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Abstract 

 

Aim: In the UK it has been reported that over 50% of the police workforce has taken sick 

leave for mental or physical health issues within the past five years. Bedfordshire Police 

Force has the fourth highest long term sick leave in the UK due to both physical and 

psychological health.  

Method: The study employed mixed methods across four phases of work (1. needs 

assessment, 2. Baseline assessment, 3. Intervention implementation, 4. Evaluation) to 

assess the physical health (body mass index, blood pressure), psychological wellbeing 

(stress anxiety, depression, mood, wellbeing), health behaviours (physical activity, nutrition, 

substance use, sleep), support needs and factors that influence the health and wellbeing of 

Bedfordshire Police employees. The study moreover tested the feasibility of brief positive 

psychology interventions (3 Good Things [expressive writing] Technique and Positive 

Password Mantras) for a length of 1 month.  

Results:  Stress levels (personal, organisational and operational) and BMI were high in 

Bedfordshire Police Force employees and significantly correlated with poorer health 

behaviours. Recruitment to the interventions was low, and attrition over the four weeks was 

high, suggesting the current approach was not feasible. Interview findings indicated that 

future initiatives need to 1) Build belief in the support available; 2) Address perceived stigma;  

3) Provide timely support; 4) Reduce work-related stress; 5) Make health and wellbeing a 

priority; 6) Encourage camaraderie and social support, and 7) Support positive coping 

strategies.    
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Conclusion: There is a clear need and desire for occupational health support within 

Bedfordshire Police Force to support employees’ physical health and psychological 

wellbeing. Future interventions should consider employee’s capability, opportunity and 

motivation to engage and make initiatives easy, attractive, social and timely.  
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Chapter 1 

An overview of the general health behaviours and psychological wellbeing of 

police employees 

 

1.1 General overview of police wellbeing in the UK 

People today spend a large proportion of their time at work thus the occupational 

environment can strongly affect the psychological and physical wellbeing of employees 

(Ippoliti, Corbosiero, Canitano, Massoni, Ricciard et al., 2017). Work-related stress, 

however, does not only affect individuals’ quality of life, but due to absenteeism, and 

reduced productivity, may result in direct financial costs to the organization as well 

(Nadinloyi, Sadeghi, Hajloo, 2013; LaMontagne, Martin, Page, Reavley, Noblet, Milner, 

2014; Thomas, Jenkins, Burch, Calamos Nasir, Fisher, Giotaki et al., 2016). The UK police 

force employs nearly 130,000 officers (Hargreaves, Husband, & Linehan, 2018), however, 

over half of these officers have taken sick leave due to mental health problems or physical 

health issues within 5 years (Police Firearms Officer Association 2017). Due to the rise in 

sickness absence among police officers, their mental health has become of central 

importance.  The Police Federation (2016) found that of 17,000 officers over 39% needed 

treatment for their mental health or related illness. However significant barriers such as 

increasing budget cuts, decreased staffing and increased crime levels create more pressure 

on police officers (Police Federation, 2020), potentially leading to a mental and physical 

health crisis in the UK police force. 
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1.2 Mental health and stress 

Police officers are at higher risk of developing work-related psychological and physical 

health problems such as sleep disorders, depression, PTSD, alcohol abuse, ischemic heart 

disease and consequent disability (Marzuk, Nock, Leon, Portera, & Tardiff, 2002; North, 

Tivis, McMillen, Pfefferbaum, Cox, Spitznagel et al., 2002; Kapusta, Voracek, Etzersdorfer, 

Niederkrotenthaler, Dervic, Plener et al., 2010; Pinals & Price, 2013). Although policing has 

a number of dangerous aspects; the primary source of work-related mental health problems 

is indicated to be the police organization itself. Organisational factors that impact on this 

include; lack of social support from colleagues, the imbalance between job demand and 

reward and resourcing problems, potentially leading to burnout, depression, anxiety and 

PTSD (Martinussen, Richardsen, Burke, 2007; Moon & Jonson, 2012; Hansson, Hurtig, 

Lauritz, Padyab, 2016; Kohan & Mazmanian, 2016).  

UK police staff tend to primarily reference time pressures, staff shortages, shift-work and 

heavy workload (Garbarino, Cuomo, Chiorri, Magnavita, 2013), alongside a top-down 

management style as significant influences on police officers’ mental health, (Toch, 2002; 

Moon & Jonson, 2012; Sherwood, Hegarty, Vallières, Hyland, Murphy, Fitzgerald, Reid, 

2019), in some cases even more so than operational stressors. The significant effect of 

organisational stressors may be due to the awareness among police officers of the potential 

traumatizing events and risks that come with policing work (Moon & Jonson, 2012). 

However, research on policing, in general, may focus more often on organisational 

stressors, which may be more often measured (Hansson et al., 2016). Operational policing 

stress such as direct threats to the officer’s life, witnessing traumatic events or crimes 
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against children, are also reliable predictors of PTSD and burnout (Wrenn, Wingo, Moore, 

Pelletier, Gutman, Bradley, Ressler, 2011; Ellrich & Baier, 2017; Sherwood et al., 2019). 

Moreover, certain life events also may contribute to the adverse psychological outcomes in 

police officers including financial difficulties and bereavement (Chopko & Schwartz, 2013; 

Habersaat, Geiger, Abdellaoui, Wolf, 2015).  

1.3 Impact of mental health problems on work performance 

Police officers need to be able to assess a situation accurately and rapidly decide on 

appropriate action. Mental health problems may lead to a decrease in cognitive functioning 

and thus job performance. Inappropriate reaction, such as hesitation or aggression, can 

result in serious adverse effects on personal safety or the safety of colleagues and members 

of the public (Pinals & Price, 2013; Price, 2017). Therefore, police officers have to be alert at 

all times throughout their shift, able to produce accurate reports, operate vehicles and 

specialist equipment, which can be severely compromised when suffering from mental 

health issues (Bureau of Labour Statistics, 2016; Pinals & Price, 2013). Organisational 

commitment may also diminish, particularly when there is a discrepancy between officers’ 

current experience of the job and their expectation of the job, which may be particularly 

prevalent among young recruits (Moon & Jonson, 2012). Moreover, not feeling appreciated 

at work, policing roles that do not allow enough family time, and overwhelming work 

responsibilities can also lead to lower organizational commitment among officers (Moon & 

Jonson, 2012). 
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1.4 Mental health and alcohol use 

As policing is a highly stressful occupation, mental health issues may further result in 

developing maladaptive health behaviours and consequent health problems such as sleep 

disorders or cardiovascular disease (CVD). For instance, traumatic experiences on duty, 

such as seeing dead or mutilated bodies, or seeing someone die has been associated with 

problematic drinking habits (Ballenger, Best, Metzler, Wasserman, Mohr, Liberman, Marmar, 

2011; Ménard, Arter, Khan, 2016). Alcohol use is strongly associated with occupational 

stressors in police officers, often being a main coping mechanism (Smith, 2005). While 

others found a limited association between occupational stress and increased drinking 

among police officers compared to other occupations, however, more police officers used 

alcohol as a form of coping at some point in their lives than the general population (Weir, 

Stewart, Morris, 2012).   

1.5 Sleep disorders 

Due to shift work around the clock, police officers are prone to developing sleeping 

disorders. Night shift work has been linked to obesity, type 2 diabetes, CVD, and mood 

disorders, possibly due to a disruption in the circadian rhythm (Jehan, Ferdinand, Pandi-

Perumal Myers, Auguste, Louis, McFarlane, 2017). Moreover, sleep loss may lead to higher 

perceived stress levels in male police officers and officers with higher ranks (Charles, 

Slaven, Mnatsakanova, Ma, Violanti, Fekedulegn, et al., 2011). Rajaratnam, Barger, Lockley, 

Shea et al. (2012) screened 4957 North-American police officers of which 40.4% were found 

to have at least 1 sleep disorder, 33.6% had obstructive sleep apnoea and 6.5% had 
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moderate to severe insomnia. 14.5% of the sample worked night shifts on the regular basis; 

1.6% suffered from restless legs syndrome and 0.4% from narcolepsy. 

1.6 Mental health and physical conditions  

Work-related stress has been linked with inflammatory response, which is a central cause of 

CVD (Ramey, Downing, Franke, Perkhounkova, Alasagheirin et al., 2012). This is due to 

inflammation rupturing the atherosclerotic plaques, which can result in acute cardiovascular 

events (Ramey et al., 2012, Magnavita, Capitanelli, Garbarino, Pira, 2018). High perceived 

stress is also associated with an increase in Body Mass Index (BMI), waist circumference, 

abdominal circumference and body fat in police officers that are all contributing factors to 

CVD (van Vegchel, Jonge, Bosma, Schaufeli, 2005). Further association has been found 

between service length, quality of life and coronary heart disease (CHD) risk (Da Silva, 

Hernandez, Gonçalves, Arancibia, Castro, Da Silva, 2014).  CVD and obesity in turn 

negatively impact on officers’ job performance, and quality of life (Violanti, 2011; 

Alasagheirin, Clark, Ramey, Grueskin, 2011).  

Poor mental health can contribute to the development of physical health conditions; 

however, these physical conditions tend to be the result of adopting poor health behaviours 

(Faghri, Simon, Huedo-Medina & Gorin, 2016). Self-efficacy refers to an individual’s belief in 

their ability to perform certain behaviours to produce certain desired effects (Bandura, 1994). 

Previous research demonstrated that self-efficacy is a reliable predictor of adopting healthy 

behaviours such as physical activity, diet and weight control (Teixeira, Carraça, Marques, 

Rutter & Oppert, 2015). These health behaviours further have been linked to lower BMI and 

better health outcomes (Leong, Madden, Gray & Horwath, 2012).  
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However, due to the small number of longitudinal and UK studies, the evidence base on 

cause and effect is limited. To improve police staff’s health and wellbeing, worksite health 

promotion programs, linked to healthy eating, behaviour change and stress management 

have been recommended (Magnavita et al., 2017). 

1.7 Rationale and aims 

There is a clear link between work-related stress and mental health problems in police 

officers that may also cause a variety of health issues long term. Therefore, it is imperative 

to explore the various coping mechanisms and health behaviours that mediate these mental 

and physical health outcomes. This research, therefore, aims to understand and assess not 

only the current state of mental health of police employees but also the type of coping 

mechanisms and health behaviours employees adopt. The current study consisted of four 

phases: 

Phase 1 – Needs assessment: A needs assessment that aimed to gain a wider picture of 

the current physical health and psychological wellbeing of police employees;  

Phase 2 – Pre-intervention: A baseline survey that assessed the psychological and 

behavioural aspects in Phase 1 with the additional assessment of coping mechanisms, out-

of-work life stressors, help-seeking behaviours and awareness of occupational support from 

the police force; 

Phase 3 - Implementation: Baseline survey participants were invited to take part in a pilot 

intervention, randomised to three groups, two containing a Positive Psychology Intervention 

(PPI); with a follow-up (post-intervention) survey 4 weeks later; 
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Phase 4 - Evaluation: Interviews were conducted to assess the acceptability and feasibility 

of the intervention and understand the barriers and facilitators to positive health behaviours 

and help-seeking in police employees.  
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Chapter 2 

Preliminary investigation of current physical health, psychological wellbeing 

and the current health behaviours of Bedfordshire Police Force:  

Phase 1 - Needs assessment 

 

2.1  Introduction 

The police officer role is reported to be one of the most stressful jobs in the world (Gyamfi, 

2012). Of 7,803 UK police officers in 2017, 48% reported to experience high to extreme 

work-stress and felt emotionally drained most of the time, which is a 10% increase since 

2015 (Police Federation, 2017). Past findings indicate that work-family conflicts, low job 

control and lack of social support were directly linked to officers’ deteriorating mental and 

physical health, increasing the probability of physical illness by 35% (Goh, Ilies, Wilson, 

2015). Furthermore, job strain can increase the probability of cardiovascular disease by 23% 

(Kivimäki, Nyberg, Batty, Fransson, Heikkilä, Alfredsson, Clays, 2012). Recent research 

findings highlight that regular exposure to policing stress, both operational and 

organisational, increases the risk of sleep disorders, suicide, obesity, cardiovascular disease 

and cancer (Violanti, Charles, McCanlies, Hartley, Baughman, Andrew, et al., 2017). Some 

psychological outcomes, such as anxiety and burnout, can be predicted by the level of 

organisational stressors, job demands, working hours and workload (Purba & Demou, 2019). 

While the psychological and physical health of the police force is of critical importance, there 

has not been much research effort made in the past to investigate the impact of the 

particular health habits of officers that may mediate the relationship between them (Martin, 
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Marchand, Boyer, Martin, 2009). Bedfordshire Police is the fourth highest of 43 forces in 

relation to long term sick leave among employees and the second highest in short-medium 

term sick leave (Bullock, 2017), and therefore would benefit from intervention.  

2.2  Aim of the study 

The present study was a needs assessment that aimed to examine the current health 

behaviours, physical health and psychological wellbeing factors of Bedfordshire Police 

employees to provide insight to the health and wellbeing leads of the force on what support 

was needed. More specifically, this study aimed to explore the current physical health (BMI 

and blood pressure), psychological wellbeing (quality of life, anxiety, depression, mental 

wellbeing, positive and negative affect, self-efficacy) and the current health behaviours 

(physical activity, breakfast and fruit or vegetable consumption, smoking, alcohol and 

substance use) of the Bedfordshire Police Force. The study moreover explored employee 

desire for support towards behaviour change and mental health and whether there were 

associations with positive affect and physical activity that could support positive psychology 

and/or physical activity intervention.    
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2.3  Method  

2.3.1 Design  

A cross-sectional design was employed to assess psychological wellbeing and health 

behaviours via an online survey and physiological health outcomes using objective 

measurements.  

2.3.2  Participants 

Participants consisted of police employees (N = 151); 35% male (n = 53) and 65% female (n 

= 98) with the mean age of 43 years ranging from 21-71 years (M = 43.04, SD = 10.8). 

Participants were recruited from a variety of job roles including call handlers and dispatchers 

(9%), HR and clerical roles (24%), crime scene staff (13%), detective constables (16%), 

police constables (17%), intelligence officers (11%), police officers (11%), investigation 

related roles (10%) and other roles involving victim management, cyber, digital and offender 

management. 

2.3.3.  Materials  

Questionnaires described below were hosted by Qualtrics online survey software (2005) BMI 

and blood pressure was collected objectively in one-to-one assessment sessions by another 

researcher (JY). 
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Health Behaviour Assessment Tools 

International Physical Activity Questionnaire (IPAQ) (Craig, Marshall, Sjöström, Bauman, 

Booth, Ainsworth et al., 2003) 

This tool measured the number of days in a week on a 0-7 days scale, the hours and 

minutes that the respondent engaged in moderate and vigorous physical activity (MVPA), 

sport, walking and sitting (hours and minutes only). Hours were converted into minutes and 

were added to the minutes stated by the participants to calculate the total minutes for each 

activity (for example; 2 hours and 10 minutes stated by respondent = 130 minutes).  

Following scale guidelines, total minutes of 10 or less were recomputed to 0 minutes, while 

anything over 180 minutes was recomputed to 180 to avoid outliers. Total minutes for each 

activity (except for sitting) were then multiplied by the associated number of days to calculate 

the weekly total (for example vigorous pA days * vigorous PA total minutes = weekly total for 

vigorous PA).  

Weekly total minutes of vigorous physical activity, moderate physical activity and sport were 

then summed to obtain a weekly total minutes spent engaging in MVPA. This total was then 

categorized according to the Sport England (2020) weekly categories of; 0-29 minutes 

(inactive), 30-149 minutes (fairly active), 150 minutes and over (active).  
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Marshall Sitting Questionnaire (MSQ) (Marshall, Miller, Burton, Brown, 2010)  

This tool measures the hours and minutes spent sitting each day on weekdays and weekend 

days separately, in five different domains; while travelling, working, watching TV, using a 

computer at home, leisure time (excluding TV watching). Hours were converted to minutes 

and added to the minutes that were stated by the respondent, giving the total sitting minutes 

for each domain. Weekday and weekend sitting times were established by calculating the 

mean of the total sitting minutes of all five domains for each.  

Dietary questionnaire 

This tool consists of two scales; fruit and vegetable intake and breakfast consumption. Fruit 

and vegetable intake measured the number of days on an average week (0-7 days) that the 

respondent consumed 5 or more portions of fruit or vegetables. Breakfast consumption was 

measured for weekdays and weekends separately; weekday consumption was measured on 

a 0-5 day scale, weekend consumption was measured on a 0-2 day scale. Breakfast was 

described as the first meal of the day and consumed within two hours of waking and 

respondents were told it can comprise of foods and/or beverages from at least one food 

group that contains more than 50 kcal (e.g. more than a piece of fruit, a small glass of juice 

or a flat white coffee).  

Tobacco use  

This tool consists of two questions, one concerned with the current smoking habits, 

measured categorically (daily; less than daily; not at all). The second question asked about 

past smoking habits, measured on a nominal scale of 1 (No) and 2 (Yes). 
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Alcohol Use Disorders Identification Test (AUDIT-C) (Bush, Kivlahan, McDonell, Fihn, 

Bradley, 1998)  

This tool consists of three questions measuring the frequency (never, monthly or less, 2-4 

times a month, 2-3 times a week, 4 or more times a week) and the amount (1-2, 3-4, 5-6, 7-

9, 10 or more units) of alcohol consumption. Both frequency and amount are measured on a 

0-4 scale, lowest possible score being 0 and the highest possible being 12. Scores are 

computed by summing the scores of all three questions giving the total score indicating the 

risk of dependency. Total scores can then can be categorized as 0-4 (low risk), 5-7 

(increased risk), 8-10 (high risk), 11-12 (possible dependency). 

Substance use 

This tool measures substance use in the last 12 months on a nominal scale of 16, each 

scale point being a specific substance such as cannabis, amphetamines, cocaine, crack, 

ecstasy, heroin, acid or LSD, ketamine, mephedrone, magic mushrooms, methadone or 

physeptone, semeron, tranquilizers, amyl nitrate, anabolic steroids, glues, solvents, gas. The 

list also included one fictional substance name to ensure that responses are truthful.  
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Psychological Assessment Tools 

Office for National Statistics' subjective wellbeing measure – Quality of life (Dolan, 

Layard, Metcalfe, 2011) 

This is a 4-item tool of overall quality of life, measured life satisfaction, happiness, 

worthwhileness and anxiety on a 0-10 scale. Items can be analysed separately or totalled. 

One question on this scale is negatively worded (‘How anxious did you feel yesterday, 

overall?’) which needed reverse coding before using. Total scores were computed by 

summing the responses; the lowest possible score being 0 (low quality of life) and highest 

being 40 (good quality of life). 

Warwick-Edinburgh Mental Well-being Scale (WEMWBs) (Tennant, Hiller, Fishwick, Platt, 

Joseph, Weich, et al., 2007) 

The original tool consists of 14 positively worded statements, rated on a 1-5 scale (none of 

the time – all of the time). One item: ‘I’ve been feeling confident’ was omitted to data 

collection due to an error on Qualtrics, therefore summed responses ranged from 13 (low 

mental wellbeing) to 65 (high mental wellbeing). The scale has high reliability of α= .89-.91. 

