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Abstract
Objectives Stigma towards persons with mental illness is widespread. Mindfulness may protect against stigma by cultivat-
ing accepting attitudes, non-reactivity, and prosocial emotions. This study aimed to assess whether higher trait mindfulness 
among nurses was linked to lower stigma towards psychiatric patients, and whether compassion mediated this relationship.
Method In this cross-sectional study among nurses in four tertiary care hospitals in Sri Lanka, stigma towards psychiatric 
patients was assessed using the Attribution Questionnaire (AQ-9), which assesses nine separate domains of stigma. The 
20-item Six-Facet Mindfulness Questionnaire and the 5-item Santa Clara Brief Compassion Scale were used to assess mind-
fulness and compassion, respectively. Correlations among these variables were explored. Mediation analyses were performed.
Results A total of 405 nurses (90.6% female, mean age = 39.6 years) participated in the study. Those with higher trait mind-
fulness were more likely to believe they would help a person with mental illness, and less likely to believe a person with 
mental illness should be avoided or segregated from the society. Compassion was inversely correlated with avoidance and 
anger, and positively correlated with pity, helping, and coercion domains. Trait mindfulness was positively correlated with 
compassion. Mediation models revealed that compassion partially mediated the effects of trait mindfulness on helping and 
avoidance. Facet-level analyses revealed significant effects of describing, non-reactivity, and observing on several stigma 
domains mediated through compassion.
Conclusions Trait mindfulness among nurses appears to have a direct buffering effect against several domains of stigma 
towards psychiatric patients and significant indirect effects through compassion, albeit with small effect sizes.
Preregistration This study is not pre-registered.
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Stigma towards patients with mental illness is a worldwide 
problem with wide-ranging consequences (Kudva et al., 
2020; Thornicroft et al., 2007). Stigma has been defined 
as a mark or sign of disgrace usually eliciting negative 

attitudes to its bearer (Thornicroft et al., 2007). Social cog-
nitive models of stigma describe its links with stereotypes 
(negative beliefs about a group), prejudice (agreement with 
stereotyped beliefs or negative emotional reactions, or both), 
and discrimination (behavioral consequences of prejudice, 
such as social exclusion). According to attribution theory, 
people respond to another’s health condition in a negative 
manner if they believe the individual has a high degree of 
responsibility and control over the condition (Weiner et al., 
1988). Corrigan and colleagues (Corrigan, 2000; Corrigan 
et al., 2003) further studied the role of these causal attri-
butions, particularly the fundamental attribution error or 
correspondence bias, in the genesis of stigma towards psy-
chiatric patients, and how it leads to avoidance, segrega-
tion, coercion, and withholding help. Sociological theories, 
based on the premise that all interpersonal interactions are 
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socially constructed, have highlighted the role of stigma as a 
wider societal force affecting the individual and the society, 
leading to labeling, stereotyping, separation, status loss, and 
discrimination (Link & Phelan, 2001; Yang et al., 2010).

Among healthcare workers such as nurses, there may be 
many who harbor stigmatizing attitudes towards psychiatric 
patients, subjecting these patients to manifold difficulties in 
accessing and utilizing healthcare services. Stigma towards 
mental illness may be more pervasive and disabling in low-
and-middle-income countries, where the greatest burden 
of mental illness in the world is seen (Kudva et al., 2020; 
Mascayano et al., 2015). Interventions developed to combat 
stigma have not always shown consistent benefits, and their 
effectiveness may vary across different social or professional 
groups and cultures (Thornicroft et al., 2016). Modifiable 
psychological factors contributing to stigma could, therefore, 
be important ingredients in designing novel interventions 
with better efficacy to reduce stigma.

We propose that mindfulness may be protective against 
stigmatizing attitudes for several reasons. Many definitions 
of mindfulness highlight the importance of self-regulation 
of attention and awareness, and the accepting and non-judg-
mental attitude towards the present-moment experiences, as 
key elements of mindfulness (Bishop et al., 2004; Quaglia 
et al., 2015). Mindfulness, both as a state and a trait, embod-
ies these fundamental attributes. Trait mindfulness has 
been defined as “the general tendency of a person to show 
characteristics of non-judgmental awareness of present-
moment experience in their everyday life” (Krägeloh, 2020, 
pp. 64–65). While it is understood that trait mindfulness is 
enhanced through long-term practice of mindfulness, trait 
mindfulness is present, to varying degrees, among non-prac-
titioners as well (Baer et al., 2008; Karl & Fischer, 2022). 
The benefits of higher trait mindfulness on psychological 
health are well-known (Carpenter et al., 2019; Mesmer-Mag-
nus et al., 2017). Since stigma involves judgments and preju-
dices, the non-judgmental attitude that is embedded in mind-
fulness would not be conducive to stigma. A mindful person 
notices thoughts and feelings as they arise, and allows them 
to pass without clinging on to them; similarly, when nega-
tive evaluations or affective reactions about a person arise 
in the mind, one can observe them non-judgmentally and let 
them go. It has been posited that one can consciously over-
ride the influence of stereotypes, and to do so, one should 
have sufficient attentional resources to engage in controlled 
and deliberate thinking (Nolen-Hoeksema, et al., 2009); as 
mindfulness enhances attentional resources, it thus has the 
potential to prevent a person acting on stereotypes.

