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Abstract 

Background: Student well-being is poor (Thorley, 2017). Universities are unable to 

meet the rising demand for well-being support (Hughes & Spanner, 2019), 

highlighting a need for effective new resources. Despite extensive literature on well-

being interventions, students’ engagement with support remains unexplored. The 

development of new interventions requires theory, existing evidence and users’ 

perspectives (MRC, 2019). The Person-Based Approach to intervention design 

(Yardley, Morrison et al., 2015) centralises users’ experience to create most 

acceptable and effective resources. 

Aim: To inform the development of interventions improving student well-being. 

This was achieved by exploring students’ experience of engagement with well-being 

support, identifying their well-being needs and forming guiding principles for future 

intervention design. 

Methods: A mixed-method study combined an online survey (N = 52) with three 

focus groups (N = 14). Survey data were analysed descriptively, and qualitative 

contributions were analysed following the principles of reflexive thematic analysis 

(Braun & Clarke, 2019). 

Results: Four key student priorities for well-being resources were identified – Ease 

of access, Inclusive and preventative approach, Sense of community and a safe 

space, and Applying skills to real-life contexts. Survey results concurred with these 

priorities. The findings were translated into actionable guiding principles for 

intervention design through consultations with stakeholders. 

Conclusions: The study contributes to the limited literature on why and how 

students engage with well-being support at university. Results in form of concrete 

recommendations will inform the design of future interventions, leading to more 

acceptable and efficient student well-being resources. 

Keywords: well-being, university students, intervention development, Person-Based 

Approach 

  



 iv 

Acknowledgements 

 

The author thanks Dr Ben Ainsworth for his excellent supervision and 

continuous encouragement. She thanks everyone at the Bath Centre for Mindfulness 

and Compassion for an engaging placement environment and the abundance of 

learning opportunities. She extends her thanks to Dr Elizabeth Marks and Dr Melissa 

Atkinson for their expert contributions to the project. Further thanks go to Mr 

Anthony Payne and Mr Andrew Ayers from the Student Services for their input and 

receptiveness to the project’s findings. Thanks to Dr Nicola Taylor from Bristol 

Medical School for providing a unique stakeholder perspective. Finally, the author 

thanks those closest to her – family, HPC and EAH – for their endless support. 

  



 v 

Declaration of Contributions 

 

Present work explored student priorities for engagement with well-being support. 

The initial idea was contributed by Dr Melissa Atkinson, Dr Elizabeth Marks, Dr 

Ben Ainsworth and myself. Dr Ainsworth, Dr Atkinson and Dr Marks provided 

feedback on study design, materials and initial results. Dr Ainsworth further 

contributed guidance on data collection, interpretation and formation of guiding 

principles, as well as providing feedback on two draft sections of the report. The 

Student Services and the Department of Psychology helped with recruitment. 

Stakeholders (Dr Atkinson, Dr Marks, Mr Anthony Payne, Mr Andrew Ayers and Dr 

Nicola Taylor) aided the translation of findings from results to guiding principles. 

 

My contributions included conceiving of the study, finalising the research aims, 

designing the online survey and focus group schedule and gaining ethical approval. I 

was also responsible for organising and conducting the focus groups, data analysis 

and interpretation, and drafting the guiding principles. 

 

The final written dissertation submitted here is my work. 

 

 

 

 

 

 

Signatures: 

 

  Maša Remškar    Dr Ben Ainsworth 

  Student    Placement/Academic Supervisor 



 vi 

Table of Contents 

Abstract ....................................................................................................................... iii 
Acknowledgements ..................................................................................................... iv 
Declaration of Contributions ....................................................................................... v 
1. Introduction .......................................................................................................... 1 

1.1. Overview ...................................................................................................... 1 
1.2. Student Well-being ...................................................................................... 1 

1.2.1. Universities’ approach to student welfare ........................................... 3 
1.3. Existing Student Well-being Interventions .................................................. 4 

1.3.1. Theoretical basis of current interventions ............................................ 6 
1.4. Health Intervention Development ................................................................ 6 

1.4.1. Person-Based Approach (PBA) ........................................................... 7 
1.5. Present Research .......................................................................................... 8 

1.5.1. Research aims and objectives .............................................................. 8 
2. Method ................................................................................................................. 9 

2.1. Design .......................................................................................................... 9 
2.1.1. Methodology rationale ......................................................................... 9 
2.1.2. Ontological and epistemological position .......................................... 10 

2.2. Participants ................................................................................................ 10 
2.2.1. Inclusion criteria and sample size ...................................................... 10 
2.2.2. Recruitment ........................................................................................ 11 

2.3. Procedure ................................................................................................... 11 
2.4. Materials and Measures ............................................................................. 12 

2.4.1. Survey ................................................................................................ 12 
2.4.2. Focus group schedule ........................................................................ 13 

2.5. Data Analysis ............................................................................................. 14 
2.5.1. Survey: Descriptive analysis .............................................................. 14 
2.5.2. Focus groups: Reflexive TA .............................................................. 14 

2.6. Ethical Considerations ............................................................................... 16 
3. Results ................................................................................................................ 17 

3.1. Participant characteristics .......................................................................... 17 
3.1.1. Demographics .................................................................................... 17 
3.1.2. Well-being ......................................................................................... 18 

3.2. Summary of Qualitative Findings .............................................................. 18 
3.3. Theme 1: Ease of Access ........................................................................... 19 
3.4. Theme 2: Inclusive and Preventative Approach ........................................ 22 



 vii 

3.5. Theme 3: Sense of Community and a Safe Space ..................................... 24 
3.6. Theme 4: Applying Skills to Real-life Contexts ........................................ 27 
3.7. Online Survey: Resource Preferences ........................................................ 29 
3.8. PBA: Guiding Principles for Student Well-being Interventions ............... 31 

4. Discussion .......................................................................................................... 33 
4.1. Cross-Theme Interpretation ....................................................................... 33 

4.1.1. Student priorities and subjective appraisal ........................................ 33 
4.1.2. Normative influence on engagement with well-being support .......... 34 
4.1.3. Mindfulness-based skills in real-life contexts ................................... 34 

4.2. Context of Present Findings: COVID-19 Pandemic .................................. 35 
4.3. Strengths, Limitations and Future Directions ............................................ 36 
4.4. Implications for Policy and Practice .......................................................... 37 
4.5. Reflexive Analysis ..................................................................................... 38 
4.6. Conclusion ................................................................................................. 38 

References .................................................................................................................. 40 
Appendix A1: Survey Recruitment Material ............................................................. 51 
Appendix A2: Focus Group Recruitment Material .................................................... 52 
Appendix B1: Survey Information and Consent ........................................................ 53 
Appendix B2:  Survey Content .................................................................................. 56 
Appendix B3: Survey Debrief ................................................................................... 61 
Appendix C1: Focus Group Information and Consent .............................................. 62 
Appendix C2: Focus Group Schedule ....................................................................... 64 
Appendix C3: Focus Group Debrief .......................................................................... 66 
Appendix D: Coding Extract from NVivo 12 ............................................................ 67 
Appendix E: Ethical Approval ................................................................................... 68 
Appendix F: Factors Influencing Well-being ............................................................ 69 

 

 

  



 1 

1. Introduction 

 

 

1.1.  Overview 

Well-being is a keyword of the World Health Organisation’s (WHO; 1946) 

definition of health: “a state of complete physical, mental and social well-being, and 

not merely the absence of disease or infirmity”. While lacking a uniform definition, 

general consensus associates the term with a positive mental and physical state, 

subjective feelings of life satisfaction and fulfilment, and, in broader definitions, 

positive economic and domain-specific outcomes (Center for Disease Control and 

Prevention [CDC], 2018). Well-being is broader than (and distinct from) mental 

health (Hughes & Spanner, 2019), despite the two often being conflated or used 

interchangeably (Barkham et al., 2019). Present work adheres to this distinction. 

The first chapter makes a case for the necessity of exploring university students’ 

priorities when engaging with well-being support. This is imperative for the 

development of optimally effective future interventions. The chapter explores the 

downward trend of well-being in students (Hewitt, 2019). It reviews the theoretical 

grounds for and effects of existing student well-being interventions. It introduces 

best practice approaches to intervention design in health psychology and states the 

present project’s research aims and objectives.  

 

1.2. Student Well-being 

British universities hosted over 2.3 million students in the year 2018/19 (Higher 

Education Statistics Agency [HESA], 2020). An unprecedented proportion 

experienced mental health issues; According to a report by the Institute for Public 

Policy Research (Thorley, 2017), one in five students now report struggling with 

mental health – a five-fold increase over the past decade alone. The group’s well-

being also shows a declining trend (Neves & Hillman, 2017), in addition to 

university students already reporting poorer well-being than the general population 

(Insight Network & Dig-In, 2020). These worrying trends have prompted calls 

across institutions and regulators to address the cause (e.g. House of Commons, 

2020; Neves & Hillman, 2016; Office for Students [OfS], 2019; Universities UK 

[UUK], 2015; 2018). 
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However, critics warn of taking the statistics and emotive narrative at face value. 

Terminology relating to mental health is used inconsistently and is often conflated in 

academic and everyday circles (Hughes & Spanner, 2019). This lack of clarity risks 

pathologizing normal experience, effectively diluting the clinical terms and 

potentially inflating the numbers in, predominantly self-reported, prevalence studies 

(Barkham et al., 2019).  

Still, students face a unique combination of difficulties, which may explain their 

vulnerability to poor well-being. The population is predominantly aged 18-24 

(HESA, 2020), subjecting them to the many challenges of young adulthood. These 

include concerns relating to identity, the transition to adulthood and social 

comparison (Neves & Hillman, 2016). On top of this, university students experience 

additional environment-specific stressors: academic, social and financial pressures, 

increased responsibility and independence, and worries regarding future job 

prospects (National Union of Students [NUS], 2013; Thorley, 2017; YouGov, 2016). 

Finally, certain demographic groups—notably BAME and LGBTQ+ students, those 

with disabilities and those from less privileged backgrounds—can encounter further 

hardships, such as discrimination and lack of representation (OfS, 2019). Altogether, 

this intersection of challenges and their relatively sudden onset can feel 

overwhelming for students, resulting in detriments to well-being (illustrated by 

public pleas such as Guardian, 2019a).  

Poor welfare is consistently associated with negative outcomes. Affected 

students often underperform or fail academically (Vaez & Laflamme, 2008), or even 

drop out of university altogether (Thorley, 2017). This carries long-term implications 

for their achievement, careers and life outcomes (Royal College of Psychiatrists 

[RCP], 2011). Moreover, students’ compromised university experience due to 

psychological distress can damage the reputation of higher education institutions 

(HEIs), in turn resulting in lower admission rates and lesser contribution to the 

national economy (House of Commons, 2020). Of course, the ultimate cost of mental 

health issues is the human cost – despite being lower than that of the general 

population, the student suicide rate is, alarmingly, at an all-time high (Office for 

National Statistics [ONS], 2018).  
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1.2.1. Universities’ approach to student welfare 

Most institutions provide student well-being support through dedicated welfare 

teams, such as University of Bath’s Student Services (UoB SS). Virtually all HEIs 

are now experiencing an increased demand for well-being services, with 61% 

reporting a spike of over a quarter within the past five years alone (Thorley, 2017). 

The University of Bath is one of them (UoB SS, 2020). The present system of 

support—often facing top-down constraints, such as insufficient funding (UUK, 

2018)—is struggling to meet these rising demands, leading to routinely long waiting 

times before students can access help (Gallagher, 2014; Guardian, 2019b).  

Undeniably, this increased need for well-being services is partly due to 

universities accepting more students in the first place (ONS, 2016). An additional 

factor for rising demand could be the sector’s (noble) widening participation efforts, 

such as encouraging students with no family history of tertiary education to attend 

university (Moore et al., 2013). As a result, more students than ever now come from 

economically less privileged backgrounds that are associated with poorer well-being 

independent of university attendance (Bøe et al., 2014).  

