and colleagues [30], for example, motivation from the MBSR/MBCT group was helpful for patients’ continued practice
when meeting challenges brought on by initial practice. Likewise, prior research emphasized the importance of “Belief in
the Programme” [56] for participants engaging with MBCT; contrastingly, interviewees in the present study emphasized
the importance of seeing results in others and the resonation of beliefs from discussion, i.e., that mindfulness helps, that
mindfulness is a good thing. Numerous studies also cited emotional support, though often by separating this theme into
its components, e.g., support from others, camaraderie, normalising, and the shared journey [57—-60]. As highlighted by
Banerjee and colleagues (28, p.1661), “The support of group and therapist has always emerged as a crucial theme in

the experience of participating in MBIs”; hence rediscovery of this, and previous boosts, was not unexpected. What is
unique in these instances is how social identification spoke to the mechanism of action for some aspects of psychological
engagement in some participants (but not all). These distinctions bear potential implications for employers and trainers
that may be seeking to optimise staff engagement with mindfulness.

Dissonance about current levels of engagement was also present. Consequently, it is important to stress that psy-
chological engagement was not all positive. A wider point of this explorative study was manifest uncertainty around how
much psychological engagement maps onto physical engagement, although views expressed in dissonance might help
to explain why. In short, some interviewees expressed positive attitudes to mindfulness that were not always reflected in
their practice, causing a minority of interviewees to feel negatively about disparity of beliefs and behaviours. Compara-
tively more interviewees saw links between social identification and psychological engagement even where they explicitly
stated that physical engagement levels were currently low. Hence, voice was given to the (uneasy) state of flux that exists
between psychological and physical engagement, and possibly, the sense of a tipping point in the change process cooc-
curring with positive views towards/ social identification with mindfulness. Such a finding is consistent with Prochaska
and DiClemente’s [48] transtheoretical model of behaviour change, and more recent models of health behaviour, such as
the Sussex Mindfulness Meditation Model (SuMMed) [61], which posits that establishing and maintaining a mindfulness
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practice is fraught with challenges characterised by stages that themselves represent a cognitive working through or
threshold/tipping point to the next stage, for example, in the need for increasing self efficacy and outcome expectancies in
order to move on. Certainly, it can be speculated that a loss of psychological engagement should lead to even less physi-
cal engagement with mindfulness practice. Conversely, more psychological engagement might dually serve to set the right
conditions for physical engagement with mindfulness, which can result in action, inaction, and even negative self-
schemas. At the same time, any optimisation sought from enhancing social identification could prove more complicated
than a linear dose-response relationship where more social identification equals more engagement.

Workplace identity and mindfulness identity

Cooccurring healthcare identities/ in-groups both complemented and clashed with mindfulness identities/ in-groups.
Themes of Optimisation, Aligning values and aspirations, and Culture clash revolved around the dual theme of
Connection and disconnection. Interestingly, this dual theme could be confused for a tautology, since for identities to
complement they need to connect and vice versa for clashing. What was striking about this theme, however, and what
lifted it above the level of description, was the degree of interrelation or compartmentalisation of identities rather than sim-
ply whether they worked well together or not. Given that multiple identification might predict resilience [54], and wellbeing,
and that improvements in mental health might stem from increases in group compatibility [55], positive mental links or the
absence of links between identities could mediate the success of any mindfulness-based initiatives that seek to enhance
wellbeing in the workplace. Interestingly too, there was tentative support for the “loss of psychological “footing™ previously
described by Haslam and colleagues [35] as participants adjust to new identities; one participant described how acqui-
sition of the mindfulness identity led to distancing from the NHS identity, or gradual relegation from this in-group to the
margins. However, more examples would be needed to confirm movement between identities over time.