Limited research has explored the relationship between 
mindfulness and stigma. Most studies lending support to 
this relationship have investigated the effects of mind-
fulness on inter-group bias, the bulk of which explored 
racial bias. Oyler et al. (2021) reviewed 36 studies on 

mindfulness and inter-group bias, and found an overall 
small average effect size (g = 0.29) for this association. 
Both mindfulness-based interventions (MBIs) and brief 
inductions of mindfulness showed benefits in this review. 
Additionally, expert meditators were observed to have 
less inter-group bias than non-meditators; and higher 
trait mindfulness was shown to be associated with lower 
explicit indices of inter-group bias. While most studies in 
this review dealt with inter-group bias towards racial or 
religious groups, a few studies on bias towards other social 
groups such as homeless persons, homosexual persons, 
and feminists were also identified. Outside the findings of 
this review, further evidence comes from Hopthrow et al. 
(2017), who observed that a brief mindfulness exercise led 
to a reduction in the correspondence bias.

Another potential mechanism by which mindfulness may 
buffer against stigmatizing attitudes is by improving compas-
sion. There is some degree of controversy over the definition 
of compassion (Gilbert, 2017; Strauss et al., 2016). Goetz 
et al. (2010), taking an approach similar to Lazarus (1991), 
have defined compassion as “the feeling that arises in wit-
nessing another’s suffering and that motivates a subsequent 
desire to help” (p. 351). Although psychological research 
on compassion has often focused on compassion for others 
(Goetz et al., 2010), some conceptualizations of compassion 
view self-compassion as part of the same construct (Strauss 
et al., 2016). However, there is some empirical evidence sug-
gesting compassion towards others and self-compassion may 
be independent constructs, as they are poorly correlated with 
each other (Mills et al., 2018; Neff & Pommier, 2013). While 
seeking a definition for compassion in healthcare, Perez-Bret 
et al. (2016) noted that compassion should be considered “a 
duty in healthcare professionals' daily work” (p. 604). This 
highlights the need to better understand compassion in the 
context of healthcare delivery.

Compassion is closely linked with mindfulness (Ger-
mer & Barnhofer, 2017). Exemplifying this link, Pom-
mier (2010) posited that compassion towards others has 
the same three elements described by Neff (2003a, 2003b) 
for self-compassion, namely, kindness, mindfulness, and 
common humanity. Compassion-based practices are often 
incorporated into MBIs, while some studies suggest that 
MBIs which do not include explicit instruction in compas-
sion also lead to improvements in compassion (Gu et al., 
2015; Raab, 2014). According to Gilbert (2010), compassion 
consists of six attributes: sensitivity, sympathy, empathy, 
motivation/caring, distress tolerance, and non-judgment. 
Non-judgment, therefore, appears to be a key element com-
mon to both mindfulness and compassion. Further, mindful-
ness would theoretically promote sensitivity by increasing 
attentional resources and improve distress tolerance by its 
effect on emotional regulation, and thereby would increase 
compassion.
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Despite the theoretical support for a potentially protec-
tive role of mindfulness against stigma towards patients with 
mental illness, the lack of research conducted in this regard 
is noteworthy. Some studies have demonstrated beneficial 
effects of mindfulness for self-stigma among patients with 
mental illness (Martin et al., 2020; Tang et al., 2021), but 
the effects on public stigma and stigma among healthcare 
professionals remain unexplored. In this setting, we set out 
to investigate whether trait mindfulness and facets of mind-
fulness were associated with lower stigma among nurses 
towards psychiatric patients, and to investigate whether 
compassion towards others acts as a mediator in these 
relationships.

Method

Participants

This was a cross-sectional study conducted among 405 
nurses recruited from four tertiary care hospitals in Sri 
Lanka between August and September 2021. Nursing 

officers of any grade were included as potential participants. 
Only those who were literate in the Sinhalese language were 
included, as the questionnaires were provided in Sinhalese. 
The sociodemographic characteristics of the participants are 
summarized in Table 1. The large majority of the sample 
(90.6%) was female. The age of participants ranged from 
18 to 59 years, with a mean age of 39.6 years (SD = 9.2). 
The total service duration in nursing ranged from 1 month 
to 36 years, with a mean of 14.3 years (SD = 9.6). Accord-
ing to the grading of nurses in Sri Lanka, the majority were 
from Grade II (32.9%) and Grade III (27.2%). The com-
monest specialties in which the participating nurses were 
currently working were surgery (24.8%) and internal medi-
cine (22.6%), while 14% were from psychiatry. Almost a 
quarter of participants (24%) reported that they had worked 
in a psychiatry unit at some point during their career. Fifty-
five (13.8%) nurses reported that they had a close relative 
with a mental illness, and 26 (6.6%) nurses reported that 
they had a close friend with a mental illness. The religion of 
the majority of participants (n = 391, 97%) was Buddhism. 
Eighty-nine participants (22.4%) reported that they regularly 
practice at least one form of mediation.