Sceptics, however, warn of the effects of ‘therapeutic education’ (Ecclestone & 

Hayes, 2019). This refers to a recent shift in perceptions of HEIs from strictly 

academic environments to those of nurturing, developing and thriving (evident in a 

recent UUK [2020] publication, for example). The resulting over-emphasis on well-

being again risks pathologizing everyday discomfort, which can discourage students 

from attempting to overcome struggles independently (Ecclestone, 2004; Ecclestone 

& Hayes, 2009), instead turning to professional help. Alternatively, increased 

reporting and help-seeking could reflect the erosion of harmful stigma surrounding 

mental health instead of a worsening situation (Cheng et al., 2018). At most, though, 

data suggest a combination of increased visibility as well as prevalence of mental 

health issues at HEIs (Thorley, 2017; Sivertsen et al., 2019). 

Notwithstanding the reasons, lack of support pertains. Failing to address the root 

causes of poor well-being or equip students with efficient coping strategies can 

exacerbate their conditions (Biasi et al., 2017), thus fuelling a downward spiral of 

student mental health. In order to break this pattern, UUK (2015, 2018, 2020) are 

urging HEIs to make student welfare a strategic priority, emphasising early treatment 

and prevention. 
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1.3. Existing Student Well-being Interventions 

At present, several approaches to increasing student well-being are supported by 

evidence. A recent review of reviews produced by an independent thinktank 

synthesised most evidence to date; it concluded that psychological interventions – 

such as Cognitive Behavioural Therapy (CBT) – and mindfulness-based 

interventions (MBIs.) are consistent in improving the well-being and mental health 

of students in tertiary education (What Works Centre for Well-being, 2020). This 

conclusion was based on 24 reviews of over 600 primary trials in total, suggesting 

reliable findings.  

Furthermore, a systematic review and meta-analysis of 51 methodologically 

robust randomised controlled trials found that CBT interventions can reduce 

students’ depression and anxiety symptoms with moderate effect sizes (Hedge’s g = 

-.60 and -.48, respectively; Huang et al., 2018). Importantly, though, this review only 

compared interventions to inactive control groups, which likely masked any placebo 

effects. Another meta-analytic review, which synthesised the effects of yoga and 

MBIs on mood disorder symptoms in students (Breedvelt et al., 2019), found the 

effect sizes reduced from moderate to small when comparing interventions to 

inactive vs. active control groups, respectively. This suggests that, while MBIs and 

CBTs are promising in improving students’ mental health, the presence of any 

intervention may play a role in its effects. 

Individual characteristics (e.g., age, gender, ethnicity) may affect how effective 

certain interventions are (What Works, 2020), yet current evidence lacks the 

necessary depth of analysis. One meta-analysis attempted to separate effects by 

participant characteristic subgroups. It found that primary trials often did not provide 

sufficient information nor sample sizes allowing for participant characteristics sub-

analyses (Winzer et al., 2018). The review did, however, determine that effects of 

CBT-based interventions and MBIs on student well-being were sustained at follow-

ups of up to 18 months and 12 months, respectively – regardless of the control group 

type. Moreover, and with regards to MBIs in particular, evidence suggests that the 

observed benefits may extend beyond the improvement of well-being itself. A recent 

preliminary trial found that an 8-week mindfulness course improved students’ sense 

of meaning and improved university retention rates (Wingert et al., 2020), which led 

to better academic achievement. While preliminary studies do not hold the weight of 

full-scale randomised controlled trials, the findings are promising. 
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In contrast, other types of student well-being interventions are less supported in 

the literature. There is some evidence indicating that recreational approaches, such as 

peer support groups, exercise and animal therapy show promise in improving well-

being (e.g., Fenton et al., 2018; Huang et al. 2018).  However, research into their 

effects suffers from incomparable findings due to the lack of standardised procedures 

within the same intervention type, preventing firm conclusions at present (What 

Works, 2020). 

Psycho-educational interventions for student well-being also have a limited 

evidence base, including contradicting and poor-quality evidence. A meta-analysis 

by Winzer and colleagues (2018) compared this type to CBT and MBIs and 

concluded that its effects were small(er) to begin with and not maintained at any 

follow-up periods. Similarly, a review by Conley and colleagues (2015) concluded 

that, while educational interventions resulted in small significant improvements for 

anxiety symptoms, this was not observed for depression and emotional well-being. 

In addition, education-only interventions were found to be less effective than skill-

based approaches (including MBIs and cognitive-behavioural techniques; Conley et 

al., 2013). 

The literature on existing well-being interventions for the student population is 

extensive, albeit not always methodologically robust. Current findings from gold-

standard randomised controlled trials concur on the overall effectiveness of 

cognitive-behavioural and mindfulness-based techniques (What Works, 2020). In 

practice, however, previously mentioned structural and economic constraints are 

steering HEIs towards accessible, preventative resources. For this purpose, MBIs are 

better suited out of the two. 

MBIs offer advantages over CBT interventions by being more widely accessible. 

This is illustrated by the recent rise in popularity of Westernised mindfulness 

practice, which is largely due to dedicated mobile applications (Flett et al., 2018; 

Linardon, 2019). In addition, MBIs are flexible in terms of delivery; evidence lists 

combinations of tutor-led or independent sessions in individual or group settings, 

whereas CBT interventions are more constrained to guided one-on-one settings 

(What Works, 2020). A further advantage of MBIs is the fact that mindfulness 

practice itself encourages participants to apply the learned skills to daily life 

situations (Creswell, 2017), highlighting the potential of mindfulness for high impact 

even with most interventions being low intensity. 
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1.3.1. Theoretical basis of current interventions 

Despite plentiful research into existing well-being interventions, discussion of 

their theoretical underpinnings is limited. One article highlighting this poor practice 

notes that out of the 57 reviewed trials, only 12 referenced a theoretical framework 

used to develop the intervention (Bamber & Schneider, 2016). When present, the 

theoretical frameworks are used in relation to intervention content – that is, 

theorising which constructs will interact in order to improve the clinical outcomes. 

Such logic models of change are crucial to justifying the chosen intervention 

approach (Medical Research Council [MRC], 2019).  

MBIs and other well-being interventions for students often target the process of 

subjective appraisal and coping with stressors, as suggested in the Transactional 

Theory of Stress and Coping (TTSC; Folkman & Lazarus, 1984). The TTSC 

proposes that, while individuals may not be able to change the external demands 

placed on them, they are able to change the way they perceive and respond to them. 

This is particularly appropriate for HEI settings because students will inevitably 

experience environmental demands over which they will have little influence (e.g., 

adapting to a new environment; NUS, 2013). Thus, learning adaptive appraisal 

strategies—which are at the core of mindfulness training (Khoury et al., 2013)—can 

help students reduce stress and its associated consequences on well-being (e.g., 

Lynch et al., 2011; 2018). 

In contrast to occasional mention of clinical theory, there is virtually no reporting 

of theoretical frameworks relating to intervention uptake and engagement (Michie et 

al., 2009). This refers to how and why target users engage with the intervention, 

going beyond the content itself. Well-being literature presently lacks due attention to 

this practical side of intervention design, despite it being a cornerstone of 

engagement and, in turn, effectiveness (Michie et al., 2018). Hence, there is need for 

combining theories of mental health and well-being with insights from behavioural 

science in the process of designing new interventions – then diligently reporting 

both. 

 

1.4. Health Intervention Development 

Effective new interventions are required to meet students’ need for well-being 

support (Hughes & Spanner, 2019). High-quality interventions are developed, 

administered and evaluated following detailed guidelines proposed by public health 
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and academic authorities (e.g., MRC, 2019). This aims to make end products most 

appropriate, efficient and cost-effective, while maintaining evidence-based practice 

and comparability of work in the area.  

A prominent set of guidelines is Michie and colleagues’ Behaviour Change 

Wheel framework for intervention design (BCW; 2011). The BCW provides a 

blueprint for researchers to follow in considering all the aspects of the new 

intervention – individual determinants of behaviour, the ways in which the 

intervention aims to make a change and external influences, such as stakeholders and 

legislation. The BCW serves as basis for interventions targeting a wide range of 

behaviours, including smoking cessation (Fulton et al., 2016), hearing aid use 

(Barker et al., 2016) and energy consumption (Wilson & Marselle, 2016). 

Over the past couple of decades, the field of behaviour change experienced a 

shift towards greater inclusion of target audience in the process of intervention 

design (often termed patient and public involvement or PPI; National Institute for 

Health Research [NIHR], 2019). This is in recognition of the fact that perspectives of 

researchers, stakeholders and users differ, and that interventions are most effective 

when they are endorsed by the users (Wicks et al., 2018). To that end, Medical 

Research Council’s (2019) guidance for developing and evaluating complex 

interventions proposes a process, in which target users’ needs are established through 

direct cooperation with the population. The guidance has previously been followed 

in the development of MBIs (e.g., Simpson & Mercer, 2020). One established 

framework extending this notion by centralising users’ experience is the Person-

Based Approach to intervention design (PBA; Yardley, Morrison et al., 2015). 

 

1.4.1. Person-Based Approach (PBA) 

The PBA (Yardley, Morrison et al., 2015) is a method of systematically and 

iteratively exploring target users’ perspectives and tailoring the intervention 

accordingly. It aims to enhance—rather than replace—traditional theory- and 

evidence-based approaches to intervention development; by adopting it, researchers 

can understand the users’ experience of the intervention in psychosocial context, 

anticipate (and pre-empt) potential barriers to engagement, and get more clarity in 

the interpretation of outcomes. Resulting alterations to the intervention make it 

“more persuasive, feasible and relevant to users” (Yardley, Morrison et al., 2015, 

p.1), translating into greater effectiveness. 
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In practice, adopting the PBA entails (reviewing and) conducting qualitative or 

mixed methods research with a representative sample of the target population 

throughout the planning and development process. This in-depth understanding of 

behavioural facilitators and barriers from the users’ perspective allows the formation 

of guiding principles – a concise list of key intervention design objectives paired 

with the design features through which the intervention will meet them (Yardley, 

Ainsworth et al., 2015). The guiding principles are the pinnacle of the PBA and act 

as a foundation for further detailed intervention planning according to intervention 

design frameworks (e.g., the BCW, Michie et al., 2011). 

 

1.5. Present Research 

Given the concerning well-being trends at HEIs, including the University of 

Bath, there is need for novel approaches and greater availability of help with well-

being (UUK, 2018; 2020). Despite reliable evidence on the type of effective 

interventions, there is paucity of qualitative research capturing students’ experience 

with well-being resources. This is problematic because only an in-depth 

exploration—of how and why students engage with support—allows for the design 

of optimally acceptable and effective future interventions (Yardley, Ainsworth et al., 

2015). Good health psychological practice recommends developing new 

interventions by drawing on research evidence, target users’ perspective and 

stakeholders throughout the process (MRC, 2019). Users’ experience is particularly 

central in the PBA (Yardley, Morrison et al., 2015), which this project adopts. 

 

1.5.1. Research aims and objectives 

The present project aims to inform the development of interventions improving 

student well-being. This will be achieved through the following research objectives: 

 

1. To explore students’ experience of engagement with well-being 

resources. 

2. To determine students’ well-being needs and establish guiding principles 

for the design of student well-being interventions, as per the Person-

Based Approach. 
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2. Method 

 

This chapter describes the methodology of the study. Features of study design, 

participants, procedure, data analysis and ethical considerations are given. 

 

2.1. Design 

The study utilised a parallel mixed-methods design. A series of qualitative focus 

groups was complemented by a predominantly quantitative online survey.  

 

2.1.1. Methodology rationale 

A mixed-methods approach was deemed most appropriate for the project’s 

objectives. Qualitative research facilitates a deep understanding of a studied 

phenomenon; it allows for expressions of participants’ experience, their socially 

constructed reality and their understanding of themselves within this context 

(Silverman, 2013). This is crucial in healthcare and behavioural science, where 

participants’ lived experience is both the source and the endpoint of the intervention 

(Yardley, 2000). In contrast, quantitative methodologies offer more generalisability 

of findings and have a wider reach (Brannen, 2017). A mixed-methods approach 

therefore provided the necessary detailed insight into students’ experience, paired 

with the assurance that the identified priorities were echoed beyond the qualitative 

sample itself (Sale et al., 2002). Finally, mixed-methods research is encouraged in 

complex health intervention design and has previously been used to develop 

mindfulness-based resources tailored to specific populations (Simpson & Mercer, 

2020).  