It was expected that NHS and mindfulness identities might be defined by doing and being to varying degrees, and that
NHS and mindfulness identities could work in synergy. Banerjee and colleagues (28, p.1658) found that participants that
engaged with a mindfulness-based self-help intervention observed changes to their way of being, which in turn helped
their engagement with the intervention, giving rise to the theme, “Becoming more mindful”. Although a similar theme
was not produced in the present study of social identification, parallels were apparent in Optimisation, such that inter-
viewees elaborated on perceived benefits of normative behaviours associated with mindfulness identities, i.e., Practical
uses with patients/staff, as well as Deeper appreciation of self/practitioner. Analogous to the synergy of being mindful
and doing mindfulness practice, there was synergy of being mindful and doing healthcare work. Unexpectedly, however,
there was considerable polarity in attitudes towards compatibility, especially on the theme of Culture clash. Service-
level obstacles, Primacy of work, and/or negative Perception by others all got in the way of what could otherwise be a
synergistic relationship. Importantly, Tajfel and Turner [33] postulated that maintenance of identity depends on “favour-
able” comparisons but also distinctiveness from out-groups. Neither was evident here. Rather, there was evidence of
unfavourable comparisons/negative distinctiveness for mindfulness identities within the NHS, though indeed, there was
only minor evidence that mismatch led to disengagement from the unsatisfactory in-group or renewed efforts to increase
its positive distinctiveness.

Limitations

There are several limitations to the present study. First, findings are drawn from the broad body of data provided by
interviewees who signed up to the study as part of a convenience sample. While this was a pragmatic necessity of the
study owing to a relatively short timeframe, caution should be exercised when interpreting these findings as it is possible
that participants self-selected on several attributes, such as interest in mindfulness, positivity towards mindfulness, or
agreeableness to a transparent study of social identification. Second, interviewees’ retrospective reconstruction of experi-
ence in interviews could be unreliable, due to cognitive difficulties of memory recall. Third, based on the resulting number
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of interviewees per each profession/role that volunteered for this sub-study, considerably more interviewees would be
needed to draw transferable conclusions on differences existing between professional groups, particularly seniority levels
within these groups. Thematic saturation was the furthest from being reached for this element of the third research aim, or
rather, this aspect of the research had the least information power. Findings from this study should be taken at face value
— as interpreted meanings from the body of responses from a diverse sample of 20 healthcare staff. Only on this basis can
we propose some degree of transferability of these findings to wider bodies such as the NHS and potentially other health-
care systems.

Clinical implications and future research

Healthcare staff identified with mindfulness groups in diverse ways and to varying degrees, observing some positive
boosts for some but not all aspects of psychological engagement. Yet, there was no explicit link between higher psycho-
logical engagement and physical engagement with mindfulness practice. Future research should consider experimental
manipulation of identity facets for mindfulness (e.g., whether removing yoga from mindfulness decreases identification
and psychological engagement), thus exploring possible effects on mental health and wellbeing, but also whether strength
of social identification converts into improved physical engagement levels, in healthcare staff. In addition, experimental
manipulations might be employed to partial out effects from any unmeasured variables that could also be accounting for
psychological engagement, aside from social identification. Unmeasured variables might include self efficacy and outcome
expectancies, as per the previously specified SuMMed model, or simply positivity towards mindfulness in the absence

of social identification. Other factors could also be standing in the way of psychological engagement, including factors
relating to work in the NHS, such as work pressures/ intensity, stress and burnout levels. For now, NHS employers and
mindfulness trainers should consider deploying strategies that subtly enhance healthcare staff members’ sense of group-
ness or in-group, for example, when organising group training or granting access to interventions, perhaps via extended
reflective discussions, buddying up of employees, or media platforms that encourage peer support. Such strategies might
serve to capture that subgroup of participants for whom social identification is an important aspect of their psychological
engagement. At the same time, caution should be exercised, especially with catch-all initiatives, to avoid alienating health-
care staff when seeking to optimise mindfulness in healthcare. Connection between mindfulness and NHS identities could
be important for engagement with mindfulness in healthcare staff, but attitudes to connection may be polarised.

Supporting information

S1 File. Interview Schedule.
(DOCX)

Acknowledgments

Thank you to the stakeholder group for generously providing time and reviewing study materials. Your feedback was
greatly appreciated.

Author contributions
Conceptualization: Daniel Cullen.
Data curation: Daniel Cullen.
Formal analysis: Daniel Cullen.
Investigation: Daniel Cullen.

Methodology: Daniel Cullen.

PLOS One | https://doi.org/10.137 1/journal.pone.0331196  October 23, 2025 18721



http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0331196.s001

PLO\S\% One

Project administration: Daniel Cullen.

Supervision: Kate Cavanagh, Clara Strauss.

Writing — original draft: Daniel Cullen.

Writing — review & editing: Daniel Cullen, Kate Cavanagh, Clara Strauss.