Table 1  Sociodemographic 
characteristics, familiarity with 
mental illness, and meditation 
experience among the 
participants (n = 405)

Missing data have been disregarded in calculating percentages

Characteristics n % M (SD)

Gender Male 38 90.6
Female 366 9.4

Age (years) 39.61 (9.20)
Current specialty Medicine 90 22.6

Surgery 99 24.8
Psychiatry 56 14.0
Obstetrics and gynecology 48 12.0
Pediatrics 29 7.3
Other 77 19.3

Duration of nursing experience (years) 14.28 (9.56)
Nursing grade Grade I 98 24.3

Grade II 133 32.9
Grade III 110 27.2
Supra/special grade 55 13.6

Ever worked in psychiatry Yes 97 24.0
No 308 76.0

Having a close relative with mental illness Yes 55 13.8
No 344 86.2

Having a close friend with mental illness Yes 26 6.6
No 369 93.4

Religion Buddhism 391 97.0
Christian 11 2.7
Islam 1 0.3

Regular meditation practice Yes 89 22.4
No 308 77.6
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Procedure

A non-random convenience sampling method was used, 
where the researchers visited different wards (including the 
psychiatry unit) at four hospitals, namely, Colombo North 
Teaching Hospital, National Hospital Kandy, Teaching Hos-
pital Karapitiya, and Teaching Hospital Anuradhapura, and 
invited nurses to participate in the study. A briefing was 
given and an information sheet provided to each partici-
pant before requesting them to sign the consent form if they 
wished to participate in the study out of their own free will. 
The researchers made sure that the routine clinical duties 
of the nurses participating in the study were not affected by 
participating in the study.

Measures

Attributions Questionnaire (AQ‑9)

Stigma towards psychiatric patients was assessed using 
the short version of the Attribution questionnaire (AQ)-27 
developed by Corrigan et al. (2003). This 9-item brief self-
report version has been derived by selecting the item with 
the highest factor loading from each of the nine domains in 
the 27-item version. It measures stigmatizing attitudes by 
assessing emotional reactions and discriminatory responses 
based on a hypothetical vignette about a man named Harry 
who has schizophrenia. Each item measures a unique domain 
of stigma, and the responses are rated on a Likert scale rang-
ing from 1 (not at all) to 9 (very much). For example, the 
Help domain was assessed using the item “How likely is 
it that you would help Harry?”; the Avoidance domain by 
“I would try to stay away from Harry”; and Dangerous-
ness domain by “How dangerous would you feel Harry is?” 
Other domains assessed by the AQ-9 are pity (feeling pity 
for Harry), fear (feeling scared of Harry), blame (believing 
it is Harry’s own fault that he is in his present condition), 
segregation (believing that Harry should be kept segregated 
from the society), anger (feeling angry at Harry), and coer-
cion (believing Harry should be forced into treatment even 
if he refuses to). AQ-9 has been used in numerous stigma 
research previously (Corrigan et al., 2014). For the present 
study, the English language version of the AQ-9 was cultur-
ally adapted into the Sinhalese language using forward and 
backward translation by bilingual experts, and subsequent 
revisions by an expert panel. It was not possible to test its 
factor structure using CFA or assess the internal consist-
ency of subscales since each domain in the AQ-9 was meas-
ured by only a single item. Corrigan et al. (2003) have not 
endorsed summing the scores of all items in their attribution 
questionnaires nor have they evaluated the internal consist-
ency of the total scale.

Six‑Facet Mindfulness Questionnaire (SFMQ)—Sinhalese 
Version

To measure trait mindfulness, the six-facet short form of 
the Five Facet Mindfulness Questionnaire (FFMQ; Baer 
et al., 2006) developed in the Sinhalese language was used 
(Baminiwatta et al., 2022). A detailed psychometric evalu-
ation of the SFMQ—Sinhala version was reported previ-
ously (Baminiwatta et al., 2022). SFMQ consists of 20 items 
selected from the 39 items in the FFMQ using factor ana-
lytic findings. The 5-factor model proposed by Baer et al. 
(2006), where mindfulness was parsed into five facets, viz. 
Observing (sample item: “I pay attention to sounds, such as 
clocks ticking, birds chirping, or cars passing”), Acting with 
Awareness (sample item: “When I do things, my mind wan-
ders off and I’m easily distracted”), Non-judging (sample 
item: “I tell myself that I shouldn’t be thinking the way I’m 
thinking”), Describing (sample item: “I’m good at finding 
words to describe my feelings”), and Non-reactivity (sample 
item: “In difficult situations, I can pause without immedi-
ately reacting”), could not be replicated in the Sri Lankan 
Buddhist population. Instead, a 6-factor solution where the 
Acting with awareness facet split into two — Distract (sam-
ple item: “I am easily distracted”) and Autopilot (sample 
item: “It seems I am ‘running on automatic’ without much 
awareness of what I’m doing”) — received better statistical 
support. Cultural variations in the factor structure of mind-
fulness have been observed earlier and a few studies have 
provided support for the 6-factor structure of mindfulness 
(Karl et al., 2020; Lecuona et al., 2021). The 20-item scale 
showed acceptable internal consistency in the validation 
study (Cronbach’s alpha = 0.70), and the subscales, consist-
ing of 3 to 4 items, also showed satisfactory internal consist-
encies (Cronbach’s α = 0.67 to 0.72). The internal consist-
ency and scale reliability of the SFMQ in the present study 
were comparable (Cronbach α = 0.71; McDonald ω = 0.75).