Focus groups were chosen for the qualitative investigation because the 

interaction between participants serves as a valuable stimulus for discussion, 

prompting exploration or justification of ideas that may not arise in one-on-one 

interviews (Plummer, 2017a; 2017b). Group dialogue present in focus groups is also 

conducive to revealing the socially constructed aspects of the individual experience, 

making this methodology particularly suitable for health and social research (Wong, 

2008). 
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(Reflexive) Thematic Analysis rationale 

Reflexive thematic analysis (TA; Braun & Clarke, 2006; 2019) was selected for 

the analysis of qualitative data. The method stems from a sophisticated, yet 

ontologically flexible TA (Braun & Clarke, 2006; 2013), which is suitable for 

applied research within the health domain (Braun & Clarke, 2014).  

Reflexive iteration of TA is a recent technique emphasising the active role of the 

qualitative researcher; just as participants’ understanding of their experience shapes 

their contributions, the researcher’s philosophical standpoint and underlying 

assumptions shape the understanding of those contributions (Braun & Clarke, 2019). 

This is not to say that in other qualitative approaches the researcher does not actively 

influence the process and findings but rather that this is not actively acknowledged – 

resulting in dubious research practice (Braun & Clarke, 2020) and hardships for 

consumers of research in contextualising the findings without being given the full 

context. Therefore, an approach that encouraged the researcher to specify the chosen 

philosophical standing and reflect on contributions throughout was seen as 

methodologically superior to other techniques without such emphasis. 

 

2.1.2. Ontological and epistemological position 

Present research was carried out from a critical realist philosophical position, 

combining ontological realism with a constructivist epistemological approach. This 

standpoint assumes the presence of a complex, independent reality but underscores 

that this reality is constructed and understood through an individual’s own 

perspective (Maxwell, 2012). As such, the researcher presumed that students’ 

priorities for efficient well-being services exist and can be identified, albeit through 

the inevitably constructed understanding of social reality. 

 

2.2. Participants 

2.2.1. Inclusion criteria and sample size 

Current University of Bath students were recruited for the study. Participants had 

to be at least 18 years old for informed consent purposes. Students with a diagnosis 

of a psychological condition were not eligible to take part. This was to prevent any 

potential upset as a result of discussing the sensitive subject that is mental health. 

Participants were not discriminated by course, mode of attendance, background or 

any other demographic. 
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The survey recorded 60 responses. Initial screening determined that entries with 

progress rate under 35% should be removed, because participants who stopped the 

survey up to then only provided informed consent and demographics. This reduced 

the sample size to 52 survey participants. Out of those, 28 were contacted for 

participation in focus groups and 14 ended up taking part. 

 

2.2.2. Recruitment 

Convenience and volunteer sampling were used. Advertisement materials for the 

online survey (Appendix A1) were sent through a UoB SS student mailing list. The 

survey was further advertised through the Psychology Department recruitment 

scheme and through course representatives of the Student-Staff Liaison Committee, 

of which the author is part of.  

The subset of survey respondents, who provided contact details for this purpose, 

was invited to focus group sessions (Appendix A2). Those who did not respond 

within five working days were sent a follow-up invitation. Once a participant’s 

interest in taking part was confirmed, they were added to the chosen virtual meeting.  

The final sample’s full demographic profile is given in section 3.1.1. 

 

2.3. Procedure 

Data collection took place in June and July of 2020. Online survey data 

collection was ongoing throughout, hosted by the platform Qualtrics (2020). Having 

read the information sheet and provided informed consent (Appendix B1), partaking 

consisted of three blocks: demographic information, a well-being assessment and 

preferences for new well-being resources (Appendix B2). Questions probing for the 

impact of COVID-19 pandemic on well-being and resource preferences were 

included to discern general preferences from those arising as a result of this highly 

unusual context. The survey automatically anonymised all responses and allowed 

participants to skip any question they preferred to leave unanswered (past informed 

consent). At the end of the survey, participants were debriefed (Appendix B3) and 

signposted to several sources of well-being support to mitigate for any experienced 

distress. 

Initial plans for in-person focus groups were adapted to a virtual format in the 

wake of COVID-19 pandemic. The researcher scheduled three meetings on 

Microsoft (MS) Teams platform at different times of day to avoid timing presenting 
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a barrier to participation. In each focus group, participants were first reminded of the 

discussion subject and of their rights, then asked to provide informed consent on tape 

(Appendix C1). From this point onwards, the meeting was audio and video recorded 

via MS Teams. The discussion was guided by a semi-structured focus group 

schedule (Appendix C2; see also section 2.4.2.) and moderated by the researcher. 

Participants reaffirmed their ongoing consent at the end, as well as having the 

opportunity to withdraw until the end of the day (no one did). Debrief forms with 

well-being support contacts were circulated via email following each session 

(Appendix C3). One focus group was joined by the placement supervisor for quality 

assurance purposes (session B). Focus group recordings lasted 34, 58 and 64 minutes 

each with three, six and five participants, respectively. 

Data analysis took place after the final focus group (see section 2.5.). Once the 

researcher was content with preliminary findings, the following stakeholders were 

consulted: Mindfulness experts from Bath Centre for Mindfulness and Compassion 

(BCMC), the deputy director of UoB SS and the lead of well-being support at Bristol 

Medical School. Stakeholders commented on preliminary findings and contributed to 

the iterative development of the resulting guiding principles. 

 

2.4. Materials and Measures 

All materials were developed by the researcher in consultation with the 

supervisor and academics at the BCMC.  

 

2.4.1. Survey 

WEMWBS 

The Warwick-Edinburgh Mental Well-Being Scale (WEMWBS; Tennant et al., 

2007) was chosen to gauge participants’ well-being. WEMWBS is a well-being 

questionnaire validated across populations and cultures (Clarke et al., 2011; Taggart 

et al., 2013) with desirable psychometrics in samples comparable to present one 

(Cronbach’s α = .89, test-retest reliability = .83 [Stewart-Brown et al., 2011]). It 

requires participants to indicate how frequently over the past two weeks their well-

being corresponded to each of 14 statements, such as “I’ve been feeling cheerful”, on 

a scale of 1 to 5. Scores are summed up in the end, with a higher total implying 

better mental well-being (range 14-70). 
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PANAS 

The Positive and Negative Affect Schedule (PANAS; Watson et al., 1988) was 

included as a further indicator of well-being. PANAS is validated in clinical (Ostir et 

al., 2005) and non-clinical settings (where Crawford & Henry [2004] report 

Cronbach’s α of .89), as well as having good internal and temporal stability 

(Thompson, 2007). Participants rate, on a scale from 1 to 5, to what extent they felt 

each of 20 sentiments, such as “Enthusiastic” and “Afraid”, over the past two weeks. 

Ten positive and ten negative items are summed up separately to give scores of 

positive and negative affect, respectively. Higher scores indicate stronger affect 

(range 10-50 each). 

 

Preferences for new well-being resources 

Students’ inclinations towards particular characteristics of well-being support 

were assessed based on an example of a preventative, mindfulness-based resource 

currently being developed by the BCMC. A general estimate of interest was gathered 

after reading a brief plan for the resource. Participants reported which characteristics 

would most likely promote their engagement, including group size and composition, 

delivery format, frequency of sessions and proportion of skill-based (versus didactic) 

content. Finally, a series of session topics suggested by mindfulness experts was 

rated by interest (see Appendix B2 for the full questionnaire).  

 

2.4.2. Focus group schedule 

A semi-structured focus group schedule (Appendix C2) was developed to guide 

the discussions. It consisted of three broad sections: well-being and its contributors, 

previous engagement with well-being resources and preferences for future well-

being resources. The questions and prompts were used flexibly, accommodating for 

the natural progression of conversation.  

Questions on attendees’ well-being were included to establish rapport and to 

contextualise the findings. This is crucial in qualitative research, which relies on 

characteristics of the sample and environment when attempting to ‘make sense’ of 

the data (Braun & Clarke, 2013). The COVID-19 pandemic made this 

contextualisation all the more necessary. Queries included “How is your well-being 

currently?” and “What factors do you currently see as being supportive to your well-

being?”, followed by prompts like “Why and how do they support it?” 
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Previous (and ongoing) engagement with well-being support was discussed in 

order to identify which resources or specific aspects were (in)effective. Participants 

were asked “What did you like about the resources you engaged/are engaging with 

and why?” and “What did you dislike about them and why was this?”.  

Finally, explicit preferences for future well-being support were explored. 

Students were prompted to think of their ideal well-being resource, which was hoped 

to highlight any aspects missing from existing support. Examples of questions were 

“What delivery format/group size/session frequency would your ideal well-being 

resource include?” and “What topics would you be interested in covering and why?” 

Participants were given the opportunity to add anything at the end of the planned 

discussion, in addition to the researcher following up on points deemed relevant to 

students’ experience and the research objectives. 

 

2.5.  Data Analysis 

A data analysis plan was decided on upfront. Survey and focus group data were 

first analysed separately, then meaningfully combined to address the research 

objectives. 

  

2.5.1. Survey: Descriptive analysis  

Once data collection ended, survey data were exported from Qualtrics into MS 

Excel. Pre-screened survey data were analysed descriptively. The exploratory nature 

of the study mandated no formal analyses; its research objectives required no 

statistical comparisons or tests of hypotheses. Thus, means and standard deviations 

or frequency counts were performed as appropriate for numerical data (i.e., 

demographics, well-being scales, resource preferences and topic ratings), whereas 

free-text data were reviewed separately (including factors impacting well-being and 

the influence of COVID-19). 

 

2.5.2. Focus groups: Reflexive TA 

As stated before, Braun and Clarke’s (2006; 2019) reflexive TA approach was 

adopted for analysis of focus group data, maintaining a critical realist stance 

throughout. The flexibility of TA with regards to philosophical and theoretical 

frameworks (which does not equal their absence; Braun & Clarke, 2020) enabled the 

researcher to be guided by the data, while the interpretations of it were informed by 
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health intervention frameworks, such as the PBA (Yardley, Morrison et al., 2015) 

and the BCW (Michie et al., 2011). 

Further flexibility of TA lies in its accommodation for the inductive-deductive 

continuum (Braun & Clarke, 2014). In the present project, analysis was 

predominantly data-driven (i.e., inductive), yet included elements of a deductive 

approach – particularly when attempting to identify students’ well-being needs, 

which was a goal set in advance of analysis. This blend is not only allowed but 

encouraged in good, reflexive qualitative practice led by research aims rather than 

any specific approach (Braun & Clarke, 2013; 2019). Moreover, such ‘flexible 

deductive’ attitude is in line with assumptions of critical realism (Fletcher, 2017). 

Six stages of TA (Braun & Clarke, 2006; 2014) were followed, even though the 

process was iterative rather than linear (Braun & Clarke, 2020). First, each recording 

was transcribed verbatim, anonymising participants’ contributions in the process. 

Transcription inevitably requires some level of judgement and decision-making (e.g., 

with regards to level of detail and non-verbal communication), making it an 

interpretative process (Bailey, 2008). The researchers reflected on those decisions 

throughout to ensure consistency. Filler words were generally not omitted from the 

transcripts, except where repetitions barred clarity. Non-verbal communication, such 

as laughter, was recorded to retain a sense of tone, whereas body language does not 

play part in TA and was not included. All transcripts were read alongside recordings 

for accuracy and one transcript (session C) was quality-checked by the supervisor. 

Then, initial coding of all transcripts was performed in NVivo 12 software (QSR 

International, 2020). This generated an extensive list of potential codes (Appendix D 

gives an example). Next, the codes and their corresponding quotes were collated into 

potential themes and subthemes based on shared meaning. These were reviewed in 

consultation with the supervisor, resulting in restructuring of themes to better reflect 

students’ experience; two subthemes were promoted to independent themes and two 

initial themes were merged into one. This configuration was again checked against 

data extracts and determined to be more suitable. Subsequently, the four resulting 

themes were further defined (ensuring that they do not overlap) and named to best 

represent the data extracts and meaning behind them.  