References

1. Gupta N, Dhamija S, Patil J, Chaudhari B. Impact of COVID-19 pandemic on healthcare workers. Ind Psychiatry J. 2021;30(Suppl 1):S282—-4.
https://doi.org/10.4103/0972-6748.328830 PMID: 34908710

2. Kapil V, Collett G, Godec T, Gupta J, Maniero C, Ng SM, et al. Longitudinal comparisons of mental health, burnout and well-being in patient-facing,
non-patient-facing healthcare professionals and non-healthcare professionals during the COVID-19 pandemic: findings from the CoPE-HCP study.
BJPsych Open. 2022;8(5):e173. https://doi.org/10.1192/bjo.2022.579 PMID: 36164721

3. Macaron MM, Segun-Omosehin OA, Matar RH, Beran A, Nakanishi H, Than CA, et al. A systematic review and meta analysis on burnout in physi-
cians during the COVID-19 pandemic: A hidden healthcare crisis. Front Psychiatry. 2023;13:1071397. https://doi.org/10.3389/fpsyt.2022.1071397
PMID: 36713915
Perkbox. The 2018 UK workplace stress survey. 2018.

5. Lamb D, Gafoor R, Scott H, Carr E, Stevelink SAM, Raine R, et al. Mental health of healthcare workers in England during the COVID-19 pandemic:
a longitudinal cohort study. medRxiv. 2022;2022.06.16.22276479. https://doi.org/10.1101/2022.06.16.22276479

6. Gilleen J, Santaolalla A, Valdearenas L, Salice C, Fusté M. Impact of the COVID-19 pandemic on the mental health and well-being of UK health-
care workers. BJPsych Open. 2021;7(3):e88. https://doi.org/10.1192/bjo.2021.42 PMID: 33910674

7. Lamb D, Gnanapragasam S, Greenberg N, Bhundia R, Carr E, Hotopf M, et al. Psychosocial impact of the COVID-19 pandemic on 4378 UK
healthcare workers and ancillary staff: initial baseline data from a cohort study collected during the first wave of the pandemic. Occup Environ Med.
2021;78(11):801-8. https://doi.org/10.1136/0emed-2020-107276 PMID: 34183447

8. BMA. COVID-19: Impact of the pandemic on healthcare delivery. 2022. Available from: https://www.bma.org.uk/advice-and-support/covid-19/what-
the-bma-is-doing/covid-19-impact-of-the-pandemic-on-healthcare-delivery. Accessed 2023 April 8.

9. UK Parliament. Clearing the backlog caused by the pandemic - Health and Social Care Committee. 2022. Available from: https://publications.parlia-
ment.uk/pa/cm5802/cmselect/cmhealth/599/report.html

10. General Medical Council. The state of medical education and practice in the UK 2021. 2021. Available from: https://www.gmc-uk.org/-/media/docu-
ments/somep-2021-full-report_pdf-88509460.pdf?la=en&hash=058EBC55D983925E454F 144AB74DEE6495ED7C98

11. Palmer B, Rolewicz L. Nuffield Trust. The long goodbye? Exploring rates of staff leaving the NHS and social care. 2022.Available from: https://
www.nuffieldtrust.org.uk/resource/the-long-goodbye-exploring-rates-of-staff-leaving-the-nhs-and-social-care

12. Royal College of Nursing. Employment Survey 2021. Royal College of Nursing. 2021. Available from: https://www.rcn.org.uk/
professional-development/publications/Employment-Survey-2021-uk-pub-010-075

13. NHS Digital. NHS sickness absence rates, November 2022 [Delayed from 30/03/23]. 2023. Available from: https://digital.nhs.uk/
data-and-information/publications/statistical/nhs-sickness-absence-rates/november-2022

14. Kabat-Zinn J. Full Catastrophe Living: How to Cope with Stress, Pain and lliness Using Mindfulness Meditation. Revised ed. Piatkus. 2013.