Santa Clara Brief Compassion Scale (SCBCS)

SCBCS is a 5-item brief scale that assesses compassion 
towards others, particularly towards strangers rather than 
close ones (Hwang et al., 2008). Responses are recorded on 
a 7-point Likert scale ranging from 1 (not at all true of me) 
to 7 (very true of me), for items such as “When I hear about 
someone (stranger) going through a difficult time, I feel a 
great deal of compassion for him or her.” It has shown a 
strong correlation (r = 0.95) with its parent scale, the 21-item 
Compassionate Love Scale (Sprecher & Fehr, 2005). This 
brief scale was selected for this study considering its brev-
ity. The English language version of the SCBCS was cul-
turally adapted into the Sinhalese language using forward 
and backward translation by bilingual experts, followed by 
expert panel discussion and consensus. The 1-factor model 
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of the Sinhalese SCBCS was supported by confirmatory 
factor analysis (CFA) in the present dataset with satisfac-
tory model fit indices (Comparative Fit Index (CFI) = 0.984; 
Tucker-Lewis Index (TLI) = 0.968; Standardized Root Mean 
Square Residual (SRMR) = 0.07). The internal consistency 
and scale reliability of the Sinhalese SCBCS were good 
(Cronbach α = 0.81; McDonald ω = 0.85).

Data Analyses

Statistical software packages — IBM SPSS Version 21 
and RStudio — were used for the data analysis. Pearson’s 
correlations between the study variables (stigma domain 
scores, trait mindfulness and facet scores, and compassion 
score) were assessed. Mediation analysis was performed to 
investigate whether compassion mediated the relationship 
between trait mindfulness and each stigma domain, as well 
as between mindfulness facets and each stigma domain. 
Mediation analysis was conducted only if (1) the relevant 
independent variable (i.e., trait mindfulness or facet score) 
and the dependent variable (i.e., stigma domain score) were 
significantly correlated with each other, and (2) the inde-
pendent variable and the mediator (i.e., compassion score) 
were significantly correlated, with p < 0.05. Mediation 
models were tested using the structural equation modeling 
(SEM) function on the lavaan package in RStudio. Maxi-
mum likelihood (ML) estimation with robust (Huber-White) 

standard errors and a scaled test statistic (Yuan-Bentler) was 
used, as robust ML estimation corrects for non-normality-
induced bias in standard errors (Finney & DiStefano, 2006). 
Except for one item in the AQ-9, the skewness and kurtosis 
values of the variables fell within acceptable limits recom-
mended for SEM (skewness between − 3 and + 3, kurtosis 
between − 10 and + 10; Brown, 2006). The significance of 
direct effects (c) and indirect effects (ab) was tested. Boot-
strapping (set to 10,000 draws) was used in calculating the 
significance of the indirect effects. The proportion of miss-
ing data for each variable of interest was less than 6.5%, and 
missing data were handled using ML estimation.

Results

The mean mindfulness score among nurses, when aver-
aged per item (out of a maximum score of 5), was 3.47 
(SD = 0.44). The mean compassion score (out of a maximum 
score of 7) was 5.50 (SD = 1.05). The mean scores on the 
nine domains of stigma as per the AQ-9 and mindfulness 
facet scores are given in Table 2. Out of the 7 domains where 
higher scores indicate greater stigma (i.e., except help and 
pity), the highest score was seen for coercion, followed by 
dangerousness and fear.