Finally, the findings were organised and written up in Chapter 3. Analytic 

commentary is supported with illustrative quotes referencing their source (e.g., PB3 

denotes that the quote was contributed by participant 3 in focus group B). 
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2.6. Ethical Considerations 

The study gained full ethical approval from the University’s Psychology 

Research Ethics Committee (reference 20-167; Appendix E). Participants were not 

anticipated to experience discomfort or distress beyond that normally encountered in 

daily life. However, the subject of research was classified as sensitive. To this end, 

participation was limited to students without current diagnoses of psychological 

conditions, to protect those affected by particularly poor mental health from 

discussing it. Additionally, recruitment and consent materials (Appendices A1 and 

B1) clearly specified that mental well-being will be discussed, giving each student 

the opportunity to independently decide whether they were comfortable taking part.  

In focus group discussions, the virtual format—adopted in the wake of lockdown 

restrictions—limited confidentiality during the sessions, causing students’ names to 

be visible to other attendees. This was made known to all participants beforehand, 

allowing fully informed decisions about partaking. To mitigate against the concern, 

participants agreed to abide by ground rules (Appendix C1), which ensured 

confidentiality of all contributors (and were successfully followed). In addition, the 

meeting settings were set to private, meaning that the list of attendees was hidden 

outside actual session time. 

Data were handled in compliance with the Data Protection Act (1998) and 

relevant university policies. All files were stored on secure university servers and a 

fingerprint-protected personal laptop. Identifying information of focus group 

attendees was stored separately from their contributions and destroyed upon the end 

of participation. Session recordings were permanently deleted after transcription and 

its quality check.  
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3. Results 

 

This chapter presents the study’s findings. Participants’ demographic profile and 

state of well-being are outlined. Focus group findings are explained and illustrated 

with supporting verbatim excerpts, then placed within the context of relevant 

literature. Qualitative findings are underpinned by the preferences expressed in the 

online survey. Finally, the mixed methods results are combined with stakeholder 

consultations to develop guiding principles for new well-being resources, in line 

with the PBA. 

 

3.1. Participant characteristics 

3.1.1. Demographics 

All contributors to this research were in full-time attendance and none had caring 

responsibilities. Participants’ demographic information is presented in Table 1. 

 

Table 1: Demographic information of participants in the focus groups and survey. 

 Focus group  

participants (N = 14) 

Online survey 

participants (N = 52) 

Age (years)   

    Mean (SD) 22.00 (2.45) 21.96 (2.47) 

    Range 18-28 18-30 

Gender n (%)   

    Female 9 (64.3) 39 (75) 

    Male 5 (35.7) 12 (23.1) 

    Other -- 1 (1.9) 

Ethnicity n (%)   

    White 11 (78.6) 36 (69.2) 

    Asian/Asian British 2 (14.3) 9 (17.3) 

    Black/Black British -- 1 (1.9) 

    Hispanic 1 (7.1) -- 

    Mixed -- 4 (7.7) 

    Other -- 2 (3.8) 

Status n (%)   
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    UG 4 (28.6) 26 (50) 

    PG 10 (71.4) 26 (50) 

Work n (%)   

    Part-time 4 (28.6) 21 (40.4) 

    Not in work 10 (71.4) 31 (59.6) 

Past engagement with SS n (%)   

    Yes N/A 23 (46.9)a 

    No N/A 26 (53.1)a 

Current use of any WB 

resources n (%) 

  

    Yes 6 (42.9) 19 (38.8)b 

    No 8 (57.1) 30 (61.2)b 

Note. an = 49; UG = undergraduate; PG = undergraduate; SS = University of Bath Student 

Services; WB = well-being. 

 

3.1.2. Well-being 

The well-being of survey respondents (given in Table 2) was moderately good at 

the time of participation according to both measures’ criteria (Tennant et al., 2007; 

Watson et al., 1988). Factors affecting well-being were not deemed directly relevant 

to the research objective of identifying priorities for future interventions, so are 

instead reported in Appendix F. 

 
Table 2: Well-being scores of participants in the online survey. 

Scale M SD Range 

WEMWBS 48.67 8.76 25-64 

PANAS    

    Positive affect 31.88 7.32 13-45 

    Negative affect 23.74 7.74 12-49 

Note. N = 52; WEMWBS = Warwick-Edinburgh Mental Well-Being Scale (score range 14-

70); PANAS = Positive and Negative Affect Schedule (score range 10-50 for each). 

 

3.2. Summary of Qualitative Findings 

The main four themes generated through reflexive TA of focus group data are 

presented in Figure 1 below. Each theme is elaborated on in sections 3.3. to 3.6. 
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Figure 1: Key themes generated through Thematic Analysis of qualitative focus group data. 

 

[…] denotes irrelevant text removed 

 

3.3. Theme 1: Ease of Access 

The first theme captures students’ consistent emphasis of availability of 

information on well-being support, as well as support itself. Participants recognised 

the need for ease of engagement with resources and described several of the 

currently experienced barriers to participation. 

 

Some reported being largely unacquainted with the support available at 

University, having not engaged with them during their time at Bath. This suggests 

that well-being support presently does not form part of the usual student experience 

and that the visibility of UoB SS could be improved to raise students’ awareness of 

the available support. 

 

"I haven’t engaged with the Well-being Services, like, at all. I couldn’t tell you 

where they are at uni[versity campus], couldn’t tell you what they do, couldn’t 

tell you what they offer." (PC2) 

 

St
ud

en
t p

rio
rit

ie
s f

or
 w

el
l-b

ei
ng

 re
so

ur
ce

s

Ease of access

Inclusive and preventative 
approach

Sense of community and a 
safe space

Applying skills to real-life 
contexts



 20 

In contrast, others reported previous (or continuing) engagement with well-being 

support. When PA3 decided to reach out during lockdown, they found the well-being 

advisors to be responsive and helpful. This made them feel cared for even outside the 

normal on-campus period, which they appreciated. As a result of good accessibility, 

PA3 has continued engaging with the Services. 

 

"I liked the- ‘cause I contacted them at, like, 2 pm and someone got back to me 

pretty much straight away, so I felt quite, like, ‘okay, they do, kind of, care.’" 

(PA3) 

 

There was an overarching notion—expressed even by students with positive 

personal experience—that existing well-being support for students is scarce and 

rarely easily accessible. The students’ choice of language implies that this scarcity 

creates an atmosphere of competitiveness around accessing mental health help. 

 

"They’re often, like, under resourced and they’re first come, first serve or, like, 

for those who need it most ‘cause it’s not that much- they can’t give it to 

everyone." (PC2) 

 

The idea of inaccessibility was a result of hearsay for some and underpinned by 

direct contact with the well-being team for others. It encompassed practical barriers 

to participation, such as a prolonged referral process, as well as the inadequacy of 

structural support, such as staffing levels. As a result, students were sometimes 

discouraged from attempting to seek help through the University, even if support 

would have been available at the time. 

 

"From what I’ve heard, um, to get certain support through the University [...] 

you have to speak to, like, three different people, like, a doctor, then get an 

interview with someone, then get referred." (PB2) 

 

"The approach that we got in our intro[ductory] lecture was kind of like ‘yeah, 

we’re here but we’re super understaffed and super overworked so if you’re going 

to try to get a one-on-one session you better apply now ‘cause otherwise you’re 

not going to get it ever.’" (PC5) 
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Students’ feelings of limited support extended beyond initial seeking of help. In 

practice, support is often restricted to six or eight sessions (University of Bath, 2020) 

regardless of students’ improvement and state of well-being. This was deemed 

insufficient by the students who had engaged with support, noting that the sudden 

elimination of help left them worried about how they were going to continue looking 

after their mental well-being. 

 

"Sometimes these 8-week courses, you know, at the end you just feel like ‘okay, 

that was really good but now it’s gone.’" (PB3) 

 

In terms of advertising the available support, participants pointed out that some 

existing tactics were not necessarily effective. In addition, students felt that other 

services and aspects of university life were unduly prioritised over their well-being. 

 

"I had no idea that [the Student Services] were in that first introductory lecture 

that we had – but we had, like, three session on, like, critiquing academic work, 

so that seems really disproportionate." (PC3) 

 

To improve the visibility of well-being support, students recommended 

advertising the offer of UoB SS widely and early on in the term. This was expected 

of the University as part of looking after their students, as implied by PB4’s repeated 

use of the modal verb should.  

 

"Mental health [support] should also be included in the, you know, fresher’s 

week thing. I think straight off the bat students should be offered, um, all the 

possibilities." (PB4) 

 

Finally, students suggested that minimising practical barriers to participation 

would stimulate their engagement with well-being support. Recommended ways of 

achieving this included a simpler referral process or on-demand virtual services. 

 

"If there was an easy route I would [engage with well-being resources] but I’m 

not planning to go out and look for one." (PB2) 
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Practical aspects of engagement, such as accessibility of the resource, are a 

common finding in qualitative health intervention literature (O’Connor et al., 2016). 

Research into barriers to participation for a cancer recovery MBI found that 

‘practical barriers’ were the major obstacle participants faced, as described by 

patients and intervention facilitators (Toivonen et al., 2020). Present findings align 

with this evidence; they reaffirm the notion that availability of the resource is a 

baseline requirement of successful health interventions, including student well-being 

support.  

Behaviour change theory concurs; the BCW framework of intervention design 

places users’ opportunity to perform the desired behaviour—in this case, students 

being able to access (information on) well-being support—at the core of its 

intervention design framework, alongside subjective feelings of capability and 

motivation (Michie et al., 2011). 

 

3.4.  Theme 2: Inclusive and Preventative Approach 

The second theme encompasses the persistent idea that well-being support caters 

exclusively to those experiencing severe distress and its consequences for uptake of 

services. To this end, students desired the reframing of well-being and its 

improvement as for everyone, regardless of current mental state. Likewise, 

participants endorsed expanding the offer of resources focusing solely on well-being 

maintenance and advertising them in an inclusive way. 

 

Participants repeatedly and explicitly acknowledged a belief that mental health 

support at university is limited to those in a particularly bad mental state who need 

immediate help; that it is “for people who need it most” (PC2). This created a notion 

of a threshold to be reached before one is welcome and able to engage with well-

being support, such as asking oneself “Am I really struggling?” (PB2) or doubting 

whether “my well-being is bad enough” (PC2). As a result, students had reservations 

about seeking help, even if they recognised that they may be able to benefit from it. 

 

"I feel there’s almost this consensus [...] that only if it’s really bad you should go 

[to the well-being support team]." (PC4) 
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The idea of exclusivity of well-being help was amplified by signals that students 

received from the UoB SS themselves. This made them feel unwelcome and, in some 

cases, prompted them to seek help outside of University instead. 

 

"With the [Student] Service it always felt—with my panic attacks—that because 

they weren’t influencing my academic work or performance, and because, like, I 

still was taking care of myself and all that, that they were like ‘okay, so you’re 

fine’ in a sense. But still, I had some issues in other areas, so I decided to seek 

external help." (PC1) 

 

Participants who thought of well-being as a state to be maintained and well-being 

support as “a preventative measure” (PC5) were independently taking steps to 

successfully maintain it. They emphasised the idea of building a coping ‘toolkit’ to 

prepare for inevitable periods of poorer mental well-being. PC5 was working 

towards this with an external advisor, since they felt that the existing internal support 

did not cater for this. 

 

"I see someone who’s equipped to give me the tools to, you know, handle my 

well-being, my stress, my mental health. Um, so basically when things start 

getting bad I already, kind of, have a toolkit and a strategy of, like, what am I 

going to do to get through it instead of, like, hitting rock bottom and then trying 

to find help." (PC5) 

 

A shift towards a more preventative approach to mental health was mentioned 

multiple times and welcomed by the majority of participants. An important part of 

this was the language used in advertising well-being support to students; participants 

wished to see resources "advertised to everyone" and coming from a perspective that 

was "not as clinical" (PC2). They theorised that the University adopting this 

approach would encourage more students to reach out and to do so before their well-

being got severely impaired. For example, one participant felt that the welfare team 

should “introduce students to the topic more and to sort of explain that, you know, 

even if your well-being is good it’s still useful to go.” (PC4) 
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"Even if it’s just a 10 minute chat [delivered by Student Services] just to say [...] 

it’s really important that you engage with us even if you feel like you don’t 

necessarily have really bad well-being […] and ‘we offer these well-being and 

mindfulness sessions that [...] can be used as a preventative measure rather than just 

as a, sort of, treatment measure’ – I think that would be really useful." (PC2) 

 

Nevertheless, participants warned just how deeply embedded the sense of 

‘exclusivity’ is, pointing out that some students may still retain the position to only 

reach out for help when distressed. 