15. Gu J, Strauss C, Bond R, Cavanagh K. How do mindfulness-based cognitive therapy and mindfulness-based stress reduction improve mental
health and wellbeing? A systematic review and meta-analysis of mediation studies. Clin Psychol Rev. 2015;37:1-12. https://doi.org/10.1016/].
cpr.2015.01.006 PMID: 25689576

16. Kabat-Zinn J. Mindfulness-based interventions in context: Past, present, and future. Clinical Psychology: Science and Practice. 2003;10(2):144-56.
https://doi.org/10.1093/clipsy.bpg016

17. Segal Z, Teasdale J, Williams M. Mindfulness-Based Cognitive Therapy for Depression. New York: Guilford Press. 2002.

18. Crane RS, Brewer J, Feldman C, Kabat-Zinn J, Santorelli S, Williams JMG, et al. What defines mindfulness-based programs? The warp and the
weft. Psychol Med. 2017;47(6):990-9. https://doi.org/10.1017/S0033291716003317 PMID: 28031068

19. Galante J, Friedrich C, Collaboration of Mindfulness Trials (CoMinT) 3, Dalgleish T, Jones PB, White IR, et al. Individual participant data systematic
review and meta-analysis of randomised controlled trials assessing adult mindfulness-based programmes for mental health promotion in non-
clinical settings. Nat Ment Health. 2023;1(7):462—76. https://doi.org/10.1038/s44220-023-00081-5 PMID: 37867573

20. Goldberg SB, Riordan KM, Sun S, Davidson RJ. The empirical status of mindfulness-based interventions: a systematic review of 44 meta-analyses
of randomized controlled trials. Perspect Psychol Sci. 2022;17(1):108-30. https://doi.org/10.1177/1745691620968771 PMID: 33593124

21. Burton A, Burgess C, Dean S, Koutsopoulou GZ, Hugh-Jones S. How effective are mindfulness-based interventions for reducing stress among

healthcare professionals? a systematic review and meta-analysis. Stress Health. 2017;33(1):3-13. https://doi.org/10.1002/smi.2673 PMID:
26916333

PLOS One | https://doi.org/10.1371/journal.pone.0331196  October 23, 2025 19/21



https://doi.org/10.4103/0972-6748.328830
http://www.ncbi.nlm.nih.gov/pubmed/34908710
https://doi.org/10.1192/bjo.2022.579
http://www.ncbi.nlm.nih.gov/pubmed/36164721
https://doi.org/10.3389/fpsyt.2022.1071397
http://www.ncbi.nlm.nih.gov/pubmed/36713915
https://doi.org/10.1101/2022.06.16.22276479
https://doi.org/10.1192/bjo.2021.42
http://www.ncbi.nlm.nih.gov/pubmed/33910674
https://doi.org/10.1136/oemed-2020-107276
http://www.ncbi.nlm.nih.gov/pubmed/34183447
https://www.bma.org.uk/advice-and-support/covid-19/what-the-bma-is-doing/covid-19-impact-of-the-pandemic-on-healthcare-delivery
https://www.bma.org.uk/advice-and-support/covid-19/what-the-bma-is-doing/covid-19-impact-of-the-pandemic-on-healthcare-delivery
https://publications.parliament.uk/pa/cm5802/cmselect/cmhealth/599/report.html
https://publications.parliament.uk/pa/cm5802/cmselect/cmhealth/599/report.html
https://www.gmc-uk.org/-/media/documents/somep-2021-full-report_pdf-88509460.pdf?la=en&hash=058EBC55D983925E454F144AB74DEE6495ED7C98
https://www.gmc-uk.org/-/media/documents/somep-2021-full-report_pdf-88509460.pdf?la=en&hash=058EBC55D983925E454F144AB74DEE6495ED7C98
https://www.nuffieldtrust.org.uk/resource/the-long-goodbye-exploring-rates-of-staff-leaving-the-nhs-and-social-care
https://www.nuffieldtrust.org.uk/resource/the-long-goodbye-exploring-rates-of-staff-leaving-the-nhs-and-social-care
https://www.rcn.org.uk/professional-development/publications/Employment-Survey-2021-uk-pub-010-075
https://www.rcn.org.uk/professional-development/publications/Employment-Survey-2021-uk-pub-010-075
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates/november-2022
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates/november-2022
https://doi.org/10.1016/j.cpr.2015.01.006
https://doi.org/10.1016/j.cpr.2015.01.006
http://www.ncbi.nlm.nih.gov/pubmed/25689576
https://doi.org/10.1093/clipsy.bpg016
https://doi.org/10.1017/S0033291716003317
http://www.ncbi.nlm.nih.gov/pubmed/28031068
https://doi.org/10.1038/s44220-023-00081-5
http://www.ncbi.nlm.nih.gov/pubmed/37867573
https://doi.org/10.1177/1745691620968771
http://www.ncbi.nlm.nih.gov/pubmed/33593124
https://doi.org/10.1002/smi.2673
http://www.ncbi.nlm.nih.gov/pubmed/26916333