Positive and Negative Affect Schedule (PANAS) (Watson, Clark, Tellegen, 1988) 

The PANAS measures positive and negative emotions through a twenty-item scale, 

consisting of 10 negative (irritable, ashamed) and 10 positive (determined, attentive) 

emotions rated on a scale 1-5 (very slightly or not at all – extremely). Each scale ranges 

from 10-50 and is computed by summing responses for all positive affect words (positive 

affect score) and summing the responses for all negative affect words (negative affect 
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score). Cronbach’s alpha for both sub-scales confirms good reliability (Crawford & Henry, 

2004). 

Patient Health Questionnaire (PHQ-2) (Spitzer, Kroenke, Williams, et al., 1999) and 

Generalized Anxiety Disorder Questionnaire (GAD-2) (Spitzer, Kroenke, Williams, Löwe, 

2006)  

The PHQ-2 and GAD-2 consist of 2 statements that are rated on a 0-3 scale (anchors = not 

at all – nearly every day), screening levels of depression (PHQ-2) and anxiety (GAD-2). 

Scores are computed separately for each scale, by summing the responses for both 

questions. The scale ranges from 0 (no depression/anxiety) to 6 (pre-clinical 

depression/anxiety). Total scores for each scale can then can be categorized as 0-2 (No pre-

clinical level depression/anxiety) and 3 or over (pre-clinical level depression/anxiety). 

Police Stress Questionnaire (PSQ) (McCreary & Thompson, 2006)  

PSQ is comprised of two subscales; Operational and Organisational Police Stress 

Questionnaire; each consists of 20 statements, rated on a scale 1-7 (no stress at all – a lot 

of stress). Operational stress measures the operation-related stress of police work such as 

shift work, traumatic events, injury risk, fatigue, occupational health issues, the effect of the 

job on interpersonal relationships and relationships with the public. Organisational stress 

scale measures the organization-related stress of police work including; inadequate 

equipment or staffing, attitudes of the leadership, lack of training, favouritisms, and 

hierarchical nature of the organisation, pressure to prove oneself to the organisation or to 

volunteer free time.  
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Total scores for each subscale were calculated by computing the mean for each subscale. 

Scores for operational stress were then categorized as ≤ 2 (low operational stress), 2.1-3.4 

(moderate operational stress), 3.5 or over (high operational stress); and for organisational 

stress as ≤ 2.6 (low organisational stress), 2.7-3.9 (moderate organisational stress), 4.0 or 

over (high organisational stress).  

Generalised Self-Efficacy Scale (Jerusalem & Schwarzer, 1995) 

This is a 10-statement tool measuring a person’s belief in their own ability to control given 

situations. Each statement is rated on a 1-4 scale (anchors = not at all true – exactly true). 

Self-efficacy scores are calculated by summing the responses for all 10 statements, ranging 

from 10 (low self-efficacy) to 40 (high self-efficacy). The scale has high reliability of α=.76 - 

.90. 

Support needs (desire to change) 

Respondents were asked to highlight their desire to change a particular health behaviour, 

such as gaining more physical activity, sitting less, improving their diet, stopping smoking, 

reducing alcohol intake, reducing drug use and sleeping more or sleeping less. Participants 

could respond to these questions by choosing ‘yes’, ‘no’ or ‘maybe’.  

A question regarding journal keeping was also added (‘Do you keep a personal diary or 

journal?’) to assess whether participants practice any expressive writing. Participants could 

respond by choosing ‘daily’, ‘weekly’, ‘monthly’, ‘never’ or ‘I used to’. 
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Physical Health measures  

Body Mass Index (BMI) 

Height and body weight data were collected through face-to-face physical assessments with 

134 participants, and BMI was calculated using the formula kg/m2 via SPSS.  Using SPSS 

recoding, calculated BMI values were then categorized into; 18.5 or less (Underweight), 18.5 

-24.9 (healthy weight), 25-29.9 (overweight), ≥ 30 (obese) (Word Health Organization, 2020).  

Blood Pressure (BP) 

Blood pressure data was created by categorizing the raw values (Systolic and Diastolic) by 

the Whelton, Carey, Aronow, Casey, Collins, Himmelfarb, et al (2017) into blood pressure 

categories as follows: 

Table 1 Official blood pressure categories adapted from Whelton et al (2017) 

BP Category Systolic BP (mm/Hg)  Diastolic BP (mm/Hg) 

Normal < 120 And < 80 

Elevated (Pre-

hypertension) 
120-129 And < 80 

Hypertension 

Stage I 
130-139 Or 80 - 89 

Hypertension 

Stage II 
140 ≤ Or 90 ≤ 

Hypertensive crisis 180 < And/or 120 < 
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2.3.4  Procedure 

Participants received an email invitation through Bedfordshire Police’s internal comms team, 

with an embedded link to the online questionnaire (hosted via Qualtrics). Participants were 

first presented with an information sheet explaining the aim of the study and what 

participation would entail, including the procedure of data collection, confidentiality, data 

protection and the potential benefits of this research. At the end of the information sheet, 

participants were asked to indicate their informed consent by ticking five boxes beside the 

consent statements (see Appendix II).  

Participants were required to complete the online questionnaire before undertaking a 

physical assessment. Following questionnaire completion, participants were sent a link to an 

online booking system via email to book an appointment for physical assessment.  This was 

part of a wider study at the University of Bedfordshire that measured waist circumference, 

height, body weight, blood pressure, musculoskeletal strength, alongside blood tests to 

assess fasting glucose levels, triglyceride levels and high-density lipoprotein levels (HDL). 

This physiological data was used as part of a wider project to inform the force on the 

presence of Metabolic Syndrome (a condition where three or more of the following are 

present: central obesity, elevated triglyceride, low HDL, raised blood pressure, raised fasting 

plasma glucose) (Kaur, 2014). 
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2.3.5 Ethical considerations 

The study has received full ethical approval from the Institute for Sport and Physical Activity 

Research (ISPAR) ethics panel (approval number: 2019ISPAR011) (Appendix III.).The 

Bedfordshire Police Force has also given permission to be named in all outputs.  

Informed consent was obtained from participants at each study phase. Participants were 

encouraged and given the opportunity to ask questions throughout the study; researcher 

contact details were displayed on information forms to ensure that participants had an 

appropriate channel for this. Participants were reassured that their participation was entirely 

voluntary and was able to withdraw their data up until four weeks after data collection; with a 

deadline set for withdrawals to avoid data withdrawal past the data analysis phase.  

Storage and use of data were kept in accordance with the provisions of the Data Protection 

Act 2018 (GDPR). Data collected was cleared of identifiable information before analysis. 

Throughout the study, results were recorded digitally (Qualtrics and voice recorder) and all 

data were stored on a password protected devices. Data folders and files were protected 

with different passwords. Only the research team (AC, KW, DK) held the passwords to 

access these data.  

All members of the research team upheld data protection status by not sharing any 

individual’s specific data or results with any third party, employer or peers. Should the 

research be published, it will remain stored with ISPAR password-protected archives for 3 

years after publication, as per the institute data protection policy. Once this approved time 

has elapsed it will then be destroyed. 
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Participants were required to complete psychological questionnaires and lifestyle 

assessments, which may have possibly been perceived as sensitive by the participants. One 

question related to the use of illegal substances and assurance was given in the consent 

form that identifiable data from the survey will not be shared past the research team.   

2.3.6.  Analysis  

Data were analysed using SPSS 22 (2013).  Descriptive statistics for physical health, 

psychological wellbeing and health behaviours were computed and presented. To assess 

associations between variables, Pearson’s correlation was used; Correlations between 

psychological wellbeing variables and health behaviour variables were computed.  

 

2.4 Results 

2.4.1 Physical Wellbeing (BMI & blood pressure) 

BMI and blood pressure data were obtained from 135 participants. A total of 61% of this 

population were classed as overweight or obese with a mean BMI of 27.3 (SD = 4.88) in the 

overweight category. This is broken down to 26% (n = 35) obese, 35% (n = 47) overweight. 

Just over a third 37% (n = 49) were within the healthy weight category (overall sample 

weight ranging from 16.8-41.5). 
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Figure 1 BMI levels of police employees 

 

For blood pressure, 28% (n = 38) had evidence of pre-hypertension (120/80–129/80), 17% 

(n = 23) Stage I Hypertension (130/80-139/89) and 13% (n = 17) Stage II Hypertension 

(≥140/90). 

 

Figure 2 Hypertension levels of police employees 
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2.4.2     Physical Activity 

The mean average number of days physically active for 30 minutes or more was 4.03 (SD = 

2.12), and the average weekly minutes physically active was 323.99 minutes, however, with 

a large standard deviation of 464.69.  Just over half (59%; n = 89) the population surveyed 

were classified as active, reporting to engage in regular physical activity (150 minutes or 

more a week); 20% (n = 30) were fairly active (30-149 minutes a week), while 21% (n = 32) 

engaged in less than 30 minutes of physical activity a week.   

  

 

Figure 3: Physical activity levels of police employees based on Sport England 
categories 

 

2.4.3 Fruit and vegetable intake 

A total of 29% (n = 44) met the recommended (British Nutrition Foundation, 2019) guidance 

of five portions of fruit/vegetables every day, with 11% (n = 16) not meeting this on a single 

day. Overall, respondents consumed 5 portions of fruit/vegetables on average 4 days per 

week (M = 4.16; SD = 2.41), with 71% (n = 107) not meeting the recommended guidelines.  
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Figure 4: Fruit and vegetable consumption of police employees 

 

2.4.4     Breakfast consumption 

Breakfast every weekday (Monday to Friday), was consumed by 68% (n = 103); while 11% 

(n = 17) reported not consuming breakfast at all on weekdays. 77% (n = 116) reported 

consuming breakfast on both weekend days and 17% (n = 26) on one weekend day; while 

6% (n = 9) reported not to consume breakfast at all during the weekend. This means that 

31% (n = 48) do not consume breakfast every weekday and 23% (n = 35) do not consume 

breakfast on weekends 
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Figure 5: Weekday breakfast consumption of police employees 

 

 

Figure 6: Weekend breakfast consumption of police employees 
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2.4.5 Alcohol 

The risk of alcohol dependency, based on responses given on the AUDIT-C, was found to 

be low in 61% (n = 82) of police employees. However, 33% (n = 44) were at increased risk of 

alcohol dependency and 6% (n = 8) at high risk of dependency, totalling 39% (n = 52) at 

some risk of developing alcohol dependency. 

 

Figure 7: Alcohol dependency risk of police employees 
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2.4.6 Tobacco use 

Tobacco use was low with 89% (n = 134) reporting they did not smoke at all; while 5% (n = 

8) were active daily smokers, and 6% (n = 9) occasional smokers, equalling 11% as current 

smokers. 

 

Figure 8: Smoking prevalence of police employees 

 

2.4.7     Drug use 

There was limited other substance use reported, with zero employees declaring the use of; 

cannabis, amphetamines, cocaine, crack, ecstasy, heroin, acid, LSD, ketamine, mephedrone 

(e.g. meow meow), magic mushrooms, methadone, anabolic steroids or solvents (e.g. glue, 

gas). One employee (female, 46 years) disclosed the use of tranquillizers (e.g. valium, 

tamazepam) and two employees (male, 30 years; female 36 years) disclosed the use of 

amyl nitrate (e.g. poppers).  
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2.4.8 Sleeping Habits 

The amount of sleep ranged from 4-10 hours per night with mean sleeping time of 6.6 hours 

(M = 6.55, SD = 1.03). A small proportion (3%, n = 4) slept 9 hours or more a night, 53% (n = 

81) reported to sleep 7-8 hours, 41% (n = 62) slept 5-6 hours while 3% (n = 4) slept 4 hours 

a night on average.  

 

Figure 9: Number of hours of sleep for police employees 

 

2.5  Psychological Wellbeing 

Psychological wellbeing was assessed via measuring general self-efficacy, mental 

wellbeing, quality of life, positive and negative affect, depression, anxiety and police stress 

(operational and organizational).  

 

Mean scores tended to fall towards the medium to high ends of each scale suggesting high 

levels of perceived self-efficacy, medium quality of life, wellbeing and positive affect and low 

levels of negative affect. Depression and anxiety were overall at the lower ends of the scale, 

however, stress both in relation to the organisation and operational work was at the higher 
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ends of the scale. Means were categorised based on scale descriptors to explore these 

values further.  

Table 2 Descriptive statistics of psychological wellbeing scores 

 
Scale 
range 

Minimum 
Score 

Maximum 
Score 

Mean SD 

Self-Efficacy 10-40 21 39 31.20 3.57 

ONS Quality of Life 0-40 14 40 28.15 5.79 

Mental Wellbeing 13-65 28 59 45.17 6.58 

Positive Affect 10-50 13 47 31.03 6.80 

Negative Affect 10-50 10 34 16.95 5.49 

Depression 0-6 0 5 1.07 1.22 

Anxiety 0-6 0 6 1.19 1.37 

Operational stress 1-7 1 6.75 2.26 1.22 

Organisational 

stress 
1-7 1 6.95 2.81 1.35 

 

2.5.1 Depression and anxiety 

Using the PHQ-2 pre-clinical screening tool, 11% (n = 17) of respondents showed signs of 

depression. Using the GAD-2 pre-clinical screening tool, 14% (n = 21) of respondents 

showed signs of anxiety. 

2.5.2 Policing stress levels 

Using a policing-specific work-stress measurement, moderate (27%; n = 40) to high (16%; n 

= 24) operational stress (e.g. due to traumatic events) was experienced by 43% of 

employees. Organisational stress (e.g. due to lack of resources) was seen in 48% of 

employees, broken down to moderate (26%; n = 38) to high (22%; n = 32) organisational 

stress.  
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Figure 10: Operational stress levels of police employees 

 

 

Figure 11: Organisational stress levels of police employees 
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 2.6 Correlations between BMI, psychological wellbeing and health behaviours 

As this study was a needs assessment to inform positive psychology and/or physical activity 

intervention that would aim to enhance physical health and psychological wellbeing, 

interactions were focused on these elements alongside beliefs in their ability to control 

generalised situations (self-efficacy). Table 3 presents all interactions.   

2.6.1     BMI 

There was a significant negative relationship between BMI and wellbeing (r(132) = -.20  p < 

.05), and BMI and positive mood (r(132) = .-20 p < .05). While there was a significant 

positive association between BMI and depression (r(132) = .21 p < .05), operational stress 

(r(132) = .22 p <.01) and organisational stress (r(132) = .20 p < .05). This suggests that 

higher levels of BMI were associated with lower levels of psychological wellbeing and 

positive mood; as well as higher levels of depression and occupational stress.  

2.6.2      Psychological wellbeing  

Self-efficacy 

Self-efficacy was positively associated with positive affect (r(148) = .36, p < .001), quality of 

life (r(149) = .21, p < .01), and psychological wellbeing (r(149) = .42, p < .001); and 

negatively associated with depression (r(149) = -.16, p < .05). This highlights that a higher 

belief in oneself was positively correlated with positive psychological wellbeing outcomes. 

Higher self-efficacy was also associated with more sleep (r(149) = .29, p < .001), suggesting 

those who feel more in control of their lives sleep for longer. 
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Psychological wellbeing 

Psychological wellbeing was significantly correlated with lower levels of operational stress 

(r(148) = -.29, p < .001), organisational stress (r(148) = -.24, p < .01), negative affect (r(148) 

= -.62, p < .001), anxiety (r(148) = -.54, p < .001), and depression (r(148) = -.62, p < .001); 

and higher levels of positive affect (r(150) = .79, p < .001), and quality of life (r(150) = .73, p 

< .001). Therefore, better wellbeing was significantly associated with lower levels of stress, 

negative mood, anxiety and depression; while being positively linked with good mood and 

quality of life. Physically, higher psychological wellbeing was related to a lower BMI (r(132)=-

.20, p<.05). Behaviourally, higher levels of psychological wellbeing were associated with 

higher levels of moderate to vigorous physical activity (r(148) = .24, p < .01), fruit and 

vegetable intake (r(148) = .20, p < .05), and sleep (r(148) = .27, p < .01). This suggests that 

those with higher psychological wellbeing have a lower body mass, and are more likely to 

take regular physical activity, eat five portions of fruit and vegetables and sleep for longer.  

No associations were found with substance use.  

Positive affect 

Higher levels of positive emotion were significantly related to lower levels of negative affect 

(r(148) = -.45, p < .001), depression (r(148) = -.55, p < .001), anxiety (r(148) = -.44, p < 

.001), and operational stress (r(148) = -.22, p < .01). Physically, higher levels of positive 

mood was related to a lower BMI (r(132)=-.20, p<.05).Behaviourally, higher positive emotion 

was associated with more moderate to vigorous physical activity (r(148) = .26, p < .01), fruit 

and vegetable intake (r(148) = .17, p < .05), and a trend towards more sleep (r(148) = .16, p 

= .058).  Therefore, as levels of positive mood increase, levels of negative mood, 
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depression, anxiety, operational stress and BMI decrease. In contract, higher positive mood 

is significantly linked with higher levels of physical activity, fruit and vegetable intake and a 

trend towards more sleep, though this association was not significant.  

Negative affect, depression and anxiety 

Negative affect positively correlated with higher levels of depression (r(148) = .61, p < .001), 

anxiety (r(148) = .66, p < .001), operational stress (r(148) = .35, p < .001), and organisational 

stress (r(148) = 26, p < .01). Furthermore, those with higher levels of depression had higher 

levels of anxiety (r(148) = .53, p < .001), and reported more operational (r(148) = .28, p < 

.001), and organisational stress (r(148) = .20, p < .05). Similarly, higher anxiety levels were 

associated with experiencing more stress, both operationally (r(148) = .29, p < .001), and 

organisationally (r(148) = .21, p < .01). Moreover, those who reported higher levels of 

operational stress also experienced high levels of organisational stress (r(148) = .78, p < 

.001). It was, therefore clear that low mood, anxiety, depression and levels of both 

organisational and operational stress were all closely associated.  

2.6.3  Physical activity 

Overall, moderate to vigorous physical activity (MVPA) was positively related to fruit and 

vegetable intake (r(149) = .17 p < .05), breakfast both on the weekday (r(149) = .17 p < .05) 

and weekend (r(149) = .18 p < .05), quality of life (r(148) = .24 p < .01), psychological 

wellbeing (r(148) = .24 p < .01), MVPA was further negatively related to negative affect 

(r(148) = -.19 p < .05), depression (r(148) = -.27 p < .01) and anxiety (r(148) = -.26 p < .01). 

There was a trend towards a relationship between MVPA and organisational stress, 

however, this was not significant (r(149) = .16 p = .055). Similar relationships were found 
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when looking at moderate and vigorous physical activity and sport separately (see Table 3).  