 

"For me if it’s advertised more it’s not going to change anything because I know 

that I’ll only look for one when I know my well-being is bad. But if it’s okay or 

just slightly bad then I’d rather work on it on my own." (PC4)  

 

Students were unanimous in their belief that presently available support is not 

sufficiently inclusive and that this widespread narrative hinders students’ help-

seeking. Evidence for a reduction in help-seeking behaviour as a consequence of 

socially held beliefs has been demonstrated previously. This has been primarily 

through research investigating mental health stigma (Bharadwaj et al., 2017); 

Evidence suggests that students may be particularly affected by such beliefs, with 

one systematic review of quantitative and qualitative research concluding that youth 

(especially those identifying as male) are disproportionately deterred by stigma from 

accessing well-being help (Clement et al., 2015). Indeed, the uncovered normative 

belief may obstruct students’ sense of capability (i.e., being allowed and able to 

engage with well-being support), which poses a barrier to successful enactment of 

this behaviour (Michie et al., 2011). Regardless, the notion is relatively novel, 

having not been previously identified in relation to inclusivity of services in 

qualitative literature, which is, admittedly, scarce. 

 

3.5.  Theme 3: Sense of Community and a Safe Space 

The third theme details participants’ desire for a supportive environment where 

people feel able to share personal experience, allowing them to benefit most from 

engagement. Students underscored multiple aspects of the well-being resource 

relevant to this, such as the setting, the process and the physical environment where 



 25 

support takes place. As summarised by one of the participants, users “want to feel 

like it’s a real safe space.” (PB3) 

 

Several students stressed that mental health is a very personal subject, making 

the sharing of personal experience with it challenging. For this reason, students said 

they only feel comfortable contributing in welcoming environments. 

 

"I want to feel like it’s a real safe space so, like, everybody going really wants to 

be there and is, kind of, non-judgemental. [...] I think that’s really important- 

that it’s, yeah, it’s clear that this is somewhere where we’re all in this together 

[...] ‘cause, you know, we’re all going to bring up sensitive issues, I think, so it 

needs to be somewhere where people feel very comfortable." (PB3) 

 

Participants endorsed the idea of well-being support in group settings, as long as 

the environment allowed them to fully engage with the process. They even 

hypothesised that a group setting would allow users to benefit over and above the 

well-being management skills; A particularly inviting aspect of a group setting was 

the formation of a community, where members could relate to and learn from others 

in a similar situation to them.  

 

"Group attitude as well, and a group movement, and so you’re probably more 

involved in the group identity which may be- again, from experience, it’s a huge 

help in itself. [...] People are kind of more cautious around attending group 

things but actually, from experience, people do come along and they get way 

more out of it just from it being a group experience than they thought that they 

would." (PA1) 

 

"It would be nice to, like, learn from everybody else as well in the group setting, 

I think that’s really useful. So, like, if I look over and [PC2]’s doing it really well 

I’ll be like ‘how are you focusing so well?’ and she’ll teach me something." 

(PC3) 

 

Despite approving of group-based support, students had particular criteria for 

characteristics of an acceptable group setting. Sharing a group with the same 
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committed members throughout the process was highlighted; Students saw it as 

crucial in creating a stable environment and building rapport between group 

members. This was thought to allow deeper, more meaningful engagement, since it 

could provide the benefits of a group setting but not the drawbacks (e.g., inhibiting 

participation).  

 

“It would be nice to have the same people there for however long the course is. 

Because, like, it’s kind of nice to go on that together, like, whatever you’re 

learning about – I think it’s nice to form that kind of community and also feel 

more comfortable with the people that you’re there with. [...] I’d rather have, 

like, fewer sessions but with the same people rather than it be, like, every week 

and it be, like, um, bigger or not always the same people." (PB1) 

 

Participants were of the sentiment that the sense of community was only possible 

within small groups, whereas including more members presented a barrier to the 

notion of ‘a safe space’. This was underpinned by personal experience whereby the 

sense of community was lost in a larger group and the sharing felt less comfortable, 

even characterised as “a little scary” (PB3). 

 

"I think it might be harder to do that in a large group [...] it might be harder to 

create a safe space in that." (PB2) 

 

Further criteria for a welcoming environment related to the physical surroundings 

in which support took place (if delivered in person). Once again, the objective was to 

convey comfort and warmth, allowing members to relax and engage with the group. 

 

“The environment, I don’t know, just a nice- a nice comforting room, you know. 

I’ll always prefer some- maybe some plants in the room […] and then, you know, 

just some bean bags […] maybe, like a tea or coffees available… That sort of- as 

you come in, it’s a bit more, sort of, relaxing, so if I’ve had a really bad day or 

something then that environment in itself has already created for me to, you 

know, open up initially.” (PB3) 
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Participants emphasised two distinct, yet interrelated priorities: a community and 

a safe space. The former encapsulates the opportunity to relate to others in a similar 

situation, which can reduce feelings of isolation with regards to the struggles one 

may be facing (Burlingame et al., 2004). In contrast, the latter refers to the subjective 

feeling of being able to share their intimate experience, further underscoring the 

capability component of effective behaviour change (Michie et al., 2011). Students 

feel that a careful balance of the two is important for successful well-being support. 

These ideas have previously been identified in research. Participants of a group 

therapy for depression reported that a group setting encouraged self-disclosure and 

made them feel understood, which was beneficial for their well-being and progress 

(Schuster et al., 2018). Another group intervention for substance abuse patients had 

its female sample praise the feelings of empathy, honesty and safety, which the 

group setting produced (Greenfield et al., 2013). While their clinical backdrop differs 

from a potential preventative well-being intervention for students, they all share a 

focus on challenging and deeply personal experience. This suggests that providing 

community and a safe space could in fact enrich student well-being support. 

 

3.6.  Theme 4: Applying Skills to Real-life Contexts 

The final theme recounts students’ quest for translating the well-being 

management skills learned in sessions into real-life contexts. Specifically, 

participants encouraged more explicit support with bridging this gap, since their 

needs were not met by current well-being resources.  

 

Students recognised the distinction between in-session skill practice and 

translation into daily life, viewing the two as separate outcomes of engagement with 

well-being resources; While in-session help was useful, it did not guarantee 

improvements beyond it. PB4 illustrated the mismatch by acknowledging that "if you 

will do this on your own terms is kind of another issue." As a result, interventions 

were much more appealing to participants when they explicitly addressed day-to-day 

situations influencing their well-being. 

 

"It’s important that it’s about the skills that you pick up – so that I’d know how 

to, kind of, apply this to the non-academic work and just anything." (PA3) 
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Current well-being resources failed to meet students’ needs when it came to 

applying skills outside the sessions themselves. Users felt that several resources—

especially mindfulness-based ones—attempted to do this but were not clear enough 

on why the taught skills were useful and how exactly they can help in daily life. 

 

"A lot of these, kind of, explanations that you find on certain apps are really- 

they’re quite nebulous and it’s like ‘okay but I don’t actually understand, like, 

how to do this in practice.’" (PC3) 

 

"I had to do a mindfulness, like, thing with a raisin once and it’s like- you know, 

don’t tell me to, like, ‘listen to the raisin’, this doesn’t really help me with 

anything. (laughs) You know, if anything it made me more stressed [...] so I’d 

really appreciate if someone- for someone to just really educate me on, you 

know, what mindfulness actually is and how I can actually use it in, like, a day-

to-day situation." (PC5)   

 

Furthermore, participants disclosed that even if the resources provided specific 

instructions for independent practice, such as engaging in mindfulness meditation for 

10 minutes daily, this was not easy to accomplish. Perceived effectiveness of the 

intervention was diminished as a result. To address this, students wished to see 

content of the interventions tailored to include help with behaviour change outside 

session time. 

 

"[Changing behaviour] is difficult if you just have a set routine. So it wasn’t- I 

don’t think [the resource] was very helpful in actually deterring the bad habits 

that could- that actually contribute to our, I guess, bad mood." (PB4) 

 

Participants’ desire to transfer the newly acquired well-being skills to everyday 

situations is logical in the context of limited availability and duration of support 

(Gallagher, 2014). The notion is also in line with quantitative evidence on effective 

interventions: an evaluative review of student mental health interventions compared 

programmes including supervised skill practice with educational (information-only) 

interventions. It concluded that skill-oriented resources were seven times more likely 

to produce clinically significant improvements in anxiety, depression and emotional 
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well-being (Conley et al., 2013). This provides a moral and economic case for 

expanding the skill-oriented content of well-being resources over and above 

students’ recommendations. 

 

3.7. Online Survey: Resource Preferences 

Having read an outline of a mindfulness-based group well-being resource in 

development (see section 2.4.1.3.), participants reported their interest and format 

preferences. These are summarised in Table 3. 

 
Table 3: Preferences for a group well-being resource expressed in the survey. 

 Participant preferences (N = 48) 

Interest n (%)  

    Definitely interested 14 (29.2) 

    Somewhat interested 30 (62.5) 

    Not interested 4 (8.3) 

Format n (%)  

    Blended 26 (55.3)a 

    Online 13 (27.7)a 

    In person 8 (17.0)a 

Group size n (%)  

    Small (up to 20) 30 (62.5) 

    Medium (up to 50) 10 (20.8) 

    Large (up to 100) 1 (2.1) 

    Do not mind 7 (14.6) 

Group composition n (%)  

    UG/PG only 7 (14.6) 

    Mixed students 16 (33.3) 

    Mixed students and staff 9 (18.8) 

    Do not mind 16 (33.3) 

Frequency of sessions n (%)  

    Weekly 18 (37.5) 

    Fortnightly 20 (41.7) 

    Monthly 9 (18.8) 
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    Other 1 (2.1) 

Proportion skill-based  

    Mean (SD) 65.74% (15.43%) 

    Median 70% 

Note. an = 47; UG = undergraduate; PG = postgraduate. 

 

Students predominantly reported being interested in the described resource (see 

section 4.1.2. for how this may have been impacted by contextual factors). In terms 

of specific preferences for the resource in development, survey respondents’ views 

largely aligned with focus group participants. Students preferred a blended approach 

(i.e., combined in-person and virtual settings) and online workshops over those 

taking place in-person. This was likely a result of context-related concerns. A 

majority of participants voted for small or medium group settings, echoing the views 

expressed by focus group participants in Theme 3. The sentiment was not as clear – 

nor as strong – with regards to group composition. Participants wished to receive 

support relatively frequently – either weekly or fortnightly. Finally, respondents 

mirrored the desire of focus group participants for predominantly skill-based 

resources (Theme 4). 

All topics were rated at 3.3/5 or higher (see Table 4). In alignment with focus 

group findings, the topics plainly stating their applicability to real-life were preferred 

over those with abstract-sounding titles. 

 

Table 4: Average ratings of topics suggested for a new well-being resource.  

Topic Avg. rating 

Building connection and reducing loneliness 4.2 

Managing high standards and self-criticism 4.1 

Developing a different relationship with thoughts and feelings 4.0 

Using mindfulness in movement and daily life 3.9 

Cultivating kindness and compassion 3.6 

Mindfulness and present moment awareness 3.3 

Gratitude, joy and thanksgiving 3.3 

Note: Rating options were 1-5. 
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3.8.  PBA: Guiding Principles for Student Well-being Interventions 

The above results illustrate students’ priorities for engagement with well-being 

support at university. The process highlighted the main behavioural issues that may 

stand in the way of successful engagement, which are summarised below. 

 

§ Students find well-being support at universities hard to access and 

insufficient for their needs. 

§ Students feel that well-being support available through universities is aimed 

at (and exclusively available to) those experiencing severe distress. 

§ Students do not acknowledge that mental health and well-being require (or 

can benefit from) maintenance, instead only seeking support when the 

situation is serious. 