The correlations between mindfulness and stigma 
domains are given in Table 3. Out of the nine domains of 

Table 2  Descriptive statistics 
for stigma domain scores, 
trait mindfulness, mindfulness 
facets, and compassion scores

a Item scores are averaged for the scale or subscale. AQ-9 Attribution questionnaire-9, SFMQ Six-Facet 
Mindfulness Questionnaire, SCBCS Santa Clara Brief Compassion Scale

Variables n Minimum/
maximum

M (SD) Skewness Kurtosis

Stigma domain (AQ-9) Pity 402 1/9 5.99 (2.41)  − 0.31  − 0.86
Dangerousness 401 1/9 5.09 (2.79) 0.01  − 1.27
Fear 402 1/9 4.46 (2.63) 0.20  − 1.12
Blame 401 1/9 2.36 (2.09) 1.68 2.03
Segregation 400 1/9 3.12 (2.53) 0.97  − 0.25
Anger 402 1/9 1.31 (1.13) 4.66 23.52
Help 402 1/9 7.50 (2.19)  − 1.47 1.20
Avoidance 399 1/9 2.39 (2.09) 1.53 1.43
Coercion 400 1/9 7.35 (2.32)  − 1.37 0.84

Trait mindfulness  
(SFMQ  scorea)

395 1.95/5 3.47 (0.44) 0.16 0.70

Mindfulness  facetsa Observe 393 1/5 2.82 (1.00) 0.09  − 0.63
Describe 395 1/5 3.48 (0.78)  − 0.34 0.18
Distract 393 1/5 3.77 (0.74)  − 0.39  − 0.13
Autopilot 379 1/5 4.02 (0.81)  − 0.62  − 0.07
Non-judge 386 1/5 3.44 (0.96)  − 0.23  − 0.54
Non-react 392 1/5 3.22 (0.76)  − 0.38 0.36

Compassion (SCBCS  scorea) 384 2/7 5.50 (1.05)  − 0.61 0.01
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stigma assessed using the AQ-9, three domains showed sig-
nificant correlations with trait mindfulness. These domains 
were avoidance (r =  − 0.22, p < 0.001), help (r = 0.15, 
p = 0.003), and segregation (r =  − 0.11, p = 0.033). In other 
words, those with higher trait mindfulness were more likely 
to believe they would help the person with a mental illness 
given in the vignette, and less likely to believe the person 
should be avoided or segregated from the society.

When the inter-correlations between the six mindfulness 
facets and the stigma domains were explored, further sig-
nificant correlations emerged; eight out of the nine stigma 
domains showed significant correlations with at least one 
mindfulness facet. Nurses with higher scores on the Observ-
ing and Non-reactivity facets endorsed more pity towards 
patients with mental illness. Those scoring higher on the 
Distract facet (indicating lower distractibility) showed less 
fear towards the patient. Nurses who scored higher on the 
Describing facet were less likely to find the patient blame-
worthy for his problems. The segregation domain of stigma 
showed a significant inverse correlation only with the Non-
reactivity facet. Nurses with higher scores on the Describ-
ing facet were less likely to feel angry towards the patient 
with mental illness. A more favorable attitude towards help-
ing the patient correlated positively with the Describing 
and Non-reactivity facets. The avoidance domain showed 
significant inverse correlations with all facets of mindful-
ness except the Observing facet. Coercion (believing that 

the patient should be forced into treatment with the doctor 
even if the patient is not willing) showed a positive corre-
lation with the Describing facet and a negative correlation 
with the Non-judging facet.

Trait mindfulness was positively correlated with com-
passion (r = 0.23, p < 0.001). Out of the six facets of mind-
fulness, only Observing (r = 0.20, p < 0.001), Describing 
(r = 0.28, p < 0.001), and Non-reactivity (r = 0.18, p = 0.001) 
facets showed significant positive correlations with com-
passion. Among the nine domains of stigma, three domains 
showed positive correlations with compassion, namely, pity 
(r = 0.30, p < 0.001), help (r = 0.25, p < 0.001), and coer-
cion (r = 0.22, p < 0.001). Two domains, namely, anger 
(r =  − 0.12, p < 0.001) and avoidance (r =  − 0.21, p < 0.001), 
were inversely correlated with compassion.

The conceptual model hypothesizing that compassion 
mediated the relationship between trait mindfulness and 
stigmatizing attitudes was applied to each of the three 
stigma domains (help, segregation, and avoidance) which 
were found to be significantly correlated with trait mind-
fulness in univariate analyses (see above). The mediation 
model for the help domain indicated a significant direct 
effect (c = 0.55, p = 0.009) of trait mindfulness on helping 
as well as a significant indirect effect (ab = 0.23, p = 0.005) 
through compassion (Fig. 1a). Thus, compassion partially 
mediated the effect of trait mindfulness on helping psychi-
atric patients. For the avoidance domain, a significant direct 

Fig. 1  Mediation analyses testing whether compassion mediates the relationship between trait mindfulness and three stigma domains: a Help, b 
Avoidance, and c Segregation. *p < 0.05, **p < 0.01
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effect (c = 0.78, p < 0.001) of trait mindfulness as well as 
a significant indirect effect (ab = -0.16, p = 0.015) through 
compassion was observed, indicating that compassion par-
tially mediated the effect of trait mindfulness on avoidance 
(Fig. 1b). The mediation model for the segregation domain 
did not reveal a significant indirect effect via compas-
sion (ab = 0.04, p = 0.53), indicating that compassion did 
not mediate the effect of trait mindfulness on segregation 
(Fig. 1c).