PLO\S\% One

22. Lomas T, Medina JC, Ivtzan |, Rupprecht S, Eiroa-Orosa FJ. A systematic review and meta-analysis of the impact of mindfulness-based interven-
tions on the well-being of healthcare professionals. Mindfulness. 2019;10(7):1193-216. https://doi.org/10.1007/s12671-018-1062-5

23. Spinelli C, Wisener M, Khoury B. Mindfulness training for healthcare professionals and trainees: A meta-analysis of randomized controlled trials. J
Psychosom Res. 2019;120:29-38. https://doi.org/10.1016/j.jpsychores.2019.03.003 PMID: 30929705

24. Taylor H, Cavanagh K, Field AP, Strauss C. Health Care Workers’ Need for Headspace: Findings From a Multisite Definitive Random-
ized Controlled Trial of an Unguided Digital Mindfulness-Based Self-help App to Reduce Healthcare Worker Stress. JMIR Mhealth Uhealth.
2022;10(8):e31744. https://doi.org/10.2196/31744 PMID: 36006668

25. NICE. Mental wellbeing at work. 2022. Available from: https://www.nice.org.uk/guidance/ng212/resources/
mental-wellbeing-at-work-pdf-66143771841733

26. Creswell JD. Mindfulness Interventions. Annu Rev Psychol. 2017;68(1):491-516. https://doi.org/10.1146/annurev-psych-042716-051139

27. Banerjee M, Cavanagh K, Strauss C. Barriers to mindfulness: a path analytic model exploring the role of rumination and worry in predicting

psychological and physical engagement in an online mindfulness-based intervention. Mindfulness. 2018;9(3):980-92. https://doi.org/10.1007/
$12671-018-0850-0

28. Banerjee M, Cavanagh K, Strauss C. A qualitative study with healthcare staff exploring the facilitators and barriers to engaging in a self-help
mindfulness-based intervention. Mindfulness. 2017;8(6):1653-64. https://doi.org/10.1007/s12671-017-0750-0

29. Mackenzie MJ, Carlson LE, Munoz M, Speca M. A qualitative study of self-perceived effects of mindfulness-based stress reduction (VBSR) in a
psychosocial oncology setting. Stress and Health. 2006;23(1):59—-69. https://doi.org/10.1002/smi.1120

30. Malpass A, Carel H, Ridd M, Shaw A, Kessler D, Sharp D, et al. Transforming the perceptual situation: a meta-ethnography of qualitative work
reporting patients’ experiences of mindfulness-based approaches. Mindfulness. 2011;3(1):60-75. https://doi.org/10.1007/s12671-011-0081-2

31. Wyatt C, Harper B, Weatherhead S. The experience of group mindfulness-based interventions for individuals with mental health difficulties: a
meta-synthesis. Psychother Res. 2014;24(2):214-28. https://doi.org/10.1080/10503307.2013.864788 PMID: 24313300

32. Byron G, Ziedonis DM, McGrath C, Frazier JA, deTorrijos F, Fulwiler C. Implementation of Mindfulness Training for Mental Health Staff: Organiza-
tional Context and Stakeholder Perspectives. Mindfulness (N Y). 2015;6(4):861-72. https://doi.org/10.1007/s12671-014-0330-2 PMID: 26500708

33. Tajfel H, Turner J. An integrative theory of intergroup conflict. ALNAP. 1979. Available from: https://alnap.org/help-library/resources/
an-integrative-theory-of-intergroup-conflict/

34. Postmes T, Haslam SA, Jans L. A single-item measure of social identification: reliability, validity, and utility. Br J Soc Psychol. 2013;52(4):597-617.
https://doi.org/10.1111/bjs0.12006 PMID: 23121468

35. Haslam SA, Jetten J, Postmes T, Haslam C. Social Identity, Health and Well-Being: An Emerging Agenda for Applied Psychology. Appl Psychol.
2008;58(1):1-23. https://doi.org/10.1111/j.1464-0597.2008.00379.x

36. Turner JC. Social Influence. Open University Press. 1991.

37. Falomir-Pichastor JM, Toscani L, Despointes SH. Determinants of flu vaccination among nurses: the effects of group identification and professional
responsibility. Appl Psychol. 2008;58(1):42—58. https://doi.org/10.1111/j.1464-0597.2008.00381.x