Therefore, those who engaged in physical activity more frequently ate breakfast more 

regularly, ate more fruit and vegetables, and had higher levels of psychological wellbeing, 

positive affect and better quality of life, while having lower negative affect, depression and 

anxiety.  
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Table 3 Correlations between all variables 

 ***p<.001,***p<.01,*p<.05 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 
1 BMI 
 

                                     

2 MVPA 
 

-.10                                    

3 Vigorous PA 
 

-.13 .68
***

                                  

4 Moderate PA 
 

-.03 .74
***

 .11                                

5 Sport 
 

-.06 .62
***

 .40
***

 .17
*
                              

6 Fruit & Vegetables 
 

.02 .17
*
 .22

**
 .03 .14                            

7 Breakfast weekday 
 

.08 .17
*
 .20

*
 .01 .19

*
 .28

***
                          

8 Breakfast weekend 
 

.00 .18
*
 .14 .09 .16

*
 .24

**
 .60

***
                        

9 Tobacco use 
 

.12 .04 -.01 .04 .05 -.01 .22
**
 .32

***
                      

10 Alcohol use 
 

-.18 .01 .01 -.01 .05 -.05 .09 -.02 -.06                    

11 Sleep 
 

-.06 .06 -.040 .11 .01 -.060 -.06 -.02 .08 .00                  

12 Self-efficacy 
 

.10 .12 .08 .09 .08 .01 .09 .14 .22
**
 .10 .29

***
                

13 Quality of life 
 

-.08 .24
**
 .17

*
 .16

*
 .18

*
 .07 .09 .07 .08 .12 .30

***
 .21

**
              

14 Mental wellbeing 
 

-.20
*
 .24

**
 .13 .20

*
 .16

*
 .20

*
 .07 .12 .17

*
 .12 .27

**
 .42

***
 .73

***
            

15 Positive affect 
 

-.20
*
 .26

**
 .21

**
 .17

*
 .15

*
 .17

*
 .04 .12 .17

*
 .09 .16 .36

***
 .54

***
 .79

***
          

16 Negative affect 
 

.09 -.19
*
 -.09 -.17

*
 -.14 -.28

**
 -.06 -.13 -.17

*
 -.07 -.16 -.15 -.55

***
 -.62

***
 -.45

***
        

17 Depression 
 

.21
*
 -.27

**
 -.18

*
 -.18

*
 -.20

*
 -.22

**
 -.10 -.09 -.18

*
 -.16 -.19

*
 -.16

*
 -.57

***
 -.62

***
 -.55

***
 .61

***
      

18 Anxiety 
 

.04 -.26
**
 -.16

*
 -.19

*
 -.18

*
 -.24

**
 -.01 -.05 -.08 -.03 -.19

*
 -.16 -.57

***
 -.54

***
 -.44

***
 .66

***
 .53

***
    

19 Operational Stress 
 

.22*
*
 -.13 -.15 -.06 -.07 -.21

**
 .06 -.02 .05 -.11 .01 -.04 -.27

**
 -.29

***
 -.22

**
 .35

***
 .28

***
 .29

***
  

20 Organisational stress 
 

.20
*
 -.16 -.17

*
 -.11 -.02 -.20

*
 .07 -02 .12 -.04 .04 .03 -.19

*
 -.24

**
 -.15 .26

**
 .20

*
 .21

**
 .78

***
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2.7      Support needs 

When asked whether participants wanted support for the behaviours surveyed, Table 4 

shows that 88% (n = 133) would consider support to increase their physical activity, 90% (n 

= 136) to reduce their sitting times, 86% (n = 130) to improve their diet, 86% (n = 12) to stop 

smoking, 28% (n = 42) to reduce their alcohol intake, 78% (n = 117) to sleep more and 3% 

(n = 5) to sleep less.  

Table 4: Police employee behavioural support needs 

 

Physical 

activity 

Sitting 

less 

Improve 

nutrition 

Stop 

smoking* 

Reduce 

alcohol 

Gain 

sleep 

Reduce 

sleep 

Yes 58% 73% 61% 57% 9% 64% 1% 

Maybe 30% 17% 25% 29% 19% 14% 2% 

No 12% 10% 14% 14% 72% 22% 97% 

*only n=14 were smokers 

 

2.7.1     Expressive writing 

Just 6% (n = 9) of respondents reported keeping a personal journal/diary that they use daily, 

weekly or at least monthly. A total of 83% (n = 125) had never kept a diary or a journal and 

11% (n = 16) had kept a personal journal in the past.   
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2.8    Discussion 

This initial assessment study highlighted a clear need and desire for support for physical 

health in relation to obesity and lowering blood pressure, psychological wellbeing, in relation 

to general mood, depression, anxiety, mental wellbeing, quality of life, and occupational 

stress and behaviourally, in relation to physical activity, nutrition and alcohol consumption. 

Smoking and drug use were low, and therefore less resource was needed to support this 

area, however, there may be an element of underreporting for this section of the 

questionnaire given possible perceived repercussions of the disclosure.  

 

Reducing psychological distress may in turn reduce the risk of chronic disease as a result of 

poor psychological wellbeing and associated poor health behaviours (Maran, Zedda, 

Varetto, 2018).  Analysis showed that there were clear relationships between the variables 

measured in this study, and provides support for the use of positive psychology and/or 

physical activity intervention to benefit physical health, psychological wellbeing and health 

behaviours. Employees with poorer psychological wellbeing were significantly less active, 

ate significantly less fruit and vegetables, and experienced significantly higher rates of low 

mood, anxiety, depression and occupational stress (both operational and organisational).  

Those with poorer psychological wellbeing also had a significantly higher BMI. Increased 

levels of BMI can lead to more serious health consequences such as type 2 diabetes, 

cardiovascular diseases and coronary heart disease (Ramey et al, 2011, 2012; Magnavita et 

al 2017). As a significant proportion of this sample presented with weight problems and 

elevated blood pressure levels, this is an area worthy of future intervention.  



37 
 

Correlational analysis from this study suggests a clear link between regular physical activity 

and psychological wellbeing; employees who tended to engage in either vigorous, moderate 

physical activity or sport experienced lower levels of anxiety, depression and organisational 

stress and experienced more positive mood and better quality of life. Physical activity, 

particularly aerobic exercise, has been previously found effective in reducing policing-related 

stress and improving psychological wellbeing (Norris, Carroll, Cochrane, 1990), supporting 

these findings. Physical activity can be applied as a stress-relief method and may enable 

people to better contemplate or even to avoid rethinking painful experiences (Arble, 

Daugherty, Arnetz, 2018). Moreover, other types of physical activity, such as pilates or yoga 

can reduce psychological distress and anxiety, possibly due to gaining a better awareness of 

mind-body connection, which has been found to enable officers to cope better with distress 

(Jeter et al, 2013; Maran et al, 2018).  More research is needed to understand what types of 

physical activity would be most beneficial to enhance psychological wellbeing. Furthermore, 

it must be noted that this is a cross-sectional design with bi-directional correlations, limited 

any assumptions between cause and effect.  

 

While evidence of alcohol use and increased risk of dependency for some was found, there 

was no relationship found with physical health, psychological wellbeing or the other health 

behaviours. This does not support previous findings that suggest an association between 

alcohol use and occupational stressors in police officers (Smith, 2005) and police employees 

with higher stress levels using alcohol as a coping mechanism (Weir et al., 2012).   
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Overall in this phase 1 study, need for support in terms of physical health, psychological 

wellbeing and health behaviours were evident; responses indicated a majority desire for 

support around increasing physical activity and reducing sitting times, improving nutrition, 

and getting more sleep.  Healthy employees are generally more productive at work; 

however, despite the increasing number of work-place wellbeing initiatives in the UK, there is 

still a lack of understanding around making these initiatives more effective in improving 

employee wellbeing (Whitehouse, 2019). Therefore, companies could be investing in 

initiatives that are not actually improving their employees’ wellbeing thus exploring support 

needs of employees is a critical step in developing effective interventions.  

 

The UK Police Force has established wellbeing initiatives such as Trauma Risk 

Management (TRiM)the Backup Buddy App (Broug & Botterill, 2017), the Oscar Kilo 

programme and the Blue-Light Wellbeing Framework (College of Policing, 2020). 

Rehabilitation services are also available to police employees; provided by the Police 

Rehabilitation Centre, Flint House that is based in South Oxfordshire (Flint House, 2020). 

Moreover, police wellbeing grants have been made available to help develop new wellbeing 

initiatives (Police Care UK, 2020). The majority of these programmes are, however, mostly 

concerned with the mental health of police employees, and more is needed to support health 

behaviours that go alongside mental health.  Findings of this study and past research 

suggest a clear interaction between mental and physical health and more work is needed in 

the area.  
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Uptake of services is important for their effectiveness. Findings of the British Safety Council 

(2018) found a low uptake of such initiatives, primarily due to employee time and financial 

constraints. Therefore, intervention development must also account for the current 

organizational resources, providing an opportunity for employees that is accessible for all 

and does not require increased efforts from individuals that could potentially increase 

pressure or stress. The following chapter will outline the findings of the pre-intervention 

(baseline) assessment of the psychological wellbeing and health behaviours, awareness and 

uptake of support services and support needs in the Bedfordshire Police Force.  
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Chapter 3 

Understanding the physical health, psychological wellbeing and current health 

behaviours of Bedfordshire Police Force 

Phase 2 - the PHeW study force-wide survey 

 

3.1 Introduction 

Police employees are generally seen to be a high-risk group for suffering from mental health 

problems mainly due to the trauma-prone nature of their work. Much of mental health-related 

research with the police forces have focused on work-stress or work-related trauma, 

however, it is also important to consider psychological factors outside of work (Van Der 

Velden, Rademaker, Vermetten, Portengen, Yzermans, Grievink, 2013, Hartley, Violanti, 

Fekedulegn, Andrew, Burchfiel, 2007). Some life events strongly impact on officers’ mental 

health such as the death of a close relative or friend, death of a child, serious arguments 

with a spouse, boss or co-workers and a decrease in income (Hartley et al, 2007, Miller, 

2007).  

It is imperative that police employees maintain their mental health, however, research 

suggests that this is not the case in emergency service employees with these workers less 

likely to seek help (Mind, 2013). It is reported that these employees often have difficulties in 

expressing their emotions, and the additional perceived stigma from colleagues and 

leadership (Bullock and Garland, 2018) may result in refusing to seek professional help 

(Toch, 2002). This stigma does not only affect help-seeking behaviours and consequently 

employees’ mental state, but it also impacts on their reactions to psychological distress and 
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stressful situations (Stuart, 2017). Police employees have been found to seek social support 

as a form of coping from supervisors, work colleagues or family members (Gutshall, 

Hampton, Sebetan, Stein, Broxtermann, 2017), which can help towards psychological 

wellbeing. Therefore, it is necessary to assess the impact of personal life events, alongside 

work-related stress in an attempt to understand and support physical health, health 

behaviours and psychological wellbeing.   

 

3.2 Aim of the study 

Following on from the presentation of the initial survey at the Police People’s Board and 

annual Health and Wellbeing conference (June 2019) by AC, the senior team responsible for 

Bedfordshire Police’s health and wellbeing were keen to widen the survey to the whole force 

and to add additional measures of personal life events.  There was a desire to understand 

the mental wellbeing and health behaviours of their employees to ensure that they were 

offering the most useful occupational support. The team were also interested in whether 

employees were aware of the current employee assistance programmes, and their views on 

engagement with such services. Therefore, this phase investigated the physical health, 

psychological wellbeing, and health behaviours of employees as phase 1, alongside general 

stress, life events and bereavement. Moreover, the past and current help-seeking 

behaviours including awareness and the uptake of available services within and outside of 

the Force were evaluated.  The aim was to have a snapshot of support needed across the 

whole of the Bedfordshire Police Force.  
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3.3   Method  

3.3.1 Design 

This study (Phase 2) employed a cross-sectional survey design, which also served as a pre-

intervention assessment for those interested in participating in Phase 3, a positive 

psychology intervention. 

3.3.2 Participants 

At the time of the survey, Bedfordshire Police employed approximately 2,024 employees 

(1,078 officers; 837 staff; 109 PCSOs). While the survey went to all employees through 

central comms, there were just 77 full responses, representing just 3.8% of the population. 

Of these, 57% (n = 39) were police staff and 49% (n = 38) were police officers. Participant 

population was mostly comprised of experienced staff members; nearly 60% of respondents 

had served between 11-20 years or over. Ages ranged from 21-62 years (M = 4.05, SD = 

10.57). The majority of these self-selecting respondents were female (n = 47), and mainly 

from white British background (87%). Shift patterns were mostly traditional 9-5 office hours 

(48%), however, they also included different forms of rotation (5,6 or 10-week rotations) 

(9%), 4x4 (4 days on 4 days off) or 5x5 (5 days off 5 days on) (20%) and 17% indicated 

mixed shift patterns while 5% were part-time employees. 

 

The majority (86%) completed the questionnaire during work hours, with 11% completing 

from home and 3% did not indicate their current location. 57% of respondents indicated that 

they were on duty the previous day, 34% had a day off, and 9% indicated that they were 

engaging in non-police related work, such as gardening or housework. 56% were working 
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office hours on the day of questionnaire completion, 34% were on either early, day or late 

shift, 5% on night shift and 4% were off duty.  The health and wellbeing leads of 

Bedfordshire Police had asked to include a question on whether respondents had applied for 

flexible working hours in the past 6 months; 83% had not and 17% had applied. Of those 

who applied for flexible working 15% had not been granted, 23% were pending and 62% 

have been granted flexible hours.  

 

3.3.3 Materials 

The force-wide survey consisted of the same questionnaires as in Phase 1 (needs 

assessment), with some additional scales and questions as follows: 

Life Stress Inventory (Holmes & Rahe, 1967) 

An adapted version of this inventory listed different life events; whereby respondents were 

asked to indicate which events they had experienced within the last 12 months.   

Bereavement Scale 

Participants were asked whether they had experienced bereavement in the past. Those who 

indicated ‘yes’ to this question were presented with a scale that assessed the number of 

close and work-related bereavements experienced by listing 12 relations (e.g. parents, 

grandparents, siblings, children, partner, friends, colleagues, member of public or other). 

Respondents were asked to indicate the specific bereavements they experienced and what 

age they were at the time.  
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Perceived Stress Scale (PSS) (Cohen, Kamarck & Mermelstein, 1983) 

This tool consists of 10 items that assess stress levels in the past month. Each statement 

was rated on a 0-4 scale (never-very often). The scale contains four positively worded 

questions that are reverse coded. Scores are then calculated by summing responses for all 

ten questions; the lowest possible score is 10 (low perceived stress) and the highest 

possible score is 40 (high perceived stress). The calculated scores then can be categorized 

as 0-13 (low stress), 13-20 (moderate stress) and ≥ 21 (high stress).  

Additional support questions 

A number of additional questions were included upon request from the funders to ascertain: 

job role (police staff or officer), where they were when completing the questionnaire, what 

shift pattern they were working on the day of completion, what were they doing the previous 

day and whether they applied for flexible working hours in the past 6 months; those who 

indicated yes were also asked whether they were granted their request or not. Further 

questions were requested to assess satisfaction with the internal cafeteria and suggested 

improvements, awareness of internal and external support services available to them if they 

have accessed any of these services before (within or outside of the Force), whether they 

felt supported by the service (if accessed any) or if they have not accessed any services, 

why not, if they feel confident about disclosing or discussing their mental or physical health 

issues with their employers and finally whether they would like support for their mental health 

as well as physical health.  
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3.3.4. Procedure 

Following full ethical approval from the ISPAR ethics panel (approval number: 

2019ISPAR011) (Appendix III.), the Force-wide questionnaire was hosted by Qualtrics 

(2020) online questionnaire platform. The questionnaire was distributed by embedding the 

link in an online comms invitation advertisement on the Force intranet, which was sent out to 

all Bedfordshire Police staff internally by the police IT team on the 04/11/2019. The 

Bedfordshire Police Wellbeing Officer organised reminders to be sent to staff members to 

encourage completion. The cut-off date for baseline responses was 25/11/2019, at which 

time data was exported to SPSS and cleared of identifiable data such as name and email 

address, assigning all respondents with an anonymous participant code.  The questionnaire 

was live for six weeks until the 16/12/2019, at which time it was exported to SPSS, however, 

there were no sufficient additional responses to be included in the baseline analysis. At the 

beginning of the questionnaire, respondents were also invited to participate in a positive 

psychology intervention, Phase 3, described later in the thesis.  

 

3.3.5. Analysis 

Data were analysed using SPSS 22.0 (2013).  Mean scores for psychological wellbeing 

variables were computed and presented. To assess associations between the different 

psychological measures, Pearson’s correlation was used. Correlations between 

psychological wellbeing variables and health behaviour variables were computed as well as 

correlations with levels bereavement and perceived stress. 
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3.4 Results 

3.4.1  BMI 

In this phase of the research, the majority (73%) of respondents were classified overweight 

(48%; n = 35) or obese (25%; n = 18) with a mean body mass of 27.5 (M = 27.47; SD = 

4.48), leaving 23% (n = 17) in the healthy body mass category. This suggests that those 

more likely to benefit from intervention, self-selected into this study compared to Phase 1 

(61% overweight/obese). This must be taken with some caution, however, as the nature of 

data collection differs, Phase 1 being objective measurements of height and body weight 

and Phase 2 self-report via an online survey.  

 

3.4.2 Physical activity 

A total of 58% (n = 45) were ‘active’ (engaging in at least 150 minutes of physical activity a 

week), with 14% (n = 11) ‘fairly active’ (30-149 minutes a week), and 27% (n = 21) were 

‘inactive’ (less than 30 minutes a week). There was a higher number of those considered 

inactive who self-selected for this study compared to those in Phase 1 (21%).  

 

3.4.3   Dietary habits 

30% (n = 23) reported to consume 5 or more portions of fruits and/or vegetables every day 

of the week, 18% (n = 14) 5-6 days a week, 38% (n = 29) reported 1-4 days while 14% (n = 

11) did not consume the recommended portion on any day of the week or at all. This was on 

par with respondents from Phase 1 (29% meeting recommendations; 11% no days at all). 

Daily breakfast consumption was reported by 68% (n = 52) on weekdays (Monday-Friday), 
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71% (n = 55) on weekends.  This was similar to Phase 1 (68% breakfast each weekday; 

77% breakfast each weekend day).   

 

3.4.4 Substance use (smoking and alcohol)  

Smoking rates were lower in this sample than in Phase 1 (11% smokers), with 7% (n = 5) 

reported to smoke daily, while 93% (n = 72) did not smoke at all. Risk of alcohol dependency 

was also lower, with 65% (n = 50) are at low risk, while 34% (n = 26) were at increased risk 

and 1% (n = 1), high risk (39% at Phase 1). No drug use was found.  

 

3.4.5   Sleeping habits 

Sleeping times ranged on average between 4-9 hours, with a mean sleeping time 6.4 hours 

per night (SD = 1.11), consistent with that from Phase 1 (6.6 hours). Common sleep 

durations were 5-6 hours 47% (n = 36), and 7-8 hours a night (46%; n = 35).  
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3.5 Psychological Wellbeing 

An overview of psychological wellbeing measurements can be seen in Table 5. Mean scores 

suggested high self-efficacy, quality of life, medium-high mental wellbeing and positive 

affect. Mean scores further suggested low negative affect, depression, anxiety, operational 

and general perceived stress, while organisational stress tended to fall to the middle of the 

scale.   

Table 5: Descriptive statistics table of psychological wellbeing scores 

 

 
Scale range 

Minimum 

Score 

Maximum 

Score 
Mean SD 

Self-Efficacy 10-40 22 40 30.91 4.03 

Quality of Life 0-40 11 39 26.52 6.39 

Mental Wellbeing 14-70 28 62 44.42 7.77 

Positive Affect 10-50 12 47 28.19 8.30 

Negative Affect 10-50 10 37 18.58 5.87 

Depression 0-6 0 6 1.42 1.33 

Anxiety 0-6 0 6 1.47 1.37 

Operational 

stress 
1-7 0 4 1.65 1.19 

Organisational 

stress 
1-7 1 6 3.18 1.27 

Perceived Stress 0-40 5 31 18.43 6.15 
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3.5.1 Stress Levels 

Occupation-specific stress 

For occupational stress, 35% reported moderate (28%; n = 21) to high (7%; n = 5) 

operational stress and 62% reported moderate (35%; n = 27) to high (27%; n = 21) 

organisational stress. The most highly-rated organisational stress factors included 

favouritism, staff shortages, feelings of constantly having to prove oneself to the 

organisation, inconsistent leadership style, lack of resources. These levels differ from Phase 

1 whereby 43% reported moderate to high operational stress and 48% reported moderate to 

high organisational stress. It is noteworthy here that respondent roles were broken down to 

57% (n = 39) police staff and 49% (n = 38) police officers. 