§ Students feel unable to meaningfully engage with well-being support that 

feels impersonal and does not offer a supportive (figurative and physical) 

environment. 

§ Students do not engage with well-being support that cannot be easily applied 

to real-life issues. 

 

Following the PBA, these behavioural issues provide a basis for key design 

objectives, which are met with recommendations for intervention features (Yardley, 

Ainsworth et al., 2015). The process integrates the present projects’ mixed methods 

results, existing literature and consultations with stakeholders. Table 5 summarises 

PBA’s guiding principles for the development of student well-being resources. 
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4. Discussion 

 

The present study aimed to inform the development of student well-being 

interventions. A qualitative exploration of students’ well-being needs identified four 

core priorities for effective resources: Ease of access, Inclusive and preventative 

approach, Community and a safe space, and Applying skills to real-life contexts. 

These were complemented by findings of a broader quantitative survey. A set of 

recommendations for design objectives and intervention features was developed 

based on these findings through consultations with stakeholders. 

The final chapter delves deeper into the findings, considering their immediate 

and wider context. It reflects on the study as a whole, including its strengths, 

limitations and implications. It concludes with a reflexive exercise by the researcher 

in the interest of good methodological practice. 

 

4.1. Cross-Theme Interpretation 

4.1.1. Student priorities and subjective appraisal 

According to appraisal theory (AT; Scherer, 1999), one’s subjective evaluation 

of an object, event or action guides the emotional and behavioural reactions to it. 

Criteria for this evaluation include significance to personal needs and goals, 

perceived ability to influence or cope with it and compatibility with social standards 

(Scherer, 1999). Present findings are in line with AT, since students’ appraisal of 

well-being (support) is the deciding factor in engagement. In fact, three of the four 

established priorities (Themes 2, 3 and 4) promote adaptive appraisal if 

implemented.  

A more Inclusive and preventative approach to well-being support may signal 

that engagement is in line with students’ personal goals (such as maintaining well-

being) and that reaching out when well is socially acceptable. Building a Sense of 

community, where students can share and relate to others, may reframe their 

perceived ability to cope through destigmatising the experience. Students feel better 

able to handle a common experience that one perceived as abnormal (Laidlaw et al., 

2016). Finally, by Applying skills to real-life contexts, well-being resources can teach 

students precise reappraisal techniques relevant to their daily struggles. Whether it 

relates to their own well-being or engagement with well-being support, students’ 

adaptive appraisal seems to be key to successful resources. 
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4.1.2. Normative influence on engagement with well-being support 

Students demonstrated a clear normative belief that well-being support at 

university is reserved for those in a particularly poor mental state (detailed in Theme 

2). Social psychological literature recognises two distinct types of norms; injunctive 

norms, referring to the perceptions of what behaviour is socially acceptable (in this 

case, that students should seek help only when absolutely necessary), and descriptive 

norms, referring to the perceptions of what behaviour is demonstrated by others (i.e., 

that students indeed do only reach out when absolutely necessary; Cialdini et al., 

1990). The belief described by the participants sees both types of norms converge; 

perceived ‘unwelcoming’ messaging by the Student Services implies the injunctive 

norm and observing other students’ behaviour conveys the descriptive. This pairing 

makes normative influence on behaviour particularly strong (Lapinski & Rimal, 

2005).  

The proposed reframing of well-being support at its source would target the 

injunctive norm by conveying an opposing message (i.e., that well-being should be 

maintained rather than ‘fixed’ when poor), which would gradually overturn the 

descriptive norm as well by changing students’ behaviour (i.e., getting them to reach 

out prior to ‘hitting rock bottom’). Students’ recommendations for adopting a 

University-wide preventative approach to well-being are thus theoretically sound, in 

addition to echoing those by sector authorities and thinktanks (Thorley, 2017; UUK, 

2020). 

 

4.1.3. Mindfulness-based skills in real-life contexts 

Regrettably, current participants felt that existing well-being support did not 

prepare them to better manage day-to-day life (Theme 4). Yet, it most likely aimed 

to do exactly that. After all, the primary objective of health interventions is to 

improve users’ lives (MRC, 2019). Instead, resources may have failed to be explicit 

enough in bridging the lesson-to-life divide. 

Mindfulness-based resources in particular were perceived to lack this type of 

support. Students would possibly benefit from a clearer distinction between state and 

trait mindfulness – the former referring to the immediate experience of being 

mindful and the latter to the stable, omnipresent quality of being mindful in daily life 

(Medvedev et al., 2017) – and how they relate to each other. Mindfulness practice is 
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thought to immediately raise one’s levels of state mindfulness but when done over a 

prolonged period of time, the effect is often higher trait mindfulness (e.g., Kiken et 

al., 2015). This by definition means that one is more mindful (i.e., better able to 

focus, regulate attention and emotion) in whatever context they find themselves in.  

Students were perhaps unaware of this distinction and the association of the two 

and consequently unable to imagine how engaging in state mindfulness practice 

(caricaturised as ‘listening to the raisin’) will be helpful in a real-life situation, such 

as stress management. In practice, the two are closely linked. Therefore, 

mindfulness-based resources would be especially well-placed to implement students’ 

advice and clearly articulate the application of in-session skills to real-life contexts. 

 

4.2. Context of Present Findings: COVID-19 Pandemic 

The context in which (qualitative) research is carried out inevitably shapes its 

conclusions (Phillippi & Lauderdale, 2018). Present research was conducted during a 

global pandemic of SARS-CoV-2 and associated COVID-19. Data collection took 

place approximately two months into strict lockdown imposed by the UK 

government. The restrictions had just started being eased but danger to public safety 

and limiting guidelines remained. For student participants, this meant substantial 

uncertainty about returning to university, job prospects and personal health. 

Practically, this resulted in changes to researcher’s work environment and in 

adaptation of focus group methodology online. These changes were not deemed 

detrimental to the quality of the work – virtual focus groups are as effective as in-

person explorations (Rupert et al., 2017) and may even be preferable because they 

allow for more diverse samples (Galloway, 2011). 

More importantly, participants’ contributions were affected. Most confirmed that 

their well-being was impacted, although effects differed (see Appendix F). Opinions 

on well-being support were altered too, which was directly relevant for the research 

objectives. For example, over half of all survey respondents reported that their 

interest in well-being support increased due to the pandemic, quoting the desire to 

help themselves or others. Changes in students’ priorities were also evident in their 

emphasis on physical safety of all involved in future well-being resources. This 

could have confounded the reported preferences, particularly in terms of delivery 

format: The majority of survey respondents preferred online or blended resources, 
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which pose the least risk of transmission and are in line with current public health 

guidelines (e.g., National Health Service [NHS], 2020). 

The pandemic may have further influenced the findings in more subtle, indirect 

ways. Lockdown measures may have made practical aspects of engagement, such as 

Ease of access, more salient. In addition to general scarcity of well-being support, 

there was now an added element of physical inaccessibility for all non-virtual help. 

Furthermore, participants’ desire for a Sense of community could have been 

magnified during a period of its distinct lack, when many experienced social 

isolation (Banerjee & Rai, 2020). 

These effects do not invalidate present findings – rather, they are reported to 

provide full context for the reader. It is unlikely that conclusions would have been 

drastically different in the absence of the pandemic, since several ideas resonate with 

previous literature (including accessibility and community mentioned above; 

Burlingame et al., 2004; O’Connor et al., 2016). Finally, while preferences for future 

resources may have been swayed by the present context, past experience that 

students discussed mostly took place pre-pandemic. The fact that both narratives told 

a similar story reassures those seeking to learn from the findings for a different 

context. 

 

4.3. Strengths, Limitations and Future Directions 

Methodology of the present work was well-suited to its research objectives. The 

qualitative exploration of students’ experience provided in-depth insight into 

engagement with well-being help at HEIs. Triangulating this with a more superficial, 

but broader survey assessment enabled a more robust evaluation of student well-

being needs than a purely qualitative study, since qualitative research does not 

(intend to) provide generalisability of findings (Silverman, 2013). Thus, the study 

added to the limited literature—exploring motives behind students’ engagement, 

rather than quantitatively evaluating intervention effects with little consideration of 

why those effects were (or were not) present. 

The context of research inevitably influenced its conclusions (as discussed in 

4.2.). This is not a limitation per se – in fact, the relevance of findings to the era of 

COVID-19 can be regarded as a strength: The consequences of the pandemic will be 

felt for years to come (Fontanarosa & Bauchner, 2020), with many considering the 

situation ‘the new normal’ rather than a short-term disruption (Samuel et al., 2020). 
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Still, the changes are noteworthy because they limit the—originally limited—ability 

to draw general conclusions from the qualitative results. Future work should explore 

student priorities once (salience of) the pandemic subsides to discern the extent to 

which present priorities still hold in a post-pandemic society.  

Survey participants’ average well-being was moderately good according to both 

well-being measures. This can serve as a reassurance that the sample’s state did not 

deviate from ‘the usual’ (Insight Network & Dig-In, 2020)—indicating that 

contributions were valid and reflective of genuine student preferences. However, 

students with current psychological diagnoses, who would likely report lower scores 

(Trousselard et al., 2016), were not eligible to take part. This effectively skewed the 

study’s well-being estimates upwards. Therefore, while our well-being estimates 

indicate some validity of present quantitative findings, the estimates themselves are 

not a valid indicator of wider student well-being. Research aiming to capture student 

well-being—during the pandemic or generally—should do so without limiting the 

sample range to be as representative as possible. 

Finally, the study consulted students as one homogenic group, which does not 

reflect the group’s diverse reality (HESA, 2020). It failed to recruit a significant 

number of students who may be structurally predisposed to experiencing poorer 

well-being (e.g., BAME or LGBT+ students; OfS, 2019) and whose circumstances 

differ from those of most students (e.g., part-time students, those with caring 

responsibilities). This means, in part, having fallen prey to the very same limitations 

as most student well-being literature (Barkham et al., 2019) and not capturing the 

experience of different subgroups. While the findings present a valuable starting 

point—given the paucity of research on the subject—future studies should aim to 

distinguish student well-being needs and priorities for different demographic profiles 

and circumstances. This could be achieved by way of stratified sampling methods. 

 

4.4.  Implications for Policy and Practice 

The study’s implications are substantial; Its very aim was to inform policy and 

practice. The findings themselves—particularly distilled into guiding principles—are 

direct recommendations for more efficient future student well-being support. 

Consequently, the crux of the study’s implications is summarised in Table 5. 

This work will serve as basis for the development of a new mindfulness-based 

group intervention at the University of Bath. Based on these results, the developers 
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will emphasise the preventative approach and ensure very clear application of 

mindfulness skills to students’ everyday life.  

Moreover, produced guiding principles can meaningfully inform the design of 

student well-being interventions elsewhere. Their impact is tangible already: The 

stakeholders from Bath and Bristol consulted during the process were eager to relay 

the outcomes to their well-being teams, in order to guide future work. With wider 

dissemination of findings in the near future, the potential for impact is even greater. 

Lastly, present work amplifies the calls for a sector-wide shift towards a more 

systemic and preventative management of student well-being (e.g., Hughes & 

Spanner, 2019). Formalised findings and the engagement of stakeholders in the 

process contribute towards a stronger, more legitimate case for this. 

 

4.5. Reflexive Analysis 

Reflecting on one’s own perspective as a researcher is vital in reflexive TA 

(Braun & Clarke, 2019), especially if assumed epistemological position presumes 

the co-creation of knowledge – which is the case in critical realism (Fletcher, 2017). 

The intersection of identities that the author held during the project made her 

particularly critical towards her own preconceptions and the way they could shape 

the work. She was not only a researcher but also a current student and a previous 

consultee of university well-being services. In addition, her personal interests (which 

include well-being and mindfulness) and experience were certain to inform her 

understanding of the data.  

For this reason, she continuously engaged in reflexive practice: She checked her 

understanding of participants’ perspectives during data collection, then exchanged 

the interpretations with stakeholders. Independently, she acknowledged her own 

assumptions and kept a digital reflexive diary. This way, the conclusions remained 

true to participants’ experience and raw data rather than reproduce any pre-existing 

knowledge or assumptions. 