38. Ando H, Cousins R, Young C. Achieving Saturation in Thematic Analysis: Development and Refinement of a Codebook. Comprehensive Psychol.
2014;3:03.CP.3.4. https://doi.org/10.2466/03.cp.3.4

39. Guest G, Bunce A, Johnson L. How many interviews are enough?: An experiment with data saturation and variability. Field Methods.
2006;18(1):59-82. https://doi.org/10.1177/1525822X05279903

40. Vasileiou K, Barnett J, Thorpe S, Young T. Characterising and justifying sample size sufficiency in interview-based studies: systematic analysis
of qualitative health research over a 15-year period. BMC Med Res Methodol. 2018;18(1):148. https://doi.org/10.1186/s12874-018-0594-7 PMID:
30463515

41. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview studies: guided by information power. Qual Health Res.
2016;26(13):1753-60. https://doi.org/10.1177/1049732315617444

42. NHS England. Explore roles. Available from: https://www.healthcareers.nhs.uk/explore-roles/explore-roles. Accessed 2023 May 12.

43. NHS workforce. 2023. Available from: https://www.ethnicity-facts-figures.service.gov.uk/workforce-and-business/workforce-diversity/nhs-workforce/
latest#by-ethnicity. Accessed 2023 October 3.

44. NHS England. NHS celebrates the vital role hundreds of thousands of women have played in the pandemic. 2021. Available from: https://www.
england.nhs.uk/2021/03/nhs-celebrates-the-vital-role-hundreds-of-thousands-of-women-have-played-in-the-pandemic/. Accessed 2023 October 4.

45. The King’s Fund. Young people are the future: how can recruiters encourage more of them to join the NHS workforce?. 2022. Available from:
https://www.kingsfund.org.uk/blog/2022/02/young-people-how-can-recruiters-encourage-more-join-nhs. Accessed 2023 October 4.

46. Awotona T. Calendly. 2022. Available from: https://calendly.com
47. Zoom Video Communications. Zoom. 2022. Available from: https://zoom.us

48. Prochaska JO, DiClemente CC. Toward a comprehensive model of change. In: Miller WR, Heather N, editors. Treating addictive behaviors. New
York: Plenum. 1986.

49. BraunV, Clarke V. Thematic Analysis: A Practical Guide. London: SAGE. 2022.

PLOS One | https://doi.org/10.1371/journal.pone.0331196  October 23, 2025 20/ 21



https://doi.org/10.1007/s12671-018-1062-5
https://doi.org/10.1016/j.jpsychores.2019.03.003
http://www.ncbi.nlm.nih.gov/pubmed/30929705
https://doi.org/10.2196/31744
http://www.ncbi.nlm.nih.gov/pubmed/36006668
https://www.nice.org.uk/guidance/ng212/resources/mental-wellbeing-at-work-pdf-66143771841733
https://www.nice.org.uk/guidance/ng212/resources/mental-wellbeing-at-work-pdf-66143771841733
https://doi.org/10.1146/annurev-psych-042716-051139
https://doi.org/10.1007/s12671-018-0850-0
https://doi.org/10.1007/s12671-018-0850-0
https://doi.org/10.1007/s12671-017-0750-0
https://doi.org/10.1002/smi.1120
https://doi.org/10.1007/s12671-011-0081-2
https://doi.org/10.1080/10503307.2013.864788
http://www.ncbi.nlm.nih.gov/pubmed/24313300
https://doi.org/10.1007/s12671-014-0330-2
http://www.ncbi.nlm.nih.gov/pubmed/26500708
https://alnap.org/help-library/resources/an-integrative-theory-of-intergroup-conflict/
https://alnap.org/help-library/resources/an-integrative-theory-of-intergroup-conflict/
https://doi.org/10.1111/bjso.12006
http://www.ncbi.nlm.nih.gov/pubmed/23121468
https://doi.org/10.1111/j.1464-0597.2008.00379.x
https://doi.org/10.1111/j.1464-0597.2008.00381.x
https://doi.org/10.2466/03.cp.3.4
https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1186/s12874-018-0594-7
http://www.ncbi.nlm.nih.gov/pubmed/30463515
https://doi.org/10.1177/1049732315617444
https://www.healthcareers.nhs.uk/explore-roles/explore-roles
https://www.ethnicity-facts-figures.service.gov.uk/workforce-and-business/workforce-diversity/nhs-workforce/latest#by-ethnicity
https://www.ethnicity-facts-figures.service.gov.uk/workforce-and-business/workforce-diversity/nhs-workforce/latest#by-ethnicity
https://www.england.nhs.uk/2021/03/nhs-celebrates-the-vital-role-hundreds-of-thousands-of-women-have-played-in-the-pandemic/
https://www.england.nhs.uk/2021/03/nhs-celebrates-the-vital-role-hundreds-of-thousands-of-women-have-played-in-the-pandemic/
https://www.kingsfund.org.uk/blog/2022/02/young-people-how-can-recruiters-encourage-more-join-nhs
https://calendly.com
https://zoom.us

PLO\S\% One

50.
51.