Next, the mediating role of compassion in relation to the 
effects of individual mindfulness facets on stigma domains 
was explored. Ten mediation models were tested in this 
regard. As noted earlier, the Describing facet showed sig-
nificant univariate correlations with five stigma domains. 
Compassion was found to completely mediate the effects of 
Describing on avoidance (ab =  − 0.15, p = 0.004; c =  − 0.14, 
p = 0.323) and coercion (ab = 0.18, p = 0.003; c = 0.15, 
p = 0.351) as the direct effects became non-significant, and 
partially mediate the effects on the help domain (ab = 0.17, 
p = 0.003; c = 0.48, p = 0.001), but compassion did not medi-
ate the effect of Describing on anger and blame. As noted 
above, the Non-reactivity facet showed significant univari-
ate correlations with four stigma domains; compassion was 
shown to completely mediate the effects of Non-reactivity 
on help (ab = 0.12, p = 0.012; c = 0.18, p = 0.232), avoid-
ance (ab =  − 0.09, p = 0.024; c =  − 0.26, p = 0.064), and 
pity (ab = 0.18, p = 0.006; c = 0.16, p = 0.314) domains, 
but did not mediate the effect on segregation. Moreover, 
compassion was found to completely mediate the effect of 
the Observe facet on the pity domain (ab = 0.14, p = 0.004; 
c = 0.09, p = 0.483).

Discussion

In this study, we cross-sectionally assessed the relationship 
between trait mindfulness and stigma towards patients with 
mental illness among nurses in Sri Lanka. We found that 
higher trait mindfulness was associated with a greater self-
report likelihood of helping psychiatric patients, and a lower 
likelihood of avoiding or segregating psychiatric patients. 
Trait mindfulness was positively correlated with compas-
sion. Compassion showed significant correlations with five 
out of the nine stigma domains. In a series of mediation anal-
yses, we found evidence that compassion partially mediated 
the association between trait mindfulness and two stigma 
domains, namely, the help and avoidance domains. This 
suggests that nurses with higher trait mindfulness are more 
likely to help and less likely to avoid patients with mental 
illness at least partly because trait mindfulness enhances 
compassion.

As the relationship between trait mindfulness and stigma 
was only partially mediated by compassion, there ought to be 

other mediators contributing to this. The potential of mind-
fulness to improve self-awareness and regulation of cogni-
tive and emotional reactions and to inculcate a non-judg-
mental and accepting attitude may have been other potential 
mechanisms (Bishop et al., 2004; Hayes & Feldman, 2004). 
Moreover, there is empirical evidence that mindfulness 
reduces the fundamental attribution error (Hopthrow et al., 
2017). The role of the fundamental attribution error in the 
formation of stigma towards patients with mental illness is 
well-known (Corrigan et al., 2003), and therefore, changes in 
causal attribution may have been another mediator between 
mindfulness and stigma. Suggesting further possible media-
tors, mindfulness and loving-kindness meditation have been 
shown to reduce implicit inter-group bias by mitigating auto-
matic stereotype activations (Lueke & Gibson, 2014; Stell & 
Farsides, 2016), reducing psychological stress (Kang et al., 
2014), and increasing acceptance and flexibility (Lillis & 
Hayes, 2007).

Although overall trait mindfulness was associated with 
only three stigma domains, correlations for individual facets 
of mindfulness showed that different facets of mindfulness 
contributed to stigma in varied ways. Out of the nine stigma 
domains, all except the dangerousness domain showed sig-
nificant correlations with at least one facet of mindfulness. 
Among the mindfulness facets, Describing (labeling expe-
riences with words) and Non-reactivity (allowing thoughts/
feelings to come and go without reacting to them or getting 
caught up in them) showed significant correlations with the 
highest number of stigma domains; Describing was corre-
lated with five, and Non-reactivity with four domains. The 
least number of correlations was observed for the Observ-
ing (noticing internal/external experiences) and Autopilot 
(acting without conscious intention or awareness of present-
moment sensory perception) facets, each contributing to 
only one domain. These observations indicate that mindful-
ness facets have differential contributions to stigmatizing 
attitudes, and therefore, interventions that seek to combat 
stigma may benefit from a greater focus towards enhancing 
the Describing and Non-reactivity facets. Similar to this, 
studies exploring the relationship between different facets of 
trait mindfulness and empathy have revealed heterogeneous 
and scattered results (Ardenghi et al., 2021).