 

4.6. Conclusion 

The present mixed-method investigation determined student priorities for 

acceptable and efficient well-being support at university. Several of its conclusions 

further existing findings, whereas other ideas are novel – most notably, students’ 

assertion of the need for an inclusive and preventative approach to well-being, which 



 39 

has so far only been deliberated academically. By adopting the PBA, current findings 

were elevated above the passive speculation that research outcomes are too often 

confined to; Instead, they were translated into the ‘language of intervention and 

implementation’ (Sandelowski & Leeman, 2012, p. 1404), which lends itself to 

application and has already resulted in tangible impact. Despite being set in a highly 

unusual context, this study was a vital step towards better well-being support for 

millions of students in the UK and worldwide. 
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Appendix A1: Survey Recruitment Material 

Note: This information was emailed to students as described in section 2.2.2. 

 

Subject heading: Student Well-being: Help us help you!  
  
Hello,  
  
Want to have your say in the University’s newest well-being resource? Its 
developers would love to hear from you! 
Please share your opinion with us here – it’s short online survey that should take no 
longer than 10 minutes. 
             
This project was approved by the Psychology Research Ethics Committee (code 20-
167). 
  
Thank you so much, your contribution is truly valued. 

  
Kind regards,  
 
Masha Remskar 
MSc Health Psychology 
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Appendix A2: Focus Group Recruitment Material 

Note: This information was emailed to students as described in section 2.2.2. 

 

Subject heading: Well-being Workshops: Focus Group Invitation 
  
Dear ______, 
  
Thank you for your recent contribution to the exploration of students' 
preferences for a new well-being resource run by the Bath Centre for 
Mindfulness and Compassion.  
  
You kindly indicated that you would be willing to partake in an online focus 
group on the subject, which is why I am contacting you now. As the lead 
researcher on the project I am organising focus group sessions next week and I 
am glad to invite you along to one of them. The sessions will run: 
  
Friday, 10th July, 12 pm – 1 pm 
OR 
Wednesday, 15th July, 4 pm - 5 pm  
OR 
Friday, 17th July, 10 am - 11 am 
  
As a reminder, we are keen to learn about students' well-being and factors 
influencing it, as well as your experience with student well-being services and 
your preferences for those. There is no preparation required, we simply wish to 
hear your opinions. Rest assured that while the session will be recorded for 
transcription and analysis purposes, all data will be anonymised, and your 
contributions will in no way be linked back to you. 
  
If you are still happy to take part, please reply to this email with your preferred 
timeslot. I will then send an invitation to an MS Teams meeting where the session 
will be run. Please do not hesitate to ask any questions you may have before 
confirming your participation. 
  
Many thanks and kind regards, 
  
Masha Remskar  
MSc Health Psychology, BCMC 
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Appendix B1: Survey Information and Consent 

Note: This information was displayed on Qualtrics. 

 

 
 
Thank you for your interest in this research. Please read through the participation 
information carefully before continuing onto the online survey. 
 
Purpose of Study 
The purpose of the study is to explore well-being of the University of Bath’s 
student community and to determine the community’s well-being needs and 
preferences. This will inform the design of a new tailored intervention created by 
the Bath Centre for Mindfulness and Compassion. 
 
 
Inclusion Criteria 
In order to take part in this study, you must: 
 

• Be a current student at the University of Bath; 
• Be at least 18 years old; 
• Currently NOT suffer from a diagnosed psychological condition (such as 

depression or anxiety). 
 
Potential Risks and Benefits to taking part 
There are no known risks of taking part in this study. You will not be explicitly 
reimbursed for taking part in this research. You will, however, directly contribute to 
the well-being resources available to the University of Bath student community. 
 
Confidentiality and Data Management 
Any information provided will be kept strictly confidential and will follow the 
guidelines set by the British Psychological Society and the Psychological Research 
Ethics Committee at the University of Bath. 
 
Access to the data will be limited to the project researchers, but other parties (e.g., 
research collaborators) may also have access to anonymised data, and it may be 
made available online in the interest of Open Science. Anonymised data and any 
linking information (such as your university email, should you choose to provide it) 
will be electronically stored in password protected file space, such as the 
University server. Any form disclosing your name will be stored separately from the 
other data, and your name will never be associated within any research reports or 
publications as a result of participating within this research. Anonymised data will 
be stored for a minimum of ten years. Linking information (your email) will be 
deleted at the earliest opportunity as soon as data collection has been finalised 
(expected August 2020). 
 
Due to recent regulatory changes in the way that data are processed (General Data 
Protection Regulations 2018 and the Data Protection Act 2018), the University of 
Bath’s lawful basis to process personal data for the purposes of carrying out 
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research is termed as a 'task in the public interest'. The University will endeavour 
to be transparent about its processing of your personal data and this information 
sheet should provide a clear explanation of this. If you have any queries about the 
University's processing of your personal data that cannot be resolved by the 
research team, further information may be obtained from the University’s Data 
Protection Policy webpages at https://www.bath.ac.uk/guides/data-protection-
act/ or by emailing dataprotection-queries@lists.bath.ac.uk. 
 
Withdrawal from Study 
Your participation in this research is voluntary and you may withdraw from the 
process at any time, providing it is before the online survey is submitted. Past this 
point the data is completely anonymised and the identification of your contribution 
is no longer possible. 
 
To withdraw your contribution, please close your browser tab before the survey is 
submitted. You do not need to state a reason for wishing to withdraw. 
 
Invitation to ask further questions 
If you have any questions about this experiment, please do not hesitate to ask 
before participating in the study. Questions may also be asked after partaking in 
the experiment. 
 
Questions or concerns that may arise from this study can be addressed with the 
researcher Masha Remskar (mr988@bath.ac.uk) and the research supervisor Dr 
Ben Ainsworth (ba548@bath.ac.uk). Questions or concerns may also be addressed 
to the Psychology Research Ethics Committee at the University of Bath, through 
the Committee Chair (psychology-ethics@bath.ac.uk). 
  
Informed consent 
 
Please read the statements below and respond to confirm that you meet all the 
eligibility criteria and you agree to participate in this study. You will then have 
access to the survey. 
 

1. I confirm that I have read and understood the participant information 
sheet of the well-being resources research. I have had the opportunity 
to consider the information, ask questions and have them answered 
satisfactorily (inquiry contact: mr988@bath.ac.uk). 
 

2. I understand that my participation is voluntary. 
 
3. I understand that I am free to withdraw at any time without giving a 

reason, without my rights being affected (e.g., confidentiality). 
 
4. I understand that the data collected from me as part of the study will be 

anonymised and will be made “restricted-access data”. 
 
5. I understand that the information collected about me will be used to 

support other ethically approved research in the future and may be 
shared in anonymised form with research collaborators. 
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6. I confirm that I am a current student or staff member at the University of 
Bath, that I am over 18 years old, and that I presently do NOT have a 
diagnosed psychological condition, such as depression or anxiety. 

 
7. I agree to participate in Part 1 of this study (the online survey). 
 
8. (Optional) I consent to my contact details being securely stored in the 

ethically approved Bath Centre for Mindfulness and Compassion 
(BCMC) database and that researchers from BCMC may contact me 
from time to time about taking part in other ethically approved research.  
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Appendix B2:  Survey Content 

Note: This information was displayed on Qualtrics. 

 

Block 1 – Demographics 
 
First, we ask you to tell us a bit about yourself. 
What is your role within the University of Bath? 

o Undergraduate student 
o Postgraduate student 

 
Are you attending your course on a full-time or part-time basis? 

o Full-time 
o Part-time 

 
What course are you enrolled on? 
(text box) 
 
How old are you? 
(text box) 
 
What is your gender identity? 

o Female 
o Male 
o Other (please specify) 

 
Which of the following best corresponds to your ethnicity? 

o Asian/Asian British 
o Black/African/Carribean/Black British 
o White/White British 
o Mixed/Multiple ethnic groups 
o Other (please specify) 

 
What is your background status (e.g., for University fee purposes)? 

o Home/UK 
o EU 
o International 

 
Are you in employment alongside your studies? 

o Not employed 
o Employed part-time 
o Employed full-time 

 
Do you have caring responsibilities? 

o No caring responsibilities 
o Yes, I have caring responsibilities for a child or an adult 
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Block 2 – Well-being assessment 
 

 
 
 
 
 
 
 
 

The Warwick–Edinburgh Mental Well-being Scale (WEMWBS) 

Below are some statements about feelings and thoughts.  
Please tick the box that best describes your experience of each over the last 2 weeks 

STATEMENTS 
None of 

the 
time 

Rarely 
Some 
of the 
time 

Often 
All of 
the 

time 
I’ve been feeling optimistic 
about the future  1 2 3 4 5 

I’ve been feeling useful 1 2 3 4 5 

I’ve been feeling relaxed 1 2 3 4 5 

I’ve been feeling interested 
in other people  1 2 3 4 5 

I’ve had energy to spare 1 2 3 4 5 

I’ve been dealing with 
problems well  1 2 3 4 5 

I’ve been thinking clearly 1 2 3 4 5 

I’ve been feeling good 
about myself  1 2 3 4 5 

I’ve been feeling close to 
other people  1 2 3 4 5 

I’ve been feeling confident 1 2 3 4 5 

I’ve been able to make up 
my own mind about things 1 2 3 4 5 

I’ve been feeling loved 1 2 3 4 5 

I’ve been interested in new 
things  1 2 3 4 5 

I’ve been feeling cheerful 1 2 3 4 5 

Warwick–Edinburgh Mental Well-being Scale (WEMWBS) 
© NHS Health Scotland, University of Warwick and University of Edinburgh, 

2006, all rights reserved. 
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What factors were most detrimental to your mood and well-being over the two 
weeks? 
(text box) 
 
What factors tend to be detrimental to your mood and well-being generally? 
(text box) 
 
In your opinion, has the current context of COVID-19 affected your well-being over 
the past two weeks? If so, how? 
(text box) 
 
Are you currently using any well-being resources with the intention of improving 
your mood and well-being? If yes, please specify format and name resource. 
(text box) 
 

 
Positive and Negative Affect Schedule (PANAS-SF) 
 

Indicate the extent you have felt 
this way over the past week. 

Very 
slightly or 
not at all 

A little Moderately Quite a bit Extremely 

PANAS 
1 Interested  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

2 Distressed  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
3 Excited  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

4 Upset  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
5 Strong  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

6 Guilty  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
7 Scared  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

8 Hostile  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
9 Enthusiastic  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

10 Proud  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
11 Irritable  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

12 Alert  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
13 Ashamed  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

14 Inspired  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
15 Nervous  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

16 Determined  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
17 Attentive  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

18 Jittery  
1 

 
2 

 
3 

 
4 

 
5 

PANAS
19 Active  

1 
 

2 
 

3 
 

4 
 

5 
PANAS

20 Afraid  
1 

 
2 

 
3 

 
4 

 
5 
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Block 3 – Exploration of well-being resource preferences 
 
The University’s Wellbeing Services are collaborating with the Bath Centre for 
Mindfulness and Compassion to develop a new mindfulness-based well-being 
resource for its staff and students. Present plans include a short series of in-person 
workshops providing information and active skill practice, giving attendees tools to 
put into practice in their daily life. Workshops will be delivered once monthly to 
mixed groups of up to 20 students and staff of the University of Bath, each lasting 
50 minutes. Based on the above description, how likely would you be interested in 
engaging with such a resource? 
(1 – Not at all interested, 2 – Somewhat interested, would attempt engagement, 3 – 
Certainly interested, would engage with the resource) 
 
In your opinion, is the current context of COVID-19 influencing your interest in the 
new well-being resource? If so, how? 
(text box) 
 
Which format of delivery would make the new well-being resource the best suited 
to your needs and preferences? 

o In-person workshop 
o Online workshop 
o A combination of both 
o Other – please specify 

 
Which group size would make the new well-being resource the best suited to your 
needs and preferences? 

o Up to 5 
o Up to 10 
o Up to 15 
o Up to 20 
o More than 20 

 
Which group composition would make the new well-being resource the best 
suited to your needs and preferences? 

o Undergraduate/Postgraduate only 
o Mixed students 
o Mixed students and staff 

 
Which frequency of sessions would make the new well-being resource the best 
suited to your needs and preferences? 

o Once weekly 
o Once fortnightly 
o Once monthly 
o Once termly 
o Other – please specify 
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What proportion of the workshops would you like to be skills-based versus 
information and background teaching?  
(sliding scale 0 – 100)  
 
Currently there is evidence that a range of mindfulness-based workshops can have 
a benefit on people’s well-being, and we are considering offering each workshop 
around particular themes. Please rate on a scale of 0 – 5 how interested you would 
be in the following themes: 

Introduction to mindfulness and present moment awareness 
Relating differently to thoughts and feelings 
Using mindfulness in movement and daily life 
Managing high standards and self-criticism 
Kindness and compassion 
Gratitude, joy and thanksgiving 
Reducing loneliness and building connection  

(sliding scales 1-5 for each, where 1 – not at all interested, 5 – extremely interested) 
 
In addition to the above, are there any sessions you would be particularly 
interested in attending? Please specify the topics of interest below. 
(text box) 
 
The University wishes to include people who would potentially use the well-being 
resource (such as yourself) in its development in order to make it the most user-
friendly and effective. As part of this, we will be running an online focus groups in 
the near future. If you are interested in being contacted about taking part in this 
focus group, please leave your university email below.  
 