 

Figure 12 Organisational Police Stress levels 
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General Stress 

A total of 77% of the cohort experienced high (35%; n = 27) to moderate (42%; n = 32) levels 

of general stress; with 23% (n = 18) experiencing low general stress levels. 

 

Figure 13 Perceived general stress levels of police employees 

 

3.5.2   Life Events 

There were a number of significant life events reported to have occurred outside of work in 

the previous year, that are known to increase stress levels (See Figure 14). These included 

93% (n = 72) who had financial issues, 85% (n = 66) who experienced major life changes, 

65% (n = 50) who had health-related issues, 44% (n = 34) experienced problems at work, 

100% (n = 77) had family-related problems, 26% (n = 20) experienced bereavement, and 

58% (n = 45) experienced other events (such as major holidays, vacation, outstanding 

personal achievement).  Just 5% (n = 4) reported not to have experienced any significant 

events in their lives in the past 12 months (see Table 6). 
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Figure 14: Stressful life events of police employees 
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Table 6: Life events of police employees, grouped by the type of event 

 

 

 

 

 
 

Life Event No. of Participants 

Financial  

Major business adjustment 15 

Major change in finances 15 

Taking a mortgage 11 

Major changes in living conditions 15 

Taking a loan 15 

Foreclosure on mortgage/loan 1 

Major life 

changes  

Major change in church activity 6 

Major change in social activities 13 

Revision of personal habits 7 

Changing to new school 31 

Retirement 1 

Beginning/ceasing of formal schooling 8 

Health-related  

Major change in sleep habits 20 

Major change in eating habits 20 

Major illness/injury 10 

Work-related  

Being fired 0 

Changing to different line of work 20 

Troubles with boss 14 

Family Life  

Divorce 2 

Separation 8 

Marriage 6 

Pregnancy 2 

Major changes in number of arguments with 

spouse 
13 

In-law troubles 20 

Major change in health/behaviour of family 

member 
26 

Bereavement  

Death of Spouse 0 

Death of close family member 17 

Death of close friend 3 

Other events  

Outstanding personal achievement 8 

Vacation 24 

Major holidays 11 

Minor Violations of the law 2 

No events  None 4 
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3.5.3 Depression and Anxiety 

The levels of anxiety and depression using pre-clinical screening tools showed 21% (n = 16) 

were experiencing signs of anxiety and 13% (n = 10) experiencing signs of depression. This 

is higher than in Phase 1 (14% anxiety, 11% depression), suggesting this survey was taken 

more by those with greater mental health concerns.  

 

3.5.4  Bereavement 

A large number of participants had experienced close bereavements at some point in the 

lives, and often at quite a young age. A total of 20 bereavements had been experienced in 

the past year. In the lifetime, a total of 13 participants had experienced the death of a 

colleague, 8 a member of public most likely linked to their work. Personally, 3 had 

experienced the death of their child at a mean age of 34 years (SD = 3.39), and the death of 

a partner at a mean age of 31 years (SD = 7.50). Parental loss was experienced a little later 

in life, with a mean age of 45 (SD = 11.91) years for the loss of a mum and 37.5 (SD = 10.6) 

years for the loss of a dad. Six participants have not indicated their age at the time of the 

bereavement, particularly for grandparents, brother and member of the public, therefore 

could not be included in the frequency analysis. 
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Table 7: Bereavement by number and mean age of participants 

Bereavement type No. of deaths Mean Age SD* 

Mother 9 45.4  11.91 
Father 13 37.5  10.60 

Grand Father 25 24.3  12.90 (n = 23)  
Grand Mother 27 24.6  9.91 (n = 26) 

Brother 2 24.6  9.90 (n = 1) 
Sister 2 36.5  2.50 

Partner 2 31.5  7.50 
Child 3 34.3  3.39 
Friend 12 34.3  13.10 

Member of Public 8 29.7  9.31 (n = 7) 
Colleague 13 36.6  9.14 

Other (Uncle, 
Cousin, Step-parent) 

11 35.1 6.84 (n = 10) 

*(N = 77 unless otherwise stated) 

 

3.6 Correlational analysis of variables 

Given the small sample size for this Phase 2 study, assumptions drawn from statistical 

analysis are limited. However, Table 9 shows the inter-correlations between variables that 

are similar to that of Phase 1.  Given that this phase also includes additional measures of 

general stress and bereavement, relationships with wellbeing are reported below.  

 

3.6.1 Psychological wellbeing variables 

Respondents with higher self-efficacy scores experienced more positive emotions (r(75) = 

.30, p < .01),reported better mental wellbeing (r(75) = .34, p < .01) and experienced less 

general stress (r(75) = -.380, p < .01).  Those experiencing higher levels of depression had a 

poorer quality of life (r(75) = -.496, p < .001); as did those reporting more anxiety (r(75) = -

.400, p < .001), operational stress (r(75) = -.233, p < .05) and general stress (r(75) = -.515, p 

< .001). 
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3.6.2  Positive affect and mental wellbeing 

Higher levels of positive affect was associated positively with higher quality of life (r(75) = 

.601, p < .001), and mental wellbeing (r(77) = .841, p < .001). Positive affect was negatively 

associated with depression (r(75) = -.472, p < .001), anxiety (r(75) = -.496, p < .001) and 

perceived general stress (r(75) = -.559, p < .001). While negative affect was significantly 

related to depression (r(75) = .418, p < .001), anxiety (r(75) = .591, p < .001) and perceived 

general stress (r(75) = .568, p < .001), and negatively related to mental wellbeing (r(75) = -

.498, p < .001).  

 

3.6.3 Stress 

Perceived stress was significantly related to operational stress (r(75) = .322, p < .01), 

organisational stress (r(75) = .319, p < .01), depression (r(75) = .433, p < .001), and anxiety 

(r(75) = .556, p < .001); and was negatively associated with mental wellbeing (r(75) = -.651, 

p < .001). 

 

3.6.4 Psychological wellbeing and health behaviours 

Those with longer sleeping times have reported higher psychological wellbeing (r(75) = .234, 

p < .05) and quality of life (r(75) = .332, p < .01), while sleeping time was negatively 

associated with operational police stress (r(75) = -.279, p < .05) and depression (r(75) = .-

.273, p < .05). Employees who regularly engaged in sports have also experienced 

depression (r(75) = .278, p < .05) and those with higher BMI have tended to report higher 

psychological wellbeing  (r(72) = .235, p < .05).  
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3.7 Support Needs  

92% (n = 71) indicated that they would consider support to increase their physical activity, 

84% (n = 65) would like to sit less and 78% (n = 60) would consider improving their diet.  

90% (n = 5) would like to stop smoking, and 19% (n = 15) would consider reducing their 

alcohol intake, however 35% (n = 27) reached increased risk or possible dependency 

scores. 83% (n = 64) would like to sleep more and 1% (n = 1) wanted to reduce their 

sleeping hours. 79% (n = 61) would like to improve their mental health and 88% (n = 67) 

would like to reduce their stress. 

Table 8 Support needs of police employees 

*n = 5 

PA = physical activity; MH = mental health 

 

3.7.1  Employee Support 

Wellbeing services within the Force 

Participants were asked about their help-seeking behaviours, and whether they take 

advantage of wellbeing services within or outside of the police. 86% indicated that they were 

aware of support services within the Force (14% not aware). Just under half (42%) indicated 

that they have accessed such services within the police in the past. These included 

occupational health, counselling, the TRiM (trauma management) programme, EMDR 

sessions, Flint House, the Buddy app and Police Welfare Services. Staff members who did 

 
Increase 

PA 

Reduce 

sitting 

Improve 

nutrition 

Stop 

smoking* 

Reduce 

alcohol 

Gain 

sleep 

Reduce 

sleep 

Improve 

MH 

Reduce 

stress 

Yes 67% 54% 42% 40% 10% 65% 1% 45% 64% 

Maybe 25% 30% 36 % 60% 9% 18% 0% 34% 25% 

No 8% 16% 22% 0% 81% 17% 99% 21% 11% 
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not access in-force services detailed that this was due to perceived stigma associated with 

mental health issues, that their mental health issues would potentially be used against them 

at work and perceived lack of support from colleagues. Some employees reported relying on 

their resilience and thus did not feel the need to seek help.  

 

Wellbeing services outside of the Force 

When it came to wellbeing services outside of the Force, 53% indicated they had accessed 

services (47% had not). These services included Bedfordshire Wellbeing Service, Beds 

Mental Health Service, CBT, Citizens Advice, Counselling, Rape Crisis programme, 

Hypnotherapy, Total Wellbeing Luton, IAPT, EMDR, Mindfulness and relationship 

counselling. Respondents who did not access outside services mostly indicated the lack of 

need for these services or that they have accessed services within the Force. Only 50 

participants (n = 50) responded to the question whether they felt supported by the service 

they accessed; 54% felt supported, while 46% did not. 
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Table 9: Correlations between all variables 

 ***p<.001,**p<.01,*p<.05 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 

1 BMI 
 

                                      

2 MVPA 
 

-.01 
             

           

3 Vigorous PA 
 

-.09 .79*** 
            

           

4 Moderate PA 
 

.04 .85*** .44*** 
           

           

5 Sport 
 

-.01 .76*** .62*** .42*** 
          

           

6 Fruit & Vegetables 
 

.06 .33** .40*** .27* .11 
         

           

7 Breakfast weekday 
 

.12 .18 .14 .17 .12 .28* 
        

           

8 Breakfast weekend 
 

.17 .17 .10 .14 .16 .23* .51*** 
       

           

9 Tobacco use 
 

-.03 .03 .02 -.002 .09 .15 .25* .32** 
      

           

10 Alcohol use 
 

-.07 -.03 -.001 -.02 -.07 .01 .06 .13 .04 
     

           

11 Sleep 
 

-.06 -.12 -.10 -.05 -.02 .04 .17 .24 .24* .05 
    

           

12 Self-efficacy 
 

.12 .17 .15 .16 .08 .07 .07 .01 -.12 .10 -.20 
   

           

13 Quality of life 
 

.16 -.01 -.07 .08 -.10 -.003 .10 .19 -.003 .06 .33** .22 
  

           

14 Mental wellbeing 
 

.23* .13 .13 .09 .10 -.004 -.07 .18 -.04 .05 .23* .34**
**
 .68

***
 

 
           

15 Positive affect 
 

.19 .16 .18 .12 .08 .05 -.01 .14 .01 .01 .12 .30**
**
 .60

***
 .84*** 

          

16 Negative affect 
 

-.09 .10 .07 .03 .18 -.01 .22 -.01 -.06 -.02 -.15 -.27
*
 -.33

**
 -.49*** 

-.37**         

17 Depression 
 

-.04 .10 .07 .00 .27 -.06 .10 .03 .16 -.11 -.27* .01 -.49*** -.53*** 
-.47*** .41***       

18 Anxiety 
 

-.03 .02 -.06 .04 .07 .04 .22 -.03 .01 .04 -.08 -.17 -.40*** -.52*** 
-.49*** .59*** .46***     

19 Operational Stress 
 

-.02 -.04 .01 -.03 -.10 -.07 -.06 -.08 -.13 .22 -.27* .05 -.23* -.13 
-.06 .16 .20 .27*   

20 Organisational stress 
 

.02 .10 .15 .04 .08 .08 .06 .11 .12 .17 -.11 -.10 -.17 -.02 
.02 .14 .22 .21 .72***  

21 Perceived stress -.10 -.08 -.10 -.09 .02 -.06 -.03 -.13 .15 .13 -.13 -.38** -.51*** -.65*** -.55*** .56*** .43*** .55*** .32** .31** 
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3.8  Discussion 

This phase of the research programme aimed to assess the force-wide BMI, psychological 

wellbeing, health behaviours and support needs. However, just over 3% of the eligible 

population engaged with the survey, suggesting that there is a lack of engagement with this 

type of approach for a needs assessment. The health and wellbeing leads of the force 

confirmed that there were other national surveys launched at a similar time, and this may 

explain part of the low uptake in this project. While it is important to make engagement easy, 

on this occasion, an online survey was not effective at getting a force-wide response. More 

work is needed to understand the reasons for this.  

 

With the relatively small sample size, any statistical assumptions must be taken with caution.  

However, like Phase 1, this study revealed high levels of occupational stress, and with the 

addition of a general stress measure, levels of generic stress were even more prevalent. 

Stress levels in relation to organisational stress were particularly linked to the inconsistency 

in leadership style, favouritism and staff shortages, mirroring past research findings (Finney, 

Stergiopoulos, Hensel, Bonato et al., 2013).  Past findings suggest a potential 20% increase 

in one-day work absences as a result of high policing stress, and lack of support from 

leadership may result in a 75% increase in one-day work absence while psychological stress 

(general stress) could result in a 54% increase (Violanti, Fekedulegn, Hartley, Andrew, 

Charles, Tinney-Zara, et al., 2014). Findings in this phase of the research, therefore suggest 

this should be a priority area for future support.  
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General perceived stress was high, perhaps in part due to the many items highlighted on the 

life events scale, suggesting some significant life changes in the past 12 months for many 

participants. This was particularly around financial remits, which is one of the most cited 

factors for general life stress among police employees (Miller, 2007; Chopko & Schwartz, 

2013; Habersaat et al, 2015). Death of a close relative or friend and arguments with a 

spouse were also found in this research and have been previously positively associated with 

higher levels of depression (Hartley et al, 2007).  

 

On a positive note, nearly half of respondents have sought help in the past, primarily with 

mental health services within or outside of the force. Previous research highlights that police 

employees living with depression are often unwilling to seek help and internal wellbeing 

services tend to be particularly underutilized (Tucker, 2015). Participants indicated not 

accessing services due to perceived stigma within the force and concerns over 

confidentiality, which has been a re-emerging theme in past research also (Karaffa & Koch, 

2015). Tucker (2015) suggested that police employees are more likely to access wellbeing 

services if they perceive their team and leaders would be supportive of such services.  

However, the fear of internal stigma was highlighted in the current population, and in past 

research with Bedfordshire Police Force (Bullock & Garland, 2018).  

  

Not accessing services may be due to the tendency of police employees to exercise control 

of their lives and thus attempt to deal with their problems by themselves (Tucker, 2015). 

Help-seeking in police officers has been positively associated with perceived job control, as 
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well as sleeping habits in past research (Copenhaver & Tewksbury, 2017).  Self-efficacy in 

this study and Phase 1 was significantly related to better psychological outcomes, such as 

positive affect and mental wellbeing. However, police employees with high self-efficacy in 

many cases may also be less likely to seek help, particularly in terms of health behaviours 

such as smoking, diet, alcohol and physical activity (Persson, Cleal, Jakobsen, Villadsen, 

Andersen, 2014; Taiwo, 2015).  Responses indicated a significant need for help in all areas 

except for sleep reduction.  However, there is a need for interventions to take into account 

the prevalent distrust towards internal services and other extraneous characteristics of these 

employees that may increase access to health support services.  
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Chapter 4 

The feasibility of using Positive Psychology Interventions to improve the 

health, psychological wellbeing and health behaviours of Bedfordshire Police  

Phase 3 – Follow up and feasibility study 

 

4.1  An overview of past interventions 

The majority of interventions designed to tackle police wellbeing primarily focus on equipping 

employees with the necessary skills to cope with work-related stress or stressful situations 

and to use effective interpersonal skills to de-escalate. These interventions typically used 

psycho-educational methods such as staff training and stress awareness training (Wilson, 

2001; Patterson, 2003; van der Meulen, Bosmans, Lens, Lahlah, van der Velden, 2018), 

stress management and coping workshops (Wilson, 2001), social skills training or problem-

solving skills training (Aremu, 2006). These interventions often incorporate relaxation 

exercises using positive, energizing cue words and positive self-affirmation (Shipley, 2002); 

which could be considered the first step towards positive psychology-based methods. Using 

psycho-education in a policing context is very important as the lack of education for officers 

about the psychological and physiological effects of their work may result in social isolation 

or even avoidance of help-seeking when coping with traumatic events or stress (Rees & 

Smith, 2008).   

 

Law enforcement today commonly provides resilience enhancement or stress management 

training sessions to reduce the potentially negative impact on their psychological wellbeing 
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(Andersen, Papazoglou, Nyman, Koskelainen, Gustafsberg, 2015). Such interventions 

included the Heartmath® stress techniques (McCraty, Atkinson, Lipsenthal, Arguelles, 

2009), mental imaging training (Arnetz, Nevedal, Lumley, Backman, Lublin, 2009) and 

resilience training (Devilly & Varker, 2013) and aim to teach coping skills to police officers 

that could be used when preparing for or experiencing a stressful incident and post events. 

These interventions were small group-based, intensive 2-3 day training sessions, however, 

no significant differences were found on stress levels, resilience or coping between the 

intervention and passive comparison group (Patterson, 2003; van der Meulen et al., 2017). 

In contrast, adopting positive coping strategies following trauma can help to develop 

resilience for future incidents and thus may have a protective effect for developing PTSD 

(Hartley et al., 2013; Singh, 2016).  

 

Past interventions have clearly focused on coping with stress, trauma and PTSD and related 

mental health issues, however, have not adequately addressed the potential impact of stress 

on employees’ health (MacMillan, Karamacoska, El Masri, McBride, Steiner, Cook, et al., 

2017). A recent review of 25 studies found that interventions in police settings that applied a 

combination of structured physical activity or dietary behaviour change support and 

education showed the strongest impact on health outcomes particularly on blood pressure 

and smaller effects on stress, sleep quality, tobacco use and diet (McMillan et al, 2017). With 

these interventions, it may also be necessary to explore the particular cognitions that 

underpin the coping mechanisms and health behaviours that employees chose to adopt 

(Hsieh, Chiang, Bureau, 2012). 
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 For instance, positive cognitions and a positive outlook are associated with protective health 

behaviours such as exercising regularly, not smoking, eating fruit/vegetables and avoiding 

fatty foods (Grant, Hamer, Steptoe, 2009; Cook & Chater, 2010). The evidence further 

suggests that those with a positive outlook on life are significantly less likely to be 

immunosuppressed and are, as a result, less susceptible to viral infections (Danner, 

Snowdon, Friesen, 2001, Cohen, Ziv, Cardon, Kaplan, Matar, Gidron et al., 2006). Positive 

psychology interventions (PPIs) aim to increase these positive cognitions, feelings and 

behaviours (Sin & Lyubomirsky, 2009), which may be particularly useful in a high-stress 

environment such as policing.  However, no studies have assessed positive psychology 

intervention effectiveness in this population. Such interventions include counting your 

blessings (Seligman, Steen, Park, Peterson, 2005), expressing gratitude (Sheldon & 

Lyubomirsky, 2006), practising kindness (Otake, Shimai, Tanaka-Matsumi, Otsui, 

Fredrickson, 2006) and setting personal goals (Green, Oades, Grant, 2006). Brief 

interventions that could be incorporated into staff members’ everyday life without interfering 

with their work that improve employee’s positive cognitions could be easier to implement in 

the long term than lengthy training programmes. 