52.
53.
54.

55.

56.

57.

58.

59.

60.

61.

QSR International Pty Ltd. NVivo. 2022. Available from: https://www.gsrinternational.com/nvivo-qualitative-data-analysis-software/home

Fletcher AJ. Applying critical realism in qualitative research: methodology meets method. Int J Social Research Methodol. 2016;20(2):181-94.
https://doi.org/10.1080/13645579.2016.1144401

Tufford L, Newman P. Bracketing in qualitative research. Qualitative Social Work. 2012;11(1):80-96. https://doi.org/10.1177/1473325010368316
Turner JC, Reynolds KJ. Self-categorization theory. Handbook of Theories of Social Psychology: Volume 2. SAGE Publications Ltd. 2012.

Jones M, Jetten J. Recovering from strain and enduring pain: multiple group memberships promote resilience in the face of physical challenges.
Social Psychological and Personality Science. 2011;2(3):239—44. https://doi.org/10.1177/1948550610386806

Cruwys T, Steffens NK, Haslam SA, Haslam C, Jetten J, Dingle GA. Social identity mapping: a procedure for visual representation and assessment
of subjective multiple group memberships. Br J Soc Psychol. 2016;55(4):613—42. https://doi.org/10.1111/bjso.12155 PMID: 27578549

Moore KM, Martin ME. Using MBCT in a chronic pain setting: a qualitative analysis of participants’ experiences. Mindfulness. 2015;6(5):1129-36.
https://doi.org/10.1007/s12671-014-0363-6

Birtwell K, Williams K, van Marwijk H, Armitage CJ, Sheffield D. An Exploration of Formal and Informal Mindfulness Practice and Associations with
Wellbeing. Mindfulness (N Y). 2019;10(1):89-99. https://doi.org/10.1007/s12671-018-0951-y PMID: 30662573

Chambers SK, Foley E, Galt E, Ferguson M, Clutton S. Mindfulness groups for men with advanced prostate cancer: a pilot study to assess feasibil-
ity and effectiveness and the role of peer support. Support Care Cancer. 2012;20(6):1183-92. https://doi.org/10.1007/s00520-011-1195-8

Cormack D, Jones FW, Maltby M. A “Collective Effort to Make Yourself Feel Better”: the group process in mindfulness-based interventions. Qual
Health Res. 2018;28(1):3—15. https://doi.org/10.1177/1049732317733448

Griffiths K, Camic PM, Hutton JM. Participant experiences of a mindfulness-based cognitive therapy group for cardiac rehabilitation. J Health Psy-
chol. 2009;14(5):675-81. https://doi.org/10.1177/1359105309104911 PMID: 19515682

Miles E, Matcham F, Strauss C, Cavanagh K. Making mindfulness meditation a healthy habit. Mindfulness. 2023;14(12):2988-3005. https://doi.
org/10.1007/s12671-023-02258-6

PLOS One | https://doi.org/10.1371/journal.pone.0331196  October 23, 2025 21/21



https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://doi.org/10.1080/13645579.2016.1144401
https://doi.org/10.1177/1473325010368316
https://doi.org/10.1177/1948550610386806
https://doi.org/10.1111/bjso.12155
http://www.ncbi.nlm.nih.gov/pubmed/27578549
https://doi.org/10.1007/s12671-014-0363-6
https://doi.org/10.1007/s12671-018-0951-y
http://www.ncbi.nlm.nih.gov/pubmed/30662573
https://doi.org/10.1007/s00520-011-1195-8
https://doi.org/10.1177/1049732317733448
https://doi.org/10.1177/1359105309104911
http://www.ncbi.nlm.nih.gov/pubmed/19515682
https://doi.org/10.1007/s12671-023-02258-6
https://doi.org/10.1007/s12671-023-02258-6