Rest assured that this information will be stored securely and entirely separately 
from all the answers you have provided in this survey and will be used ONLY to 
invite you to the online focus group. Providing your email does not oblige you to 
participate, it only means that you may be invited to partake. You can still 
decline the invitation or withdraw your participation at any time. 
(text box for email) 
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Appendix B3: Survey Debrief 

Note: This information was displayed on Qualtrics. 

 

  
 
Thank you for taking part in this project which is exploring the well-being of the 
University of Bath’s community and their well-being needs and preferences. This is 
to inform the design of a new tailored intervention created by the Bath Centre for 
Mindfulness and Compassion (BCMC). 
 
Below is a list of organisations and websites that may contain useful information on 
the topics of mental health and existing well-being resources. 
 
University of Bath Student Services – access existing well-being resources or get 
in touch about a well-being assessment with a licensed therapist. 
https://www.bath.ac.uk/professional-services/student-services/ 
 
Mind – a mental health charity organisation providing up-to-date information on 
mental health issues and offering free support to those in need. 
https://www.mind.org.uk/ 
Mind’s dedicated helpline is accessible at 0300 123 3393. 
 
The Samaritans – a mental health and suicide charity offering information and 
support. 
https://www.samaritans.org/ 
Samaritans’ 24-hour helpline can be accessed at 116 123. 
 
Thank you again for taking part. If you would like to speak to the researchers about 
the project, please do not hesitate to get in touch. 
 
Researcher:                                                  Masha Remskar – mr988@bath.ac.uk 
Project supervisor:                                       Dr Ben Ainsworth – ba548@bath.ac.uk 
 
If you have any concerns related to your participation in this study, please direct 
them to the Chair of the Department of Psychology Research Ethics Committee by 
emailing psychology-ethics@bath.ac.uk. 
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Appendix C1: Focus Group Information and Consent 

Note: This information was conveyed verbally via MS Teams. 

 

“Hi all and welcome to the focus group on well-being resources at the University of 

Bath. My name is Masha and I am running this study in collaboration with the Bath 

Centre for Mindfulness and Compassion and the University’s Well-being Services. 

As you know, today’s focus group will have us explore your views on your well-

being, your engagement with well-being resources and your preferences resources 

still in the making. Thank you so much for deciding to join – your contributions will 

directly feed into the development of a brand-new mindfulness-based resource to 

be offered to the University community soon.” 

 

“To give you a bit of an idea of how the session will run: First, I will read through a 

few admin bits to re-familiarise you with your rights and lay some ground rules so 

that everyone’s rights are respected. Then, after we’re all happy with those and 

we’ve addressed any questions, I will start recording the session and we’ll get to 

the main act – the sharing of experience and views. I will be guiding this, but we 

are here to hear from you so please remember – there are no right or wrong 

answers and you are the experts. The discussion should last up to one hour and 

after this is done, we stop the recording and at this point I am happy to answer any 

other questions you have relating to the research process and handling of your 

contributions. This will also conclude the session. Does this sound okay to 

everyone?” 

 

Voluntary withdrawal 

“Firstly, I’d like to remind everyone that participation is voluntary and you have the 

right to withdraw at any point during the discussion. If you wish to stop 

participating, simply let me know and you will be welcome to exit the chat room. 

You can also withdraw your contribution to the focus group up until the end of the 

discussion – at this point I will check again if everyone is happy with their 

contributions being used and past this point withdrawal will no longer be 

possible.” 

 

Recording 

“Let me remind you that the session will be video recorded here on MS Teams. 

This is necessary for me to accurately capture all of your contributions and 

transcribe them verbatim so that they can be of most help to the project. The data 

used will be only verbal. Data will be fully anonymised during the process of 

transcription and the original recording will be permanently deleted as soon as 
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transcription is complete. The only people who will have access to the video 

recording are myself and my supervisor, Ben, who is also with us today for the sake 

complying with ethical protocols. The fully anonymised transcripts will be accessed 

only by myself, Ben and up to two other academics in the department of 

Psychology who are also involved with the project.” 

 

Data handling 

“As far as data handling is concerned, let me assure you that none of your 

contributions today will ever be linked to your identity and your participation in the 

discussion will not be disclosed to anyone. All collected data will be stored securely 

and in line with the University’s strict Data Management policy and relevant 

legislation. If anyone wishes to re-read the information sheet, please let me know at 

this point or after the session.” 

 

Ground rules 

“In order to ensure that everyone’s right to confidentiality is respected, there are a 

few ground rules I would ask everyone to follow. Firstly, please do not disclose any 

potentially identifying information during the discussion. This includes your full 

name, address, email or any other identifying information. Secondly, please refer to 

each other only by the chosen first names you can see in the online chatroom. And 

finally, please do not discuss this focus group or its content with anyone after it has 

concluded, including your fellow participants. Does anyone have any questions 

about the ground rules, and do you all agree to abide by them?” 

 

“These were the official bits we needed to get through – are they clear to everyone 

or does anyone have any questions before we begin? If not, I will start the 

recording now.” 

 

------- recording started -------- 

 

“The recording has now started. Just for the purposes of transcription, I will now go 

round and ask people to say the names they prefer to be referred to. Again, this 

will be fully anonymised and is only relevant during the session. I will also ask you 

to state that you are happy to take part in the focus group is this is correct. So, my 

name is Masha and I am the moderator of the discussion.” 
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Appendix C2: Focus Group Schedule 

 
1. First of all, how is everyone doing? We are living in a strange time and all of 

our lives have changed drastically in a very short amount of time. Even 

before this, going to university comes with many perks but also many 

challenges, which continuously affect out well-being. How is your well-being 

currently? 

2. What factors do you currently see as being supportive to your well-being 

and why?  

3. What factors do you currently see as being detrimental to your well-being 

and why? 

4. Who has previously or is currently engaging with any well-being resources, 

provided by the University or otherwise? 

5. What did you like about the resources you engaged/are engaging with and 

why? 

6. What did you dislike about the resources you engaged/are engaging with 

and why? 

 

“The University’s Wellbeing Services are collaborating with the Bath Centre for 

Mindfulness and Compassion to develop a new mindfulness-based well-being 

resource for its students. Present plans include a short series of in-person 

workshops providing information and active skill practice, giving attendees tools to 

put into practice in their daily life. Workshops are intended to be delivered once 

fortnightly, in medium to large groups, each lasting 50 minutes.” 

 

7. Would you be interested in engaging with this kind of resource? 

8. What format and content would your ideal well-being resource include?  

Delivery format 

Group size 

Number and duration of sessions 

 

9. What topics would you be interested in learning about in relation to 

mindfulness and why?  

 

“It is good practice in the health sector to evaluate the efficiency of resources and 

interventions. If the organisers of the workshops included short well-being 

questionnaires at the first and last well-being session (much like the ones you filled 

out in Part 1 of this study), would you be willing to complete them as part of 

engagement with the well-being resource? This is providing that your data would 
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be handled in compliance to very strict Data Management policies set by the 

University.” 

 

“Is there anything else anyone wishes to add, anything the University should be 

aware of in relation to its well-being services? Anything particular to the new 

resource we’re developing? Anything at all?” 

 

“This concludes our planned discussion and I will be stopping the recording now. 

Many thanks to everyone for taking part and for respectfully abiding by the ground 

rules we set. Having participated in the discussion, does everyone still consent to 

their data being used in the project? Does anyone wish to withdraw their 

participation?” 

 

------- recording stopped ------- 

 

“Just so that everyone knows – recording has now stopped. Does anyone have any 

questions about this research? If so, you are welcome to ask now or address them 

to me or my supervisor later. I will shortly circulate a debrief form with my contact 

details and some useful references in case you wished to know more about the 

topic or to seek help for your well-being. 

 

If there are no more queries or questions at the moment, I will conclude the session 

by thanking all of you once again. Your contributions are helping design a new 

resource to make our University community happier and healthier. 

 

Have a lovely rest of the day. Goodbye.” 
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Appendix C3: Focus Group Debrief 

Note: This information was emailed to participants as described in section 2.3. 

 
Subject heading: Well-being Workshops: Thank you! 
  
Dear ____, 
  
  
Thank you for taking part in this project which has been exploring the well-being 
of the University of Bath’s community and their well-being needs and preferences. 
This is to inform the design of a new tailored intervention created by the Bath 
Centre for Mindfulness and Compassion (BCMC). 
  
Below is a list of organisations and websites that may contain useful information 
on the topics of mental health and existing well-being resources. 
  
University of Bath Student Services – access existing well-being resources or 
get in touch about a well-being assessment with a licensed therapist. 
https://www.bath.ac.uk/professional-services/student-services/ 
  
Mind – a mental health charity organisation providing up-to-date information on 
mental health issues and offering free support to those in need. 
https://www.mind.org.uk/ 
Mind’s dedicated helpline is accessible at 0300 123 3393. 
  
The Samaritans – a mental health and suicide charity offering information and 
support. 
https://www.samaritans.org/ 
Samaritans’ 24-hour helpline can be accessed at 116 123. 
  
Thank you again for taking part. If you would like to speak to the researchers 
about the project, please get in touch.  
  
Researcher:                     Masha Remskar – mr988@bath.ac.uk 
Project supervisor:         Dr Ben Ainsworth – ba548@bath.ac.uk 
  
If you have any concerns related to your participation in this study, please direct 
them to the Chair of the Department of Psychology Research Ethics Committee 
by emailing psychology-ethics@bath.ac.uk.  
  
  
Many thanks and best wishes, 
Masha 
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Appendix D: Coding Extract from NVivo 12 

 

  



 68 

Appendix E: Ethical Approval  

 

  



 69 

Appendix F: Factors Influencing Well-being 

 
Factors most detrimental to students’ well-being in the two weeks prior to taking 

the survey were university and work responsibilities, uncertainty of the future, 

relationships (either being separated from significant others and family or being with 

them too much), feeling isolated and lonely, financial worries due to loss of work, 

concerns over own and family’s health, job hunting and COVID-19 related anxieties.  

Factors negatively impacting well-being generally (i.e., pre-pandemic) reiterated 

the above to some extent; participants mentioned university and work duties, 

interpersonal relationships, financial worries and concerns about the future. In 

addition, they also reported being brought down by technology and social media, an 

unhealthy lifestyle, negative thought patterns, feelings of inadequacy and 

appearance-related worries. While there is some overlap between the two, it is clear 

that the pandemic impacted students’ well-being and caused a host of new concerns, 

which replaced some ‘general’ ones. 

This was confirmed by participants themselves when prompted about the impact 

of COVID-19 on their well-being. A majority reported that their well-being was 

strictly negatively impacted at first but that they have since started to recover, adjust 

to the situation and even find positive effects. The opposite trend was reported by a 

few, while several students felt that COVID-19 did not significantly impact their 

well-being. Most commonly cited silver linings of the pandemic included improved 

social relationships (e.g., spending quality time with family and reconnecting with 

people virtually), more time for university, work and leisure activities, a positive 

impact of lockdown on the environment and a greater sense of resilience and self-

reliance. 