 

4.2 Aim of the study 

This Phase 3 study aimed to test the feasibility of implementing a brief positive psychology 

intervention (PPI) to enhance police employee’s psychological wellbeing and health 

behaviours as defined in the previous chapters.  
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4.4 Method 

4.4.1 Design 

This feasibility study (Phase 3) employed a 3x2 experimental design (3xgroup 1= ‘3 good 

things technique’; 2= ‘positive password mantra’; 3=control; 2xtime 1=baseline; time 2=four 

weeks later), using mixed methods (quantitative and qualitative) data collection techniques, 

with pre-post analysis over a four-week period.  

4.4.2 Participants 

The total cohort of 2,024 employees was eligible for this study and sent the Phase 2 survey. 

4.4.3  Materials 

This study used the information sheet and consent form of Phase 2 for baseline data as 

described earlier. An additional instruction letter was sent to all those interested in 

participating in the intervention, informing them on how to perform the task (Appendix IV. - 

VI.). Participants received reminder emails to encourage the continued use of the 

intervention and follow-up survey completion. The follow-up survey employed the same 

questionnaire as the baseline survey presented in Phase 2.  

 

4.5  Positive Psychology Interventions (PPIs)  

4.5.1  3 Good Things Technique - expressive writing 

In the 3 Good Things Technique expressive writing group, police employees were asked to 

write down three good things at the end of each day that they had experienced. This method 

has not appeared in police wellbeing studies before, however, it has been used in similarly 
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stressful job roles like healthcare. In a healthcare setting, it has been found to foster mental 

well-being that may also foster resilience because this technique promotes the importance of 

self-care (Rippstein-Leuenberger, Mauthner, Sexton, Schwendimann, 2017). Previous work 

has identified three key themes in expressive diaries; 1) having a good day at work; 2) 

having supportive relationships and 3) making meaningful use of self-determined time 

(Rippstein-Leuenberger et al, 2017). Expressive writing is a useful tool to foster wellbeing as 

it enables people to reassess their current circumstances mainly because expressive writing 

requires the writer to recognize and identify their emotions (Burton & King, 2008). These 

contribute to some level of cognitive change, which enables the individual to gain a different 

view of their life circumstances, their social life, and their unhealthy behaviours (Pennmaker 

& Chung, 2011). Past research suggests that practising expressive writing improves sleep 

quality, decreases alcohol consumption and improves immune function (Campbell & 

Pennebaker, 2003, Burton & King, 2004, 2008). 

 

4.5.2  Positive Password Mantras 

In the Positive Password Mantra group participants were asked to change their work 

passwords, and if they wish, their personal ones as well, to a positive, personally meaningful 

sentence that frames a behaviour that they wish to change. Using positive mantras or 

affirmations essentially means using and repeating positive phrases that frame an outcome 

that one wishes to achieve in order to motivate and evoke positive changes in life and 

behaviour.  
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Similarly to the 3 Good Things technique, it has not been researched in policing population; 

however the positive effect of using positive mantras has been shown in other participant 

populations. Repeating positive phrases to oneself regularly or using positive affirmations 

has produced a significant reduction in depression, anxiety, stress and a positive increase in 

self-esteem and life satisfaction in both patients and students (Alsaleh & Kubitary, 2016). A 

neuroscientific investigation has furthermore found that using positive affirmations and the 

associated neural activity predicted modifications in sedentary behaviour and physical 

activity (Cascio, O’Donnell, Tinney, Lieberman, Taylor, Strecher, Falk, 2016). Bedrov and 

Bulaj (2018) found eight types of motivational quotes that were successful in helping to 

increase self-esteem in patients with chronic disorders. Imperative/command quotes were 

one of these types of quotes used, that are essentially “explicit commands for the individual 

to follow in order to improve wellbeing, potentially limiting personal agency but also providing 

valuable guidance” (pp. 3, Bedrov & Bulaj, 2018). Although mantras are not necessary 

famous quotes in the present study, the chosen mantras still may be a command quote for 

the person that they created themselves and repeat several times a week when typing in 

their passwords.  

 

4.5.3  Procedure 

Following the baseline survey completion in Phase 2, those participants who highlighted the 

desire to be part of the intervention were randomized into one of three groups; 3 Good 

Things Technique group, Positive Password Mantra group or no-intervention control group. 

Following randomization, participants were invited via email to participate in the assigned 
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condition for four weeks (Appendix VIII.) The email contained an invitation message and an 

instruction sheet. Moreover, the invitation also contained the date for follow-up data 

collection (23rd December 2019).  

 

Email communications were set up to send digital receipts back to the researcher upon 

opening the email, containing the date and time of viewing. These dates and times were 

carefully documented in the same password protected excel sheet where participants’ 

identifiable information was kept. At the two-week mark, participants were sent a reminder 

email to encourage completion of the intervention; a slightly different version of this email 

was sent even to those participants who have not opened the invitation email (Appendix IX). 

  

At the end of the intervention period (23rd December 2019), participants were invited via 

email to complete the follow-up survey that could be reached via the embedded link in the 

invitation message (Appendix IX.) The consent section asked participants to indicate 

whether they would like to take part in a follow-up interview as part of the study. The follow-

up survey was closed on the 31st December 2019 and data was extracted from Qualtrics. 

Only fully completed responses were included in the analysis; the follow-up data has been 

matched to the baseline completions for the purposes of feasibility analysis. All data has 

been anonymized and password protected. The study has received full ethical approval from 

the ISPAR ethics panel (approval number: 2019ISPAR011). Some participants were 

interviewed following the intervention, presented in Phase 4.  
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4.5.5 Analysis 

Means and mean differences are provided alongside effect sizes and paired T-test and 

Independent T-test were used. Paired T-test was employed to analyse the changes within 

each group between pre- and post-intervention, while Independent T-test was employed to 

assess the differences between intervention groups (3 Good Things, Mantras) and the 

control group (No Intervention) pre- and post-intervention. Qualitative feedback on the 

acceptability of the intervention is also presented. 

 

4.6 Results 

Feasibility of recruitment 

From the total cohort of 2,024 employees eligible who were sent the Phase 2 survey, just 36 

individuals signed up to this phase of the research, which is only 1.8% of the eligible cohort.  

At the follow-up stage four weeks later, just 14 participants remained (38.9% of those 

recruited), 7 males and 7 females, age ranging from 25-54 (M = 41, SD = 10.8), 57% (n = 8) 

were police staff and 43% (n = 6) police officers.  

 

Pre-intervention: Of the 36 participants recruited, 14 were males and 21 females with age 

ranging from 25–61 years (M = 41.34, SD = 10.02), 46% (n = 16) were police staff and 54% 

(n = 19) police officers. Of these, 34% (n = 12) were randomly allocated to the 3 Good 

Things technique group, 31% (n = 11) to Positive Password Mantras group, and 34% (n = 

12) to the control group.  
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Post-intervention: Of those remained four-weeks after baseline, 36% (n = 5) of these were 

allocated to the Positive Password Mantras group, 29% (n = 4) to the 3 Good Things group 

and 36% (n = 5) to the no-intervention control group. This participant pool consisted of 

experienced police employees with mean service length of 13 years. 93% (n = 13) 

completed the questionnaire at work, one participant completed the survey from home. 86% 

had a rest day the previous day. 43% of those on rest day had spent their day off with 

relaxing or sleeping, 28.4% spent the day with socializing with friends or family, and one 

participant spent it doing housework. Out of 14 participants, one applied for flexitime in past 

one month, however, the decision was still pending. With such low numbers, statistical 

analysis would need to be taken with caution.   

 

4.6.1 Physical health and health behaviours 

43% (n = 6) could be classed as obese, 29% (n = 4) as overweight, 14% (n = 2) were 

healthy weight and 14% (n = 2) were underweight. 29% (n = 4) were physically inactive, 21% 

(n = 3) were fairly active and 50% (n = 7) were active. 36% (n = 5) reported consuming the 

recommended amount of fruits and vegetables; 50% (n = 7) consumed breakfast every 

weekday (Monday to Friday), 71% (n = 10) consumed breakfast on both days of the 

weekend. 29% (n = 4) were at high risk of developing alcohol dependency, 14% (n = 2) were 

at increased risk and 57% (n = 8) were at low risk of developing dependency. Smoking was 

not prevalent in this sample; all participants were non-smokers.   
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4.6.2  Psychological wellbeing 

There was no high operational stress reported, 36% (n = 5) indicated moderate operational 

stress and 64% (n = 9) reported low operational stress. 14% (n = 2) indicated high 

organisational stress, 36% (n = 5) moderate organizational stress and 50% (n = 7) reported 

low organizational stress levels. 21% (n = 3) reported high perceived stress, 43% (n = 6) 

indicated moderate perceived stress and 36% (n = 5) low perceived stress. 21% (n = 3) had 

pre-clinical screening scores suggestive of depression and 14% (n = 2) for anxiety.   

 

Most psychological wellbeing scores were in the higher range; including self-efficacy (M = 

30.14, SD = 4.03), quality of life (M = 27.71, SD = 5.92), mental wellbeing (M = 48.0, SD = 

7.43) and positive affect (M = 29.14, SD = 8.59). While negative affect was fairly low (M = 

16.93, SD = 6.94), as was depression (M = 1.14, SD = 1.23), anxiety (M = .93, SD = 1.07) 

and operational stress (M = 1.57, SD = 1.24). Organizational stress (M = 2.79, SD = 1.30), 

and perceived stress (M = 15.71, SD = 5.21) were in the mid-range.  

 

4.7 Support needs and help-seeking  

92% (n = 13) indicated that they would consider support to increase their physical activity, 

92% (n = 13) would like help to sit less, 71% (n = 10) would consider improving their diet and 

43% (n = 6) would consider help to reduce their alcohol intake. 57% (n = 8) would like help 

to sleep more and 14% (n = 2) would consider help to reduce their sleeping hours. 86% (n = 

12) would like support to improve their mental health and 86% (n = 12) would like support to 

reduce their stress. 
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Table 10 Support needs  

 

 

4.7.1 Services available 

All respondents were aware of wellbeing support within the Force, however, none of them 

had accessed it in the past month (during the intervention period); mainly because they have 

not felt the need for such services. One person stated to not have time for attending such 

services and one has already accessed help outside of the Force (Bedfordshire Wellbeing 

Service) and felt supported by this service. 29% (n = 4) reported to be satisfied with the 

cafeteria at work, 21% (n = 3) were relatively satisfied with it and 50% (n = 7) were 

unsatisfied with the cafeteria; 21% (n = 3) do not have cafeteria at their base.   Suggested 

changes included: making the cafeteria food look fresher and more appealing to eat, offer 

more variety and taste, more healthy options and to offer vegan options. 

 

 

 

 

 

 

 
Increase 

PA 

Reduce 

sitting 

Improve 

diet 

Reduce 

alcohol 

Gain 

sleep 

Reduce 

sleep 

Improve 

MH 

Reduce 

stress 

Yes 71% 71% 50% 7% 43% 0% 43% 50% 

Maybe 21% 21% 21% 36% 14% 14% 43% 36% 

No 7% 7% 29% 57% 43% 86% 14% 14% 
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4.8  Intervention Effects 

Pre- and post-intervention effects were analysed within each intervention group (3 Good 

Things and Positive Mantras) and the control group (no intervention) and are presented in 

Tables 11 and 12.  

 

4.8.1  Intervention effects on BMI, psychological wellbeing and health behaviours 

3 Good Things Technique group 

There were no statistically significant differences found within the 3 Good Things Technique 

group across time on any of the psychological measures. However, looking at mean 

difference trends from baseline to follow-up, participants in this group showed increases in 

self-efficacy (pre-M = 30.50 SD = 2.64; post-M = 31.75, SD = 5.43) quality of life (pre-M = 

27.50, SD = 8.81; post-M = 31.0, SD = 4.16), wellbeing  (pre-M = 46.0 SD = 8.20; post-M = 

48.75, SD = 8.99), and positive mood (pre-M = 27.50, SD = 8.81; post-M = 32.0, SD = 11.4) 

and a decrease in negative mood (pre-M=17.0, SD = 4.54; post-M=14.25, SD = 3.34); 

perceived stress (pre-M = 17.75, SD = 6.70; post-M = 13.50, SD = 6.55) and anxiety (pre-M 

= 1.75, SD = 1.70; post-M = .50, SD = .57).  On a less positive note, trends also show a 

reduction over time in vigorous physical activity (pre-M = 63.70, SD = 85.1; post-M = 42.50, 

SD = 40.31) and moderate physical activity (pre-M = 112.50, SD = 86.10; post-M = 52.50, 

SD = 105.0). There was however a potential increase in sport (pre-M = .00, SD = .00; post-M 

= 6.25, SD = 12.50), a decrease in weekday sitting times (pre-M = 125.25, SD = 24.04; post-

M = 122.25, SD = 55.17) and a decrease in weekend sitting times (pre-M = 108.0, SD = 

65.72; post-M = 93.75, SD = 69.77). 
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Positive Password Mantra Group 

There were no statistically significant differences found in this group on any of the 

psychological measures. However, the Positive Password Mantra technique showed mean 

difference trend reductions in perceived stress (pre-M = 17.0, SD = 7.38; post-M = 15.40, SD 

= 6.34), operational stress (pre-M = 1.33, SD = 1.48; post-M = .89, SD = 1.19) and 

organisational stress (pre-M= 2.93, SD = 1.58; post-M= 2.28, SD = 1.41). Increases in hours 

of sleep (pre-M = 6.40, SD = .89; post-M = 7.60, SD = .54); and in minutes physical activity 

(pre-M = 36.0, SD = 32.86; post-M = 231.0, SD = 282.94) were also observed.  

 

Control Condition 

A paired-samples t-test showed  statistically significant increases in the scores for positive 

affect (pre-M = 25.60, SD = 8.35; post-M = 30.80, SD = 7.12) t(3) = 4.23, p < .05; and a 

reduction in operational stress scores (pre-M = 2.74, SD = .87; post-M = 2.24, SD = .72) 

t(3)= -6.32, p < .01, organizational stress (pre-M = 4.25, SD = .97; post-M = 3.48, SD = .79) 

and perceived stress (pre-M = 21.20, SD = 1.92; post-M = 17.80, SD = 2.28). There was 

also a mean reduction in vigorous physical activity (pre-M = 86.0, SD = 70.92; post-M = 

60.0, SD = 103.92); and a reduction in moderate physical activity (pre-M = 156.0, SD = 

260.15; post-M = 72.0, SD = 78.23). In contrast, an increase in sport was observed (pre-M = 

18.0, SD = 40.24; post-M = 36.0, SD = 53.66). 



75 
 

4.8.2 Intervention Feasibility 

Intervention group participants were asked about their experience of the PPIs and how the 

intervention may have improved their wellbeing or behaviours. None of the participants in the 

Positive Mantras condition participated in the interview phase. Four interview participants 

took part in the 3 Good Things intervention. One participant disclosed that they did not 

engage with the task, while one participant only partially engaged.  Based on answers from 

the remaining two participants; the 3 Good Things Technique enabled participants to focus 

on the positives in their life, although some initially experienced difficulties in thinking about 

these positives, which improved over time and with practice.  

 

“I actually really enjoyed doing it because it does focus your mind. And 

there are some days where I think I can't actually think of anything good 

that's happened today. But actually, you can always think of something 

positive that's happened, even if it's that the sun was shining, or 

whatever it might be. I could always think of something. Some days 

would be really easy because you've been doing something really good 

or you know, the kids come home and they’ve had something positive 

happen which made you happy or whatever. Other days were more 

difficult but you could always think of something and I did find it really, 

really useful actually”. (Anna) 

 

“First week was a bit difficult at first sort of Monday to Friday. I just 

yeah…thought, why is this so hard? It shouldn't be. And then once I sort 

of actually thought about it a little bit, it got easier to do it. I was actually 

seeing lots of nice things that were happening during the day or just 

things that would make you think”. (Elisabeth) 
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“[Using the 3 Good Things Technique]…was okay, I mean I didn't know 

some days I forgot to do it obviously so like I did it most days. I didn't find 

it made a massive difference in terms of the fact that I felt, erm… 

obviously I was writing down the positive things but like I would think 

about them anyway, before, so I didn't it wasn't like a huge change for 

me it was just remembering to write the things down.” (Kevin) 
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Table 11 Feasibility study intervention effects on psychological wellbeing variables (N = 14) 
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Table 12 Feasibility study intervention effects on health behaviours and BMI (N = 14) 
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4.9  Discussion 

This study aimed to assess the feasibility of the delivery of online Positive Psychology 

Interventions to improve police employees’ psychological wellbeing and health behaviours. 

These types of interventions have not been tested in a police population to date. Participants 

reported enjoying the interventions and they had some positive influence on health and 

wellbeing. However, while these changes are promising, caution must be taken from any 

conclusions made due to such small sample sizes. Initial recruitment and uptake were low 

and need to improve to test the effectiveness of these interventions. One of the reasons for 

low uptake could be the additional burden on time, and other surveys out during a similar 

time period. The high attrition rate at follow up confirms an overall poor engagement with the 

interventions, particularly in relation to the Positive Password Mantras condition.  This could 

be possibly remedied by having more researcher presence at the Police Headquarters when 

conducting future research, as in Phase 1.  

 

However, mean difference findings suggest good potential for these interventions to 

encourage behaviour change and psychological wellbeing, particularly for the 3 Good Things 

Technique. Positive Password Mantras showed promise towards improving levels of 

physical activity supporting past research findings that positive affirmations can predict 

modifications in sedentary behaviour and physical activity (Cascio et al, 2016). Positive 

Password Mantras moreover showed a potential positive influence on the number of hours 

of sleeping and levels of perceived stress operational and organisational stress. The 

success of this approach may harness on motivational quotes providing command for the 



80 
 

individual to follow (Bedrov & Bulaj, 2018).  The sample size is too small in this study to draw 

any solid conclusions, but this is an area worthy of future research.   

The 3 Good Things Technique showed promise in the psychological wellbeing measures, 

particularly for the quality of life, positive affect, negative affect, anxiety and perceived stress. 

These outcomes are in line with recent research findings particularly in the increase of 

positive affect and mental wellbeing and the decrease in negative affect (Lai, 2017). Writing 

down three good things every day helps to focus the individual’s attention on the positives 

and may act as a form of ‘gratitude therapy’, potentially enabling the person to be more 

receptive of the positive occurrences around them even in the face of challenging situations 

(Emmons, 2011). The qualitative feedback from participants in this study supports this 

notion.  The 3 Good Things Technique has also appeared on the Going Home Checklist, 

that was introduced by the Northamptonshire Police Force. This 8-point list encourages 

employees to think about their day, check on their colleagues’ wellbeing, and to think about 

what did not go well on their shift as well as naming three things that went well (Odell, 2020). 