In this study, higher trait mindfulness was associated with 
higher levels of compassion. This supports the theoretical 
association between mindfulness and compassion (Germer 
& Barnhofer, 2017; Neff, 2003a, 2003b; Voci et al., 2019). 
Although empirical data directly tapping into this relation-
ship are limited, the close link between mindfulness prac-
tice and the development compassion is well-recognized 
within Buddhist literature (Kang & Whittingham, 2010; 
Tirch, 2010). A study by Mahon et al. (2017) has shown that 
mindfulness training improves compassion among nurses, 
but another study failed to demonstrate a significant change 
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in SCBCS score among primary care clinicians following an 
abbreviated mindfulness intervention (Fortney et al., 2013). 
The authors of the latter study noted that the null effect on 
compassion may be due to high baseline compassion scores 
(Fortney et al., 2013). Most studies evaluating the effects of 
mindfulness training on compassion have investigated self-
compassion rather than compassion towards others (Cheang 
et al., 2019). There is evidence that an increase in self-com-
passion may be a mediator of the benefits of mindfulness 
practice on psychological health (Gu et al., 2015; van der 
Velden et al., 2015). However, according to Neff’s model 
of self-compassion, which is founded on Buddhist teach-
ings on compassion, “common humanity” is one of its three 
key components (Neff, 2003a, 2003b). Common humanity 
refers to framing one’s suffering as part of being human and 
as an experience that connects the self to others rather than 
isolating oneself from them. It has been posited that mind-
fulness promotes a balanced perspective taking and counters 
egocentrism, thereby inducing a sense of interconnected-
ness (Neff, 2003a, 2003b). Therefore, mindfulness training 
is likely to endorse compassion towards both self and others. 
Conversely, in a study by Neff and Pommier (2013), there 
was no correlation between self-compassion and compassion 
towards others among college undergraduates, suggesting 
the possibility that these are two independent constructs. 
As further support for this dichotomy, Mills et al. (2018) 
found, among nurses and doctors, that compassion for others 
(measured using SCBCS) and self-compassion were nega-
tively correlated with each other. In our study also, com-
passion was measured using SCBCS, which conceptualizes 
compassion as being other-oriented. Thus, further research 
using different measures of compassion could tap into any 
differential effects of self- and other-oriented compassion on 
stigma. In a recent study, interconnectedness and compas-
sion were shown to reduce stigma towards people with men-
tal illness, but the role of mindfulness was not studied (Yu 
et al., 2021). Further support for the relationship between 
mindfulness and compassion could be derived from studies 
which show that mindfulness leads to prosocial behaviors 
(Donald et al., 2019).

At the facet level, three facets of mindfulness, namely, 
Observing, Describing, and Non-reactivity, were associated 
with compassion in the present study. Despite non-judgment 
being theorized to be an important attribute of compassion 
(Gilbert, 2010), compassion did not correlate significantly with 
the Non-judging facet in the present population. Published data 
on correlations between mindfulness facets and other-oriented 
compassion are scarce, but in a previous study by Medvedev 
et al. (2021), where a network analysis of mindfulness facets, 
affect, compassion, and distress was conducted, compassion 
was found to be negatively correlated with Non-judging. They 
also found a weak positive correlation between compassion and 
the Observing facet, similar to present findings.

Compassion was correlated with several domains of 
stigma in the expected direction. Higher compassion was 
related to higher pity and helping. In Corrigan’s (2000) 
work on social attribution in mental health stigma, when 
one encounters a person with mental illness, an affective 
response of pity is generated if the symptoms are perceived 
as uncontrollable and the person is viewed as not responsi-
ble for their illness, and the behavioral consequence of this 
is helping behavior. The link observed between compas-
sion and helping was anticipated because, in addition to 
being moved by another’s suffering, “wanting to help” is 
integral to compassion (Goetz et al., 2010; Lazarus, 1991). 
The inverse correlation between compassion and anger is 
also understandable; in Corrigan’s path model, anger is 
the affective response to a person with mental illness when 
the person is viewed as responsible for their illness and the 
symptoms are perceived as uncontrollable. Compassion-
based interventions have been shown to reduce interper-
sonal problems including anger (Hofmann et al., 2011). 
Further, compassion was seen to be negatively correlated 
with avoidance, since a compassionate person would be 
unlikely to consciously avoid a person with mental illness. 
Interestingly, Corrigan et al. (2003) has previously noted 
that avoidance and withholding help are highly correlated 
with each other.

An unexpected positive correlation was observed between 
compassion and coercion. Although this may seem coun-
terintuitive, a closer look at the question used to assess 
coercion in the AQ-9 provides an explanation. Participants 
were required to answer the question, “How much do you 
agree that Harry should be forced into treatment with his 
doctor even if he does not want to?” with regard to a man 
with schizophrenia who has been “hospitalized six times 
because of his illness,” and “sometimes hears voices and 
becomes upset.” The moral framing of coercive treatment in 
mental healthcare has been a contentious issue. It is likely 
that nurses with higher compassion believed that the patient 
would benefit from being treated involuntarily, as the patient 
may have lost insight due to the psychotic illness. Previ-
ous surveys among healthcare professionals have revealed a 
notable tendency to endorse coercive treatment for psychi-
atric patients, as they believed it was morally justified, con-
stituting what has been called “good coercion” or “beneficial 
coercion” (Lawn et al., 2015; Lorem et al., 2015; Steiger 
et al., 2022). From an ethical point of view, coercive treat-
ment may be justified in a context of “beneficence,” where 
the long-term benefits of treatment outweigh any temporary 
distress or perceived harm. Also, it has been argued that 
treatment restores the patient’s “autonomy,” which has been 
lost due to the illness (Prinsen & van Delden, 2009). Cultural 
differences in the moral framing of coercive treatment may 
also exist (Ewuoso, 2016; Shah & Basu, 2010). In Asian 
cultures like Sri Lanka, traditionally, a paternalistic approach 
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has prevailed within the practice of medicine, which may 
have sanctioned coercive treatment (Shah & Basu, 2010). 
Thus, our findings call into question the validity of the coer-
cion domain in the assessment of stigma, or at least the item 
used in the AQ-9 to this end.