 

Alcohol dependency risk was considerable in this sample, which has been associated with 

occupational stressors in past studies (Smith, 2005; Ballenger et al., 2011; Menard et al, 

2016).  However, these studies found this association mostly in relation to operational, 

potentially traumatic stressors. In the current study, organizational stress was higher than 

operational; the main organization stressors being the perceived need to have to prove 

oneself to the organization, staff shortages and inconsistent leadership style. These 

outcomes confirm past findings on the primary cause of stress in UK police employees 
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(Garbarino et al, 2013). Moreover perceived general stress was also high, which could be 

down to similar reasons as in the baseline phase, such as financial and family-related 

problems. High perceived general stress levels appeared to be due to a perceived lack of 

control over things in life and a perceived reduction in the inability to handle things. There 

was an apparent need for support around stress reduction among other support needs that 

are positive indicators that employees recognize their existing problems. At the same time, 

the reported support needs may also indicate a clear lack of tailored support and help within 

the force that also needs to be addressed. Future studies should aim to understand further, 

how best to support police employees. 
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Chapter 5 

A qualitative investigation of the psychological wellbeing, coping strategies 

and the barriers and facilitators to healthy behaviours in the Bedfordshire 

Police Force 

Phase 4 - Interviews 

 

5.1 Introduction  

Policing work, due to its nature, is one of the most stressful and demanding occupations 

because of the potential exposure to stressful and traumatizing events at work (Magnavita & 

Garbarino, 2013). There are two fundamental sources of policing stress; operation-related 

stress (the day to day tasks) and organisational stress (Houdmont, Kerr, Randall, 2012), 

which can significantly impact on employee wellbeing, both physical and psychological. The 

strength and success of the police force however rests on the force’s ability to understand 

and manage the impact of these stressors on their employee’s wellbeing and performance 

(Kuo, 2014). Police employees are less likely to disclose their struggles to their superiors 

due to perceived internal stigma, which has emerged in past research as one of the main 

barriers to help-seeking behaviour (Stuart, 2017). It seems to be common thinking among 

police employees that emotional responses to stressors are seen as a sign of weakness 

(Kurtz, 2008).  It seems, therefore, that employees find it difficult to seek help and may hold 

negative views about accepting psychological support (Kotera & Ting, 2019). 
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Past qualitative findings confirmed the presence of this perceived organisational stigma in 

the UK Forces (Falconer et al, 2013; Brooks et al, 2019, Edwards & Kotera, 2020). However, 

similar findings have been echoed in other countries such as Jamaica (Nelson, 2017) and 

the United States (White, Aalsma, Holloway, Adams, Salyers, 2015; Tucker, 2015). 

Organisational stigma may be internalised by employees after a while resulting in feelings of 

shame and being looked down on by colleagues.  This is often worsened by the perceived 

lack of understanding and support from superiors and the consequent fear of poor future 

career advancement (Edwards & Kotera, 2020). Perceived organisational stigma may be a 

side-effect of the police organisational culture itself. Police employees often cite a form of 

‘get up and get on with it’ attitude, which is often thought to be due to the lack of actual 

understanding of mental health among supervisors (Falconer et al, 2013; Tucker, 2015). 

Moreover, a level of distrust is evident in past findings around confidentiality when disclosing 

mental health problems (Falconer et al, 2013, Tucker, 2015; White et al, 2015). Perceived 

organisational support may be the most decisive barrier for help-seeking, as it does not only 

discourage employees from disclosing their problems to their superiors or colleagues but 

makes them less likely to engage with psychological interventions (Tucker, 2015; White et al, 

2015).  

 

5.2  Aim of the study 

This Phase 4 study aimed to explore the past and current coping methods of police 

employees, and their perceived barriers and facilitators for help-seeking for health and 

wellbeing support explained using the COM-B model. This model is designed to understand 
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behaviour through the drivers of capability (psychological and physical), opportunity (social 

and physical) and motivation (reflective and automatic) (Michie, Van Stralen, West, 2011) 

and has been used to support future intervention development. To better understand these 

determinants of help-seeking behaviours of police employees, the Theoretical Domains 

Framework (TDF) (Cane, O’Connor, Michie, 2012) was also used.  This framework provides 

a comprehensive system of theoretical domains that encompasses one’s capability (e.g. 

procedural knowledge or memory; behavioural regulation), opportunity (e.g. environmental 

context and resources or social influences) and motivation (e.g. beliefs about capabilities, 

beliefs about consequences, emotion or identity).  Moreover, the study aimed to explore the 

possible avenues for supporting staff by inviting participants to express how they would 

design internal occupational health support; which has formed the basis of recommendations 

to the police force for future improvement.  

 

5.3 Method 

5.3.1 Design 

This study used a qualitative design, using semi-structured interviews following the Phase 3 

intervention.  

5.3.2 Participants  

(N = 8) were recruited from Phases 2 and 3 and consisted of 4 females and 4 males from a 

variety of roles such as human resources, intelligence, victim support, wellbeing service, and 

surveillance. Three participants were from the control group, one participated in the positive 
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password mantra condition and four in the 3 good things condition. Participant 

characteristics can be found in Table 13. 

Table 13 Characteristics of interview participants of police interviews investigating 

influences on health and wellbeing 

Interviewee 
(ID) 

Intervention 
Role 
Type 

Job Role 
Service 
Length 

Shift Pattern 

Chris 
No 

Intervention 
Police 
Officer 

Senior manager, 
Intelligence 

27.5 years 

9-5 (Monday – 
Friday), 
occasional 
weekend + on-
call 

Anna 
3 good 
things 

Police 
Staff 

HR Business 
Partner 

15.5 years 
8-4 (Monday-
Friday) 

Kevin 
3 good 
things 

Police 
Staff 

Detective – 
surveillance officer 

11 years 
Variable hours 
(Monday – 
Friday) 

Elisabeth 
3 good 
things 

Police 
Officer 

Force Crime 
Reduction Advisor 

21 years 
9-5 (Monday -
Thursday) 

Jason 
No 

intervention 
Police 
Officer 

Detective Constable 
28 years 
(retiring 
2020) 

Variable 

Denise Mantras 
Police 
Staff 

Mental Health 
Officer 

13 years 
8-4 (Monday – 
Friday) 

Lorainne 
No 

Intervention 
Police 
Staff 

Cyber Prevent 
Officer 

6 years 
7.30 – 15.30 
(Monday – 
Friday) 

Andrew 
3 good 
things 

Police 
Officer 

Crime Investigation 
Team (Sargent) 

27 years 

07-17 and 12-
22 5 weeks 
rotating 
pattern 

 

5.3.3 Materials 

Materials included a hard copy of consent form (see Appendix X.), an interview schedule 

(see Appendix XI.), an encrypted voice recorder, and a laptop. Both, the encrypted recorder 

and laptop were used to audio-record the interview. Moreover, the laptop was used during 

interviews for real-time transcription using the Otter transcription application (AISense, 
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2018). All voice records were transferred together with the transcriptions into a password-

protected computer folder and wiped from the recorder right after the interview.  

 

5.3.4 Procedure 

Participants who opted in for an interview in the follow-up questionnaire of Phase 3 were 

invited on pre-arranged dates. An online booking system was set up and the link to the 

booking schedule was embedded in the invitation email. Participants who had not booked 

their interview appointment within 7 days were sent a reminder email. Interviews were held 

at the Bedfordshire Police Headquarters in Kempston, a private meeting room was arranged 

and participants were informed in advance about the location.  

 

Before commencing the interview, participants were asked to read through the consent form 

and sign. Questions were encouraged throughout the interview process. Once signed 

consent forms were returned, the interviewee was informed about the process of the 

interview, including the equipment on the table and what will happen to their voice 

recordings, transcripts and how the data will be disseminated.  The interviewer followed a 

pre-scripted interview schedule (see Appendix XI.).  Interviews lasted between 55-90 

minutes, at the end of the interview, the interviewer (DK) once again encouraged the 

participant to share any additional relevant information or ask any questions they may have. 

Participants were then debriefed about the following steps, the report that will be prepared 

for the funding team and reassured that no identifiable information will be released to their 
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superiors or employers.  Moreover, participants were reminded of their right to withdraw their 

data at the latest by the end of March 2020.  

 

Following the completion of the interviews, all transcripts were checked against the voice 

records, where applicable, corrections were made. Transcripts were then imported into 

NviVo (QSR International, 1999) software for analysis. Following analysis, participant names 

have been changed to pseudonyms and all voice records were wiped from the computer and 

saved on an external portable memory in a password-protected folder. Transcriptions have 

been retained on the same external memory, in the same password-protected folder until the 

end of examinations and future dissemination. The portable memory is stored in a lockable 

drawer to which only the research team has access.  

 

5.3.5 Analysis  

Thematic analysis (Braun & Clarke, 2006) was used to identify themes from the interviews, 

that highlight the support needs of employees. The researcher (DK) began by immersing in 

the data and iteratively identifying nodes and common content. Subthemes were then 

developed inductively and organised into central themes. Discussions were had during this 

iterative process with AC, with the renaming of themes to better suit the data. Final themes 

were agreed, and central themes were mapped onto the COM-B model and TDF domains in 

a deductive process. 
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5.4 Results 

Factors affecting the wellbeing of Bedfordshire Police Force employees  

The analysis identified seven key areas for consideration in future health and wellbeing 

initiatives: 1) Build belief in the support available; 2) Address perceived stigma;  3) Provide 

timely support; 4) Reduce work-related stress; 5) Make health and wellbeing a priority; 6) 

Encourage camaraderie and social support; 7) Support positive coping strategies.  The 

themes were then mapped to identified TDF domains and COM-B constructs (Table 14) to 

support the development of future intervention. A visual representation can be seen in Figure 

15. 

5.4.1        Area 1: Build belief in support available  

(Reflective motivation: Belief about consequences; Physical opportunity: 

Environmental context and resources) 

Employees acknowledged existing support and initiatives available in the Force; however, 

these initiatives were not maintained over time, which created a sense of scepticism in 

employees.  

“I think one of the problems is that people get fatigue of how many new 

things pop up all the time […] a lot of people come up with an idea and it 

works for a little bit and then it fizzles out so people get tired of investing 

their time and energy into something that kind of fizzles out you know.” 

(Kevin) 

 

“…people just distrust the organisation, you know, why you? Why is this 

new thing now being launched? What is it that you want? You know, 

what are we going to get from it? And you do you see it not all the time, 

but there have been occasions where, you know, initiatives have been 

enormous and then it just falls by the wayside because for I don't know, 

for whatever reason. And then people get fed up with it” (Anna) 
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5.4.2. Area 2: Address perceived stigma (Automatic Motivation –Reinforcement; 

Professional role and identity) 

Employees indicated the presence of stigma in the Force around mental health, which was 

felt to be considered as a weakness.  This was particularly prevalent among older police 

officers and was seemingly reinforced by the social culture. Respondents believed that this 

perceived stigma was a significant barrier to help-seeking behaviour.  

 
“It’s a hard one, because I know the force is trying its best, but I still think 

there is a huge stigma amongst the majority of people of actually 

admitting that they've got a problem and knowing who to go to.” 

(Elisabeth) 

 

“But I know there's a lot of broken officers out there because they talked 

to myself and our partners about the different feelings. But they're too 

scared to ask for help because they feel it's a sign of weakness if I do 

ask for help, for they are ridiculed” (Denise)  

 

5.4.3 Area 3: Provide timely support (Physical opportunity: Environmental context 

and resources) 

This theme incorporates the support needs of employees that were unmet by the 

organization primarily due to the lack of resources. As a result, there was a mismatch 

between internal support and actual support needs of employees. 

 

“…if we had that local provision, the ability for somebody to go and 

access that provision might then prevent them going off sick […] But 

yeah, I do think on the surface that, that would be very well utilised, but I 

don't think we've got a budget for it.” (Anna) 

 

“...and these people just want to get to sit and talk to people... I just want 

to be able to contact somebody and not have to wait 10 weeks, 12 

weeks, 14 weeks to talk to somebody […]. I would definitely have 
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occupational support department we did have 15-20 years ago, there 

was physical contact. I think humans we crave physical contact only.” 

(Jason) 

 

“…I mean we have various lines that you can call and so on and so forth 

but I don't know how useful though […] everything always seems to be 

like a triage process of working out how much you actually need help 

[…] you know, rather than just being able to sort of access help” (Kevin) 

 

5.4.4 Area 4: Reduce work-related stress (Automatic motivation: Emotion) 

Employees felt that job demands were substantially higher than the organizational resources 

that in some cases contributed to significant mental health change leading to mental-health-

related absenteeism. 

“…and I haven't got capacity to take on anything else, because I'm just 

overwhelmed with stuff at work, and it's manageable to an extent but 

yeah, I desperately need more help before I can take any more 

responsibility...” (Denise) 

 

“I was off work for five months in 2018 with like anxiety and PTSD. And 

so, and that was all from work, so stuff kind of bleeds up into home land 

quite a lot obviously when you've got things like that going on.” (Kevin) 

 

5.4.5 Area 5: Make health and wellbeing a priority (Physical opportunity: 

Environmental context and resources) 

Interviewees reported that the organization and the management do not enable employees 

to be healthier at work. For example, employees often did not have the time to eat their 

lunch or chose to eat at their desks due to the culture of eating while working in the office. 

Moreover performing certain health behaviours, such as exercise, is often at the discretion of 

their line manager.  

“We're working 40 hours a week […] like there isn't enough time but they 

give us opportunities for personal development or you know exercise or 
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whatever, but it's always kind of at the discretion of your line 

management.” (Kevin) 

 

“There's a mismatch I think, between how important the force says 

health and well-being is and to what's actually delivered…” (Chris) 

 

“Taking proper breaks at work something I don't do and never have done 

and I think that would be something that would be good and should I 

should be doing I don't take I don't have a lunch break […] I just choose 

not to do and whether that's because my other colleagues do the same 

and they just take their lunch back to the office.” (Anna) 

 

5.4.6 Area 6: Encourage camaraderie and social support (Social Opportunity: Social 

Influences) 

Some interviewees described a level of camaraderie in their team that had a positive effect 

on their mental health and particularly on their health behaviours. In addition, good social 

support networks outside of work were also evident:  

 
“But yes, as a team we do the biggest loser at the moment, on the team, 

for money… We go to gym, badminton in the gym. As a team, we go 

down there at the end of the shift.” (Andrew) 

 

“We always speak to each other regularly throughout the week, just to 

check up on each other make sure […] we don't physically see each 

other.” (Elisabeth) 

 

5.4.7 Area 7: Support positive coping strategies (Psychological Capability: 

Behavioural regulation) 

Employees used a variety of positive coping strategies such as therapeutic coping (seeking 

professional help) and alternative coping such as performing arts, mindfulness, exercise and 

arts. This supported psychological ‘headspace’ and capability.  
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“I had like a private therapist. I paid for myself. And she gave me advice 

on sort of how to manage. You know adverse feelings and stuff. That 

was it, mainly, I did have physio and stuff like that.”  (Kevin) 

 

 “I did go for a mindfulness course. Which was with the Chief Inspector 

who is a mindfulness trainer. And then the mindful cop on Oscar Kilo 

website.” (Lorainne) 
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Table 14 Central themes and supporting interview quotes mapped onto COM-B and TDF domains 

Com-B 
Construct 

TDF Domain Themes and interview quotes 

Capability 
(Psychological) 

Behavioural 
regulation 

Support positive Coping strategies (therapeutic/alternative): 
“…So I had six treatments of reflexology and then I've done a feedback form for afterwards. And it was amazing. Just 

kind of like evened me out really.” (Jason) 

 

“A lot of it is through my creative writing. I if you read a lot my creative work… I can go through sort of like, things that I've 

written wherever I go, I can relate it back to that incident that I experienced or that it's just that person that I've met.” 

(Elisabeth) 

 

“I do quite a lot of acting outside of work. So I'm part of the theatre group. So I'm involved in the local theatre and various 

different plays, and I'm on the committee for the theatre. So that for me is quite a big social hub.” (Anna) 

 

“I did go for a mindfulness course. Which was with the chief inspector is a mindfulness trainer. And then the mindful cop 

on Oscar Kilo website.” (Denise) 

 

 “I had like a private therapist. I paid for myself. And she gave me advice on sort of how to manage. You know adverse 

feelings and stuff. That was it, mainly, I did have physio and stuff like that.”  (Kevin) 

Opportunity 
(Physical) 

Environmental 
context and 
resources 

Provide timely support 
“…if we had local that local provision, the ability for somebody to go and access that provision might then prevent them 

going off sick […] But yeah, I do think on the surface that, that would be very well utilised, but I don't think we've got a 

budget for it.” (Anna) 

 

“… where we are resource-wise support to staff it feels like it's been cut to the same proportion as, as other services we 

deliver.” (Chris) 

 

“...and these people just want to get to sit and talk to people... I just want to be able to contact somebody and not have to 

wait 10 weeks, 12 weeks, 14 weeks to talk to somebody […]. I would definitely have occupational support department we 

did have 15-20 years ago, there was physical contact. I think humans we crave physical contact only.” (Jason) 
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“I think it needs to have a discussion with all the line managers, maybe in the form of training line managers, sergeants, 

inspectors, and try maybe give them some sort of real lived experience […] I would want to make sure that there was 

some sort of supervision, one to ones, with everybody regularly to be able to offload about different jobs that they've done 

and not feel ridiculed” (Denise) 

Opportunity 
(Physical) 

Environmental 
context and 
resources 

Make health and wellbeing as a priority 

“…we're working 40 hours a week in the organisation expects that we're going to do police work for 40 hours a week you 

know like there isn't enough time but they give us opportunities for personal development or you know exercise or 

whatever, but it's always kind of at the discretion of your line management.” (Kevin) 

“There's a mismatch I think, between how important the force says health and well-being is and to what's actually 

delivered…” (Chris) 

 

“All my energies are at work, and home life gets probably the worst […] And I'm not looking after myself, I look after 

everybody else. But I don’t look after myself properly. What I would like to have is a, an exercise routine, to eat better, I'd 

like to lose some weight.” (Denise) 

 

“Taking proper breaks at work something I don't do and never have done and I think that would be something that would 

be good and should I should be doing I don't take I don't have a lunch break […] I just choose not to do and whether 

that's because my other colleagues do the same and they just take their lunch back to the office.” (Anna) 

Opportunity 
(Social) 

 

Social 
Influences 

 

Encourage camaraderie & social support: 

 “But yes, we do as a team we do the biggest loser at the moment on the team for money… We go to gym, badminton in 

the gym. As a team, we go down there at the end of the shift.” (Andrew) 

 

“…So there's two of us that do our role within the region. And we work quite closely together. So I normally just kind of 

he's kind of like my sounding board.” (Lorainne) 

 

“We always speak to each other regularly throughout the week; just to check up on each other make sure […] we don't 

physically see each other.” (Elisabeth) 

 

 “I've got my family that I sort of will speak to fairly regularly and I'm a single parent I haven't got a partner at home that I 
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can go to and offload on. And although guess me and the kids probably offload on each other” (Anna) 

 
 

Motivation 
(Automatic) 

 
 

Emotion 

Reduce work-related stress 

“So I think like cognitively of performing well below part. And I know that's because of the constant worry of stuff that can 

never switch off and totally refresh”. (Chris) 

 

“I was off for off work for five months in 2018 with like anxiety and PTSD. And so, and that was all from work, so stuff kind 

of bleeds up into homeland quite a lot obviously when you've got things like that going on.” (Kevin) 

 

“I was off with complex PTSD. Mine was just a combination of 28 years of various horrible things. In February last year, I 

got diagnosed with Complex PTSD”. (Jason)  

 

“So you don't know come to work do a crap job. But when they come into work, and they can't do what they know they 

should be doing because they're doing something else, it makes them feel like they're doing a crap job is the difference, 

because you know when you come in I can't do the best job I can with that person because I just haven't got the time or 

the resources.” (Andrew) 

 

“…and I haven't got capacity to take on anything else, because I'm just overwhelmed with stuff at work, and it's 

manageable to an extent but yeah, I desperately need more help before I can take any more responsibility...” (Denise) 

Motivation 
(Reflective) 

Beliefs about 
consequences 

Build belief in support available: 

“… people just distrust the organisation, you know, why you? Why is this new thing now being launched? What is it that 

you want? You know, what are we going to get from it? And you do you see it not all the time, but there have been 

occasions where, you know, initiatives have been enormous and then it just falls by the wayside because for I don't know, 

for whatever reason. And then people get fed up with it” (Anna) 

 

“I think one of the problems is that people get fatigue of how many new things pop up all the time you know what I mean. 

And a lot of you know projects are like a lot of people come up with an idea and it works for a little bit and then it fizzles 

out so people get tired of investing their time and energy into something that kind of fizzles out you know” (Kevin) 

 

“the show about caring for people but in reality no one looks at the hours you work now and thanks you for working long 
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hours. No, make sure that you take your time off. No one and looks at your workload. They just expand that they do care 

and it’s just that comes across as not genuine, which adds to that adds to your whole dissonance, which increases your 

stress levels”. (Chris) 

Motivation 
(Automatic) 

Reinforcement 
Professional 

role and identity 

Address perceived stigma 

“But I know there's a lot of broken officers out there because they talked to myself and our partners about the different 

feelings. But they're too scared to ask for help because they'll be they feel it's a sign of weakness. If they do ask for help 

for they are ridiculed” (Denise) 

 

“it’s a hard one, because I know the force is trying its best, but I still think there is a huge stigma amongst the majority of 

people of actually admitting that they've got a problem and knowing who to go to.” (Elisabeth) 
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Figure 15 Central themes and sub-themes mapped onto COM-B using TDF domains 
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5.5 Discussion 

This purpose of this qualitative study was to gain insight into factors that should be 

considered that influence police employees’ psychological wellbeing and health behaviours. 

These interviews moreover aimed to explore the possible avenues to improve occupational 

support in the Bedfordshire Police Force. These outcomes formed the basis for support 

recommendation for the Force.  

 

A number of core issues in the Force were identified; such as the lack of supporting health 

behaviours at work, the presence of mental-health-related stigma, work-related stress and its 

effects. Moreover, there was a level of scepticism that has developed among employees. 

This scepticism developed due to the organization failing to maintain health and wellbeing 

initiatives and that the established support does not match actual support needs of 

employees.  

 

Based on interview responses, these issues come down to a lack of organizational 

resources and budget cuts as the common denominator. These outcomes support past 

quantitative research findings, specifically the association between job demand and reward; 

resourcing problems and burnout; depression, anxiety and PTSD (Martinussen et al, 2007; 

Moon & Jonson, 2012; Hansson et al, 2016; Kohan & Mazmanian, 2016). Interview 

responses in this study have suggested that positive health behaviours were not prioritized 

by the organization, for instance, gym facilities are available; however, employees can only 

use it during work-hours at their managers’ discretion. However social factors may also 
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affect health behaviours at work. Some had habits such as eating lunch at their desks, which 

is a potential barrier to healthy eating. The impact of social influences is further supported by 

other responses, where social influences were positively affecting health behaviours, for 

example engaging in physical activity as a form of team building and supporting each other 

to reach health goals. Social support from a management level, however, was not seen. 

Past research has found that perceived social support from colleagues predicted 

psychological wellbeing. Moreover, social support may also protect against the adverse 

effects of work-related stress and trauma (Luszczynska & Cieslak, 2005; Ogińska-Bulik, 

2015). Therefore improving the perception of support in employees is fundamental to 

improve psychological wellbeing in the UK police force (Jackman, Henderson, Clay & 

Coussens, 2020). Although some researchers noted that satisfaction with social support that 

was received is also important in addition to providing that support (Linley and Joseph, 

2004).  

 

Similarly to the findings of this study, perceived stigma was a primary barrier to help-seeking 

in Police employees (Falconer, Alexander, Klein, 2013; Stuart, 2017; Brooks, Rubin, 

Greenberg, 2019, Edwards & Kotera, 2020), in particular the view that mental health 

problems were viewed as a sign of weakness (Kurtz, 2008). Perceived stigma was 

associated with negative views about accepting psychological help in Kotera and Tring 

(2019). However, this was not evident in the current study, as interview participants utilized 

either a therapeutic or recreational form coping strategy in the past and wanted more access 

to support such as counselling. Perceived stigma in this sample in part was reinforced by the 
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perceived lack of understanding and even denial of mental health problems in the 

management that may affect individual career advancements, similarly to past findings 

(Edwards & Kotera, 2020). 

 

Results from the chapter on Phase 3 suggests that a 3 Good Things Technique intervention 

could enable employees to find the positives in their day that could foster wellbeing because 

expressive writing requires the writer to recognize and identify their emotions (Burton & King, 

2008). This can be particularly useful in the policing environment where difficulties in 

acknowledging and discussing emotions are common (Bullock & Garland, 2018), as found in 

this Phase of research.  However, these emotions may also prevent people from 

participating in such interventions, as participation may be seen as an acknowledgement of 

need.  

 

Future interventions should use a COM-B diagnosis to ensure it will address Capability 

(knowledge of services), Opportunity (availability, time to engage, social/organisational 

support) and Motivation (positive attitudes/ fear of stigma/ stress levels).  

 

Knowledge alone is not sufficient for behaviour change, however, it is still fundamental for 

the individual to understand why or how to perform the behaviour (Arlinghaus & Johnston, 

2018). Employees have shown sufficient awareness of services within and outside the 

Force, however, the uptake of these services was deterred by opportunity and motivational-

related factors. In terms of opportunity; the availability of services in the Bedfordshire Police 
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Force to employees is dependent on tight eligibility criteria. Moreover, employees often work 

with tight schedules which do not allow enough time to prioritize health behaviours or 

accessing help during work hours. Findings further suggested a relatively poor 

organizational support for mental health problems. In terms of Motivation; there was an 

evident fear of stigmatization and of negative attitudes from colleagues and management. 

Moreover, work-related stress levels and scepticism towards support also affected 

employees’ health behaviours and help-seeking behaviours.  

 

COM-B has been used in physical activity intervention development; where moderate and 

vigorous physical activity was strongly predicted by psychological capability and reflective 

motivation (beliefs about capabilities, beliefs about consequences, optimism, intentions and 

goals). While sedentary behaviour was predicted by Psychological Capability (Howlett, 

2018). COM-B is also showing promise in the development of diet-focused smartphone apps 

for example in childhood weight management (Curtis, Lahiri & Brown, 2015). This app was 

targeting parents’ psychological capability (training parents to measure portion sizes) and 

reflective motivation by educating and enabling parents to increase their self-efficacy in 

making these changes. Moreover, the app has also provided a physical opportunity by 

helping to restructure the home environment and providing a tool for accurate measuring of 

food portions (Curtis, Lahiri & Brown, 2015). An attentive eating app was also developed 

based on the COM-B model (Robinson, Higgs, Daley, Jolly, Lycett, Lewis & Aveyard, 2013). 

This app has aimed to increase the psychological capability (psycho-education and 

automated instructions), physical opportunity (smartphone app that can be used anytime 
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anywhere and automated reminders) and automatic motivation (personalisation of the 

intervention). Initial pilot studies indicated strong potential for these apps, however, clinical 

trials are still being undertaken to establish feasibility. COM-B is also becoming increasingly 

applied in current intervention developments in increasing medication adherence (Jackson, 

Eliasson, Barber & Weinman, 2014) and self-care adherence in heart-failure patients 

(ACHIEVE study; Herber, Atkins, Stork & Wilm, 2018).  

 

However, in addition to building on the interaction of capability, motivation and opportunity to 

change behaviour, it is also vital that the organization listens to the employees’ desires and 

design any future interventions by adhering to the EAST (Behavioural Insights Team, 2014) 

principles. These principles include; making the intervention Easy (e.g. accessible, in-house 

counsellor), Attractive (e.g. competitions/ make it fun), Social (e.g. social support, 

peers/manager) and Timely (e.g. link to what employees need).  
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6. Overall discussion and recommendations 

6.1 Overview 

The presented thesis consists of four phases of research that have been conducted with the 

aim to gain a meaningful perspective on police employees’ psychological wellbeing and 

health behaviours and the barriers and facilitators to performing healthy behaviours and 

engaging with occupational health.  This research was funded with a view to building on 

current support services offered to reduce the frequency and duration of sick leave. 

 

Quantitative phases identified the need for support with high levels of BMI, poor nutrition 

(particularly around fruit and vegetable intake), room for improvement in relation to physical 

activity, and some concern over excessive alcohol consumption. Furthermore, there was 

evidence of considerable family-related problems and personal bereavement.  Based on the 

qualitative findings, employees did experience negative, work-related changes in their family 

relationships, particularly in romantic relationships. The source of work-related stress in the 

Bedfordshire Police appeared to be the organizational culture itself that has gone through 

considerable changes over the past 15-20 years. These changes were suggested to be 

caused by financial resources available to the force and significantly impacted on 

employees’ mental health.  

 

The time pressures due to insufficient staffing often compelled employees to abandon tasks 

to complete another, leading to feelings of guilt that could potentially damage the general 
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morale of the force. Respondents felt that the management was unprepared to sufficiently 

support employees with mental health problems. The Bedfordshire Police force has 

attempted to improve some of these issues through internal initiatives; however, these 

initiatives were not tailored to the needs of their employees and were often short-lived. 

Police employees exhibited a level of scepticism for Force-run initiatives and within-Force 

support, which may have been the cause of low attrition rates in the intervention study 

presented in this thesis. Recommendations for improvement have been drawn from overall 

findings to aid the tailoring of within-Force support more to the specific employee needs. 

 

6.2 Support for psychological wellbeing 

The eligibility criteria to access psychological services within the Force is quite narrow, thus 

employees with non-clinical level mental health problems shared that they cannot currently 

access these services. Relaxing the criteria for mental health support or hosting a dedicated 

in-house counsellor would enable more employees to access help, which may be 

constructed by resourcing issues. 

 

However, there may be other more cost-effective avenues such as creating regular 

(weekly/ monthly) team discussions on individual challenges (peer support group), providing 

in-house yoga sessions (could be facilitated by yoga-practising employees) and developing 

alternative coping strategy support such as art, music or theatre group projects that all can 

join.  
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6.3 Support for health behaviours 

Positive health behaviours may be supported better by providing weekly exercise sessions 

with tasters of different and new activities, creating communal spaces to eat lunch (apart 

from staff canteen) and encourage eating away from the desk. Encouraging physical activity 

through collaboration with retired, physically active officers to lead walking groups may be 

welcomed.  However, this would be best facilitated by incorporating time for walking/ 

physical activity in the working day as part of working hours. Interventions to break up sitting 

time would also be welcomed and may be most effective if developed with a ‘team’ 

approach.  

 

6.4 Organisational/managerial considerations 

Available support needs to be improved on the organizational level by providing training for 

management around mental health support that includes how to support employees and 

signpost effectively. Furthermore, regular one-to-one supervision between team managers 

and employees may also significantly improve employee wellbeing as problems could be 

detected and dealt with earlier. 

 

Initiatives could be tailored to employee needs by using a voting system before initiatives are 

planned to ensure they are welcomed as well as ensuring that initiatives are accessible for 

all. Moreover, the findings of internal surveys should also be communicated to employees. 
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6.5 Strengths, limitations and future research 

The strength of these studies mainly lies in the uniqueness of the implemented interventions, 

as these types of interventions have not been tested in police population before. Moreover, 

the studies also gained a wider view of police wellbeing by looking at different sources of 

stress (policing, general, life events), bereavement, and health behaviours within the same 

sample. Moreover, the qualitative phase also possessed a unique characteristic compared to 

other past studies by simply inviting participants to describe their own ideas of better 

support. 

In the same time, these studies have a number of limitations; due to small sample sizes, 

conclusions can be only drawn with caution. Sample sizes could be down to a number of 

factors, such as survey fatigue, as police employees complete a substantial number of 

internal surveys, and the scepticism for initiatives and support within the force. Moreover 

conducting these studies with a more hands-on approach would have been advantageous, 

for example, the researcher could have been more present in the Force and have more face 

to face interaction with employees. Bedfordshire Police employees receive a number of 

survey invitations via email on a regular basis, and thus this study may have been seen as 

one of the many surveys circulating in the force. Based on the interview findings, employees 

often have to prioritize some of their work obligations over another due to staffing shortages, 

in which case participation in this study would not have been a priority for employees. 
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Conclusion 

There is a clear need and desire for health and wellbeing support, both with physical health 

(high BMI and blood pressure), psychologically and behaviourally. A positive work ethic was 

seen, however, stress levels were high due to perceived resourcing issues, time pressures 

and the nature of the job. While many wanted to seek support and knew it was available, 

uptake and engagement were low, possibly due to a lack of belief in initiatives, ease of 

access and consistency of support. There was also concern over the stigma of seeking help 

for psychological wellbeing, it seen as a sign of weakness. There was a strong sense of 

social support among employees, however, this feeling of camaraderie did not always 

extend to management and there was a dissonance felt between the priorities of the 

organisation suggesting a need to shift ethos and culture to one that shows priority for health 

and wellbeing. The commissioning of this research is a good example of this and provides a 

blueprint for future interventions. 
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Appendix I. 

Demographic questions 

 

1. Please indicate your weight and height (Imperial or Metric) – Baseline/Follow-up 

only 

2. Please indicate where you are completing this questionnaire (place not the online 

platform) – Baseline/Follow-up only 

3. Please describe what you were doing yesterday – Baseline/Follow-up only 

4. Please indicate your job role (Police Staff or Police Officer) – Baseline/Follow-up 

only 

5. Please specify your job role 

6. Is your role predominantly desk-based (typical office work)?  Or predominantly 

emergency response based (having to be dynamically mobile in response to 

emergency calls or alarms)? 

7. Do you drive a vehicle as part of the duties within your role? 

8. Length of service (total years) 

9. Which area do you currently serve in (e.g. North Bedfordshire) 

10. Please describe your current shift pattern (e.g. two early shifts (07:00—15:00), 

followed by two late shifts (15:00—23:00) and two-night shifts (22:00—07:00) 

followed by three rest days) 

Your Name: Age: Gender: 

Emergency contact name: Contact number: Relationship: 

GP contact details:  

Ethnicity: White:  Mixed:  Asian or Asian 

British 

  

 Black or Black 

British  

 Chinese:  Other: (Please 

state) 
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11. What shift are you doing today? – Baseline/Follow-up only 

12. In the past 6 months, have you applied for flexible working hours? Yes or No – 

Baseline/Follow-up only 

13. If yes, was it offered? – Baseline/Follow-up only 

14. At present, do you have any health problem for which you are: 

 On medication, prescribed or otherwise 

 Attending your General Practitioner 

 On a hospital waiting list following injury 

15. Recovering from an illness or operation 

16. In the past two years, have you had any illness or injury which required you to: 

 Consult your GP 

 Attend a hospital outpatient department 

 Be admitted to hospital 

17. Have you ever had any of the following?  

 Heart problems/chest pains/ angina/heart attack/varicose vein/ 

embolism/aneurysm. 

 Problems with muscles, bones or joints (for example arthritis/back pain) 

 Disturbance of balance/coordination 

 Dizziness / black outs / fainting 

 Disturbance of vision 

 Ear/hearing problems 

 Thyroid problems 

18. Kidney or liver problems 

19. Problems with blood pressure (low or high) 

20. A pacemaker 

21. Chronic obstructive pulmonary disease (COPD) 
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22. Anaphylactic shock symptoms to needles, probes or other medical-type 

equipment 

23. Any allergies or food intolerances 

24. A history of heart disease or stroke in the family 

25. Been pregnant or given birth in the last 6 months 

26. Rectal problems 

27. Mental health concerns 

28. Other (please state) 

29. If you selected any of the above conditions, please describe in more detail if you 

wish (for example, was the problem short-lived, if it is controlled, if it is re-

occurring, if your doctor has given you specific information/instructions regarding 

the problem). 

30. Please state what medication (if any) you are currently taking, explain briefly what 

the medication is for and 

31. How long you have been taking it. 

32. Do you have any other condition or disability you feel we should be aware of? (if 

yes please explain below) – Yes or No 

33. Are you currently involved in any lab activity at the University of Bedfordshire or 

elsewhere? (Yes or No) 

34. Please describe the lab activity you are involved in 

35. Are you currently participating in the A-REST intervention (sitting intervention) at 

your workplace? – Baseline/Follow-up only 
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SECTION 1 – Health Behaviours – Part 1 – Physical activity 

We are interested in the time you have spent being physically active in the last 7 days. 

Please answer each question even if you do not consider yourself to be an active person. 

Please think about the activities you do for work, around the house or garden, to get from 

place to place, and in your spare time for recreation, exercise or sport. 

Question 1 - Total physical activity 

1.) During the last 7 days, on how many days have you been physically active for a total 
of 30 minutes or more (this can be in small bouts of 10 minutes or more)?     (circle 
the number of days below)                

☐ 0                  ☐ 1                       ☐ 2                     ☐ 3                          ☐ 4                     ☐ 5                     

☐ 6                   ☐ 7 

 

Questions 2 and 3 - Vigorous physical activity 

Think about all the vigorous activities that you did in the last 7 days.   

Vigorous physical activities refer to activities that take hard physical effort and make you 

breathe much harder than normal. Think only about those physical activities that you did for 

at least 10 minutes at a time.  

1.)  During the last 7 days, on how many days did you do vigorous physical activities 
like heavy lifting, digging, aerobics, or fast bicycling?  

☐ 0                  ☐ 1                       ☐ 2                     ☐ 3                          ☐ 4                     ☐ 5                     

☐ 6                   ☐ 7 

2.)  How much time did you usually spend doing vigorous physical activities on one 

of those days? Please answer in hours/minutes e.g. Hours: 0 Minutes: 15  

_____ hours per day  _____ minutes per day 

 

Questions 4 and 5 – Moderate physical activity 

Think about all the moderate activities that you did in the last 7 days.  

Moderate activities refer to activities that take moderate physical effort and make you 

breathe somewhat harder than normal. Think only about those physical activities that you did 

for at least 10 minutes at a time. 
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3.)  During the last 7 days, on how many days did you do moderate physical 
activities like carrying light loads, bicycling at a regular pace, or doubles tennis? Do 
not include walking. 

☐ 0                  ☐ 1                       ☐ 2                     ☐ 3                          ☐ 4                     ☐ 5                     

☐ 6                   ☐ 7 

4.)  How much time did you usually spend doing moderate physical activities on one 

of those days? Please answer in hours/minutes e.g. Hours: 0 Minutes: 15  

_____ hours per day  _____ minutes per day 

 

Questions 6 and 7 – Sport 

Think about the time you spent doing sport in the last 7 days.   

By sport, we mean any competitive or non-competitive sporting activity, including sessions of 

deliberate exercise such as running or jogging. Think only about those sports or exercises 

that you did for at least 10 minutes at a time. 

5.) During the last 7 days, on how many days did you take part in any sport? 

☐ 0                  ☐ 1                       ☐ 2                     ☐ 3                          ☐ 4                     ☐ 5                     

☐ 6                   ☐ 7 

6.) How much time did you usually spend doing sport on one of those days?  

_____ hours per day  _____ minutes per day 

 

Questions 8 and 9 – Walking 

Think about the time you spent walking in the last 7 days.   

This includes at work and at home, walking to travel from place to place, and any other 

walking that you might do solely for recreation, sport, exercise, or leisure. 

7.)  During the last 7 days, on how many days did you walk for at least 10 minutes at 
a time? 

☐ 0                  ☐ 1                       ☐ 2                     ☐ 3                          ☐ 4                     ☐ 5                     

☐ 6                   ☐ 7 

8.)  How much time did you usually spend doing walking on one of those days? 

_____ hours per day  _____ minutes per day 
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Question 9 – Sitting (part 1) 

This is about the time you spent sitting on weekdays during the last 7 days.  Include time 

spent at work, at home, while doing course work and during leisure time. This may include 

time spent sitting at a desk, visiting friends, reading, or sitting or lying down to watch 

television.  

9.) During the last 7 days, how much time did you spend sitting on a weekday? 

_____ hours per day  _____ minutes per day 

 

Question 9 – Sitting (part 2) 

Please estimate how many hours you spend SITTING EACH 

DAY in the following in the following situations (please write 

your answer) 

On a WEEK day On a WEEKEND 

 Hours Minutes Hours Minutes 

While travelling to and from places     

While at work     

While watching television     

While using a computer at home     

In your leisure time, NOT including television (e.g. visiting 

friends, movies, dining out etc. 

    

 

1. Would you like to gain more physical activity? 

Yes No Maybe 

2. Would you like to sit less? 

Yes No Maybe 

 

* Yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence 
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will be kept confidential at all times and will not be shared with any third party or your 

employer.” 

 

SECTION 1 – Health Behaviours – Part 2 – Diet  

Question 10 – Fruit and vegetable intake and breakfast 

1.) During the last 7 days, on how many days have you consumed 5 or more portions of 
fruit and/or vegetables?                

☐ 0                  ☐ 1                       ☐ 2                     ☐ 3                          ☐ 4                     ☐ 5                     

☐ 6                   ☐ 7 

 

3. How often do you usually have breakfast? Mark one box for weekdays and one box for 

weekend. When answering this question, bear in mind that breakfast is the first meal of 

the day and is consumed within two hours of waking; it is comprised of foods and/or 

beverages from at least one food group and contains more than 50 kcal (e.g. more 

than a piece of fruit, a small glass of juice or a flat white coffee). It can be consumed at 

any location. 

 Weekdays      Weekend 

I never have breakfast on weekdays               I never have breakfast on the weekend

  

One day    I usually have breakfast on only one day 

of the weekend (Saturday OR Sunday) 

Two days     

Three days    I usually have breakfast on both  

Four days    days (Saturday AND Sunday) 

Five days 

 

4. Would you like to improve your diet? 

Yes No Maybe 

* Yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence 

will be kept confidential at all times and will not be shared with any third party or your 

employer.” 
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SECTION 1 – Health Behaviours – Part 3 – Substance use  

Question 11 – Tobacco use (http://www.who.int/tobacco/surveillance/en_tfi_tqs.pdf)  

1. How often do you currently smoke? 

Daily Less than daily Not at all 

2. Have you smoked tobacco daily in the past? 

Yes No   

3. Would you like to stop smoking (only answer if daily/less than daily in Q4)? 

Yes No Maybe 

 

* Yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence 

will be kept confidential at all times and will not be shared with any third party or your 

employer.” 

Question 12 – Alcohol use 

1. How often do you have a drink containing alcohol?  (A drink is a small 

glass of wine, half pint of beer or single measure of spirits). 

Never Monthly or less 2 – 4 times a 

month 

2 – 3 times a 

week 

4 or more times 

a week 

2. How many drinks containing alcohol do you have on a typical day when 

you are drinking? 

N/A                 1-2 3-4 5-6 7-9 10 or more 

 

3. How often do you have 5 or more drinks on one occasion? 

Never Less than 

monthly 

Monthly Weekly Daily or almost 

daily 

4. Would you like to reduce your alcohol intake? 

Yes No Maybe 

http://www.who.int/tobacco/surveillance/en_tfi_tqs.pdf
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* Yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence 

will be kept confidential at all times and will not be shared with any third party or your 

employer.” 

Question 13 – Drug use (question can be skipped) 

1. In the LAST 12 MONTHS have you taken any of these drugs? (please tick all 

you have taken) 

 cannabis (marijuana, grass, hash, ganja, blow, draw, skunk, weed, spliff)  

 amphetamines (speed, whizz, uppers, billy)  

 cocaine or coke  

 crack (rock, stones)  

 ecstasy (E)  

 heroin (smack, skag, H, brown)  

 acid or BLSD (trips)  

 ketamine (K, special K, vitamin K)  

 mephedrone (Meow Meow, MCAT, Bubble, Drone, Meph, 4MMC)  

 magic mushrooms  

 methadone or physeptone  

 semeron  

 tranquilisers (temazepam, valium, roofies, jellies)  

 amyl nitrate (poppers)  

 anabolic steroids (steroids)  

 glues, solvents, gas 
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2. Would you like to reduce your drug use (only answer if ticked one or more 

above)? 

Yes No Maybe 

 

* Yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence 

will be kept confidential at all times and will not be shared with any third party or your 

employer.” 

 

SECTION 1 – Health Behaviours – Part 4 – Sleep  

Question 13 – Sleep 

1. How many hours sleep to you gain on an average night?   -

_____________________ 

2. Would you like to gain more sleep? 

Yes No Maybe 

 

3. Would you like to gain less sleep? 

Yes No Maybe 

 

* If yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence 

will be kept confidential at all times and will not be shared with any third party or your 

employer.” 
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Psychological Assessment tools 

SECTION 2 – Self-efficacy beliefs 

We would like to find out how you feel you respond to certain situations.  Please could you 

circle the response you agree with the most.  Please could you ensure you answer all 

statements and that you only circle one answer for each statement. 

 Not at 

all true 

Barely 

true 

Moderately 

true 

Exactly 

true 

 

1. I can always manage to solve difficult problems 

if I try hard enough 

 

1 2 3 4 

2. If someone opposes me, I can find means and 

ways to get what I want 

 

1 2 3 4 

3. It is easy for me to stick to my aims and 

accomplish my goals 

 

1 2 3 4 

4. I am confident that I could deal efficiently with 

unexpected events 

 

1 2 3 4 

5. Thanks to my resourcefulness, I know how to 

handle unforeseen situations 

 

1 2 3 4 

6. I can solve most problems if I invest the 

necessary effort 

 

1 2 3 4 

7. I can remain calm when facing difficulties 

because I can rely on my coping abilities 

 

1 2 3 4 

8. When I am confronted with a problem, I can 

usually find several solutions 

 

1 2 3 4 

9. If I am in trouble, I can usually think of 

something to do 

 

1 2 3 4 

10.  I can usually handle whatever comes my way 

 

1 2 3 4 

(Generalised Self-Efficacy Scale: Schwarzer & Jerusalem, 1993) 
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SECTION 3 – Your Wellbeing and Quality of Life 

Question 1 – Your wellbeing 

 
On a scale from 0-10, where 0 is ‘not at all’ and 10 is 
‘completely’ – tick one box for each question 
 

 
0 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

Overall, how satisfied are you with your life nowadays? 
 

           

Overall, to what extent do you feel the things you do in 
your life are worthwhile? 
 

           

Overall, how happy did you feel yesterday? 
 

           

Overall, how anxious did you feel yesterday? 
 

           

 

Question 2 - Your thoughts and feelings 

Below are some statements about thoughts and feelings. Please mark a cross in the 

box that best describes your experience of each over the last two weeks. 

 None of 

the time 

Rarely Some of 

the time 

Often All of 

the time 

I’ve been feeling optimistic about the future      

I’ve been feeling useful      

I’ve been feeling relaxed      

I’ve been feeling interested in other people      

I’ve had energy to spare      

I’ve been dealing with problems well      

I’ve been thinking clearly      

I’ve been feeling good about myself      

I’ve been feeling close to other people      

I’ve been feeling confident      

I’ve been able to make up my own mind about 

things 

     

I’ve been feeling loved      

I’ve been interested in new things      

I’ve been feeling cheerful      
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Question 3 - Emotions  

Below are a number of words that describe different feelings and emotions. Please read 

each one and mark the number that best describes how you have been feeling over the 

last week.  

Over the last 

week I have felt: 

Very 

slightly or 

not at all 

1 

A little 

2 

Moderately 

3 

Quite a bit 

4 

Extremely 

5 

Interested 1 2 3 4 5 

Distressed 1 2 3 4 5 

Excited 1 2 3 4 5 

Upset 1 2 3 4 5 

Strong 1 2 3 4 5 

Guilty 1 2 3 4 5 

Scared 1 2 3 4 5 

Hostile 1 2 3 4 5 

Enthusiastic 1 2 3 4 5 

Proud 1 2 3 4 5 

Irritable 1 2 3 4 5 

Alert 1 2 3 4 5 

Ashamed 1 2 3 4 5 

Inspired 1 2 3 4 5 

Nervous 1 2 3 4 5 

Determined 1 2 3 4 5 

Attentive 1 2 3 4 5 

Jittery 1 2 3 4 5 

Active 1 2 3 4 5 

Afraid 1 2 3 4 5 

 

 

 

 

 

 



142 
 

Question 4 – Mood 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 

Over the 2 last weeks 

I have felt: 

Not at 

all 

 

 

Several 

days 

2 

More 

than 

half the 

days 

Nearly 

every 

day 

 

Little interest or 

pleasure in doing 

things 

0 1 2 3 

Feeling down, 

depressed or 

hopeless 

0 1 2 3 

 

Feeling nervous, 

anxious or on edge 

0 1 2 3 

Not being able to stop 

or control worrying 

0 1 2 3 

 

 

Question 5 – Expressive writing 

Do you keep a personal diary or journal (about your thoughts/feelings/interactions)     

 

Daily Weekly Monthly Never I used to             
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Question 6 – Stress levels (part 1) – Operational stress 

Below is a list of items that describe different aspects of being a police officer. After each 

item, please circle how much stress it has caused you over the past 6 months, using the 7-

point scale that ranges from “No Stress At All” to “A Lot of Stress” 

 

No stress at all  Moderate Stress 

 

 A lot of stress 

 
1 2 3 4 5 6 

 

7 

 
 

1. Shift work 1 2 3 4 5 6 7 

2. Working alone at night 1 2 3 4 5 6 7 

3. Over-time demands 1 2 3 4 5 6 7 

4. Risk of being injured on the job 1 2 3 4 5 6 7 

5. Work related activities on days off (e.g. court, community events) 1 2 3 4 5 6 7 

6. Traumatic events (e.g. MVA, domestics, death, injury) 1 2 3 4 5 6 7 

7. Managing your social life outside of work 1 2 3 4 5 6 7 

8. Not enough time available to spend with friends and family 1 2 3 4 5 6 7 

9. Paperwork 1 2 3 4 5 6 7 

10. Eating healthy at work 1 2 3 4 5 6 7 

11. Finding time to stay in good physical condition 1 2 3 4 5 6 7 

12. Fatigue (e.g. shift work, over-time) 1 2 3 4 5 6 7 

13. Occupation-related health issues (e.g. back pain) 1 2 3 4 5 6 7 

14. Lack of understanding from family and friends about your work 1 2 3 4 5 6 7 

15. Making friends outside the job 1 2 3 4 5 6 7 

16. Upholding a "higher image" in public 1 2 3 4 5 6 7 

17. Negative comments from the public 1 2 3 4 5 6 7 

18. Limitations to your social life (e.g. who your friends are, where you 

socialize) 

1 2 3 4 5 6 7 

19. Feeling like you are always on the job 1 2 3 4 5 6 7 

20. Friends / family feel the effects of the stigma associated with your job 1 2 3 4 5 6 7 

Operational Police Stress Questionnaire 
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Question 7 – Stress levels (part 2) – Organizational stress 

 

1. Dealing with co-workers 

 

1 

 

2 

 

3 

 

4 

 

5 

 

6 

 

7 

2. The feeling that different rules apply to different people (e.g. 

favouritism) 

1 2 3 4 5 6 7 

3. Feeling like you always have to prove yourself to the organization 1 2 3 4 5 6 7 

4. Excessive administrative duties 1 2 3 4 5 6 7 
5. Constant changes in policy / legislation 1 2 3 4 5 6 7 

6. Staff shortages 1 2 3 4 5 6 7 

7. Bureaucratic red tape 1 2 3 4 5 6 7 

8. Too much computer work 1 2 3 4 5 6 7 
9. Lack of training on new equipment 1 2 3 4 5 6 7 

10. Perceived pressure to volunteer free time 1 2 3 4 5 6 7 

11. Dealing with supervisors 1 2 3 4 5 6 7 

12. Inconsistent leadership style 1 2 3 4 5 6 7 
13. Lack of resources 1 2 3 4 5 6 7 

14. Unequal sharing of work responsibilities 1 2 3 4 5 6 7 

15. If you are sick or injured your co-workers seem to look down on you 1 2 3 4 5 6 7 

16. Leaders over-emphasise the negatives (e.g. supervisor 

evaluations, public complaints) 

1 2 3 4 5 6 7 
17. Internal investigations 1 2 3 4 5 6 7 

18. Dealing the court system 1 2 3 4 5 6 7 
19. The need to be accountable for doing your job 1 2 3 4 5 6 7 

20. Inadequate equipment 1 2 3 4 5 6 7 
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Perceived Stress Scale 

For each statement, please tell me if you have had these thoughts or feelings:  never, 

almost never, sometimes, fairly often, or very often. (Read all answer choices each 

time)  

  Never  
Almost 

Never  

Sometimes  
Fairly 

Often  

Very 

Often  

B.1. In the past month, how often have you 

been upset because of something that 

happened unexpectedly?   

0  1  2  3  4  

B.2. In the past month, how often have you felt 

unable to control the important things in your 

life?  

0  1  2  3  4  

B.3. In the past month, how often have you felt 

nervous or stressed?  

0  1  2  3  4  

B.4. In the past month, how often have you 

felt confident about your ability to handle 

personal problems?  

0  1  2  3  4  

B.5. In the past month, how often have you felt 

that things were going your way?  

0  1  2  3  4  

B.6. In the past month, how often have you 

found that you could not cope with all the 

things you had to do?  

0  1  2  3  4  

B.7. In the past month, how often have you 

been able to control irritations in your life?  

0  1  2  3  4  

B.8. In the past month, how often have you felt 

that you were on top of things?  

0  1  2  3  4  

B.9. In the past month, how often have you 

been angry because of things that happened 

that were outside of your control?  

0  1  2  3  4  

B.10. In the past month, how often have you 

felt that difficulties were piling up so high that 

you could not overcome them?  

0  1  2   3  4  

 

Would you like to reduce your stress? (Yes* or No) 

*(If yes, this message was displayed) “If you wish to seek support please contact the 

researcher dora.kukucska@study.beds.ac.uk. Your correspondence will be kept 

confidential at all times and will not be shared with any third party or your employer”  
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The Holmes-Rahe Life Stress Inventory 

The Social Readjustment Rating Scale 

Life Event 

1. Death of spouse 

2.  Divorce  

3.  Marital Separation from mate  

4.  Detention in jail or other institution  

5.       Death of a close family member  

6.  Major personal injury or illness 

7.  Marriage  

8.  Being fired at work  

9.  Marital reconciliation with mate 

10. Retirement from work  

11. Major change in the health or behavior of a family member  

12. Pregnancy  

13. Sexual Difficulties  

14. Gaining a new family member (i.e. birth, adoption, older adult moving in, etc.)  

15. Major business adjustment 

16. Major change in financial state (i.e. a lot worse or better than usual)  

17. Death of a close friend  

18. Changing to a different line of work  

19. Major change in number of arguments with spouse (i.e. a lot more or less)  

20. Taking on a mortgage (for home, business, etc.)  

21. Foreclosure on a mortgage or loan  

22. Major change in responsibilities at work (i.e. promotion, demotion, etc.)  

23. Son or daughter leaving home (marriage, college, military, etc.)  

24. In-law troubles  
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25. Outstanding personal achievement  

26. Spouse beginning or ceasing work outside the home  

27. Beginning or ceasing formal schooling 

28. Major change in living condition (i.e. new home, remodeling, deterioration, etc.)  

29. Revision of personal habits (i.e. dress, associations, quit smoking, etc.)  

30. Troubles with the boss  

31. Major changes in working hours or conditions  

32. Changes in residence  

33. Changing to a new school  

34. Major change in usual type and/or amount of recreation  

35. Major change in church activity (i.e. a lot more or less)  

36. Major change in social activities (i.e. clubs, movies, visiting, etc.) 

37. Taking on a loan (i.e. car, tv, freezer, etc.)  

38. Major change in sleeping habits (i.e. a lot more or less)  

39. Major change in number of family get-togethers (i.e. a lot more or less)  

40. Major change in eating habits (i.e. a lot more or less, eating hours, surroundings, etc)  

41. Vacation  

42. Major holidays  

43. Minor violations of the law (i.e. traffic tickets, jaywalking, etc.)  
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Bereavement 

Have you experienced bereavement? (Yes or No) 

 

Mother What age were you at the time of bereavement? 

Father What age were you at the time of bereavement? 

Grand Mother What age were you at the time of bereavement? 

Grand Father What age were you at the time of bereavement? 

Brother What age were you at the time of bereavement? 

Sister What age were you at the time of bereavement? 

Partner What age were you at the time of bereavement? 

Child What age were you at the time of bereavement? 

Friend What age were you at the time of bereavement? 

Member of Public What age were you at the time of bereavement? 

Colleague What age were you at the time of bereavement? 

Other  

Specify What age were you at the time of bereavement? 

 

Would you like to improve your mental health? (Yes, Maybe, No)* 

 

* Yes or maybe selected, this message was displayed: “If you wish to seek support, 

please contact the researcher dora.kukucska@study.beds.ac.uk. Your correspondence will be 

kept confidential at all times and will not be shared with any third party or your employer.” 
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Question 8 – Perceived Support 

 

1. Are you aware of any staff assistance/wellbeing/support services within the police 

forces? 

Yes    No 

 

2. Have you ever accessed any staff assistance/wellbeing/support services within 

the police before? 

Yes    No 

 

If yes, which one? (Text box will be added) 

 

3. Have you ever accessed any wellbeing/support services outside the police 

before? 

                                  Yes   No 

 

If yes which one? (Text box will be added) 

 

 

4. (If answered yes to question 2) Did you feel supported by the service? 

                                     Yes    No  

 

5. (If answered no to both) Please indicate below why you have not accessed any 

services: 
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Appendix II. 

Information & consent from  

‘Understanding and improving the health behaviours and psychological wellbeing of 

the Bedfordshire Police Force using brief positive psychology interventions’ 

 

 Information sheet 

This survey is to help us evaluate the health and wellbeing of the Bedfordshire Police Force. 

It will ask you questions about your health behaviours (physical activity, sitting times, diet, 

alcohol consumption, substance use, sleep patterns), sense of control, emotions and 

wellbeing. The survey will take approximately 20-30 minutes and you can go back to it if you 

are unable to complete in one go (just keep the link open). 

 

Following the completion of the survey, should you wish to proceed to the intervention 

phase, you will be randomly allocated to one of three groups (positive password mantra, 

expressive writing or control). You may also be invited