Facet-level mediation analyses in the present study 
revealed that among the facets of mindfulness, Describ-
ing and Non-reactivity showed the most prominent effects 
against stigma, many of them being mediated either fully or 
partially through compassion. This implies that those who 
are better in describing and taking a non-reacting attitude 
towards their present-moment experiences are often more 
likely to feel compassion for others, and this makes them 
less likely to harbor stigmatizing attitudes towards psychi-
atric patients. The Observing facet also showed a positive 
effect on feeling pity for psychiatric patients, but this effect 
was also fully mediated by an increase in compassion. Thus, 
interventions designed to combat stigma towards psychiat-
ric patients may benefit from a focus on enhancing mindful 
skills in describing, non-reacting, and observing.

Although our findings provide evidence of statistically 
significant effects of trait mindfulness on compassion and 
stigmatizing attitudes, it should be noted that these effects 
were small in magnitude. However, these observations are 
mostly consistent with our theoretical understanding of the 
constructs measured. These findings may have important 
implications at the population level, where the practice of 
mindfulness and compassion among healthcare workers may 
contribute to a reduction in the negative effects of stigma 
experienced by health service users.

Limitations and Future Research

The cross-sectional design of the study precluded establish-
ing any causal relationships between the studied constructs. 
The sample was predominated by females, limiting the appli-
cability of the findings to the male nursing population. The 
large majority of the participants (97%) were Buddhists; 
therefore, caution should be exercised when generalizing 
these findings to other cultural contexts. This study was 
conducted during the COVID-19 pandemic; it is possible 
that this context could have affected the levels of mindful-
ness, compassion, and stigma among nurses, thereby inter-
fering with the results. Being compassionate is generally 
considered a professional duty for healthcare professionals 
(Perez-Bret et al., 2016); hence, social desirability bias may 
have exaggerated the nurses’ self-report compassion levels. 
Another limitation is the potential effect of common meth-
ods bias; multiple constructs being measured using com-
mon methods may have led to spurious effects due to the 
measurement methods rather than to the constructs being 
measured, possibly owing to response styles, social desir-
ability, and priming effects (Podsakoff et al., 2012).

Our findings add useful new knowledge regarding an 
understudied area in stigma of mental illness. The finding that 
trait mindfulness, a potentially modifiable factor, was associ-
ated with lower stigma in three domains can inform the design 
of novel interventions for stigma reduction among healthcare 
workers. Mindfulness training can be either incorporated into 
an existing stigma reduction program supported by evidence, 
or used as a stand-alone intervention. Since there is no direct 
evidence for the latter as of now, the former approach may 
be preferred at this time. As compassion was seen to medi-
ate some relationships between trait mindfulness and stigma, 
including overt instruction in compassion-based practices 
could potentially augment the efficacy of such a program. In 
the present study, we have focused on other-oriented compas-
sion, setting aside self-compassion. Whether the cultivation of 
self-compassion in addition to other-oriented compassion has 
added advantages in stigma reduction needs to be investigated. 
At a larger scale, introducing the concepts of mindfulness 
and compassion to nurses at an earlier stage, preferably dur-
ing training years, could be a useful step towards combating 
stigma in mental healthcare.

Our current findings are cross-sectional in nature, and 
therefore, the effect of mindfulness on stigmatizing atti-
tudes towards psychiatric patients needs to be studied using 
an interventional study design before any robust recom-
mendations can be made. To this end, a randomized con-
trolled trial on whether a mindfulness-based intervention 
is effective in reducing stigma among healthcare workers, 
and whether this effect is mediated by compassion, would 
be helpful. Since compassion was only a partial mediator 
in the present analysis, other potential mediators should 
be explored in future research. Moreover, future studies 
could investigate whether the mediation models supported 
among nurses in this study can be replicated in other sam-
ples such as the general population. It is also important 
to study whether there are differences between meditating 
and non-meditating samples with regard to this concep-
tual model, and explore potential effects of the frequency 
and duration of meditation experience. Also, among the 
scales designed to assess public stigma, we selected a scale 
grounded in attribution theory; while this was supported 
by empirical data suggesting that mindfulness could miti-
gate the fundamental attribution error, exploring alterna-
tive conceptualizations of stigma could further expand our 
understanding of these constructs and their inter-links.
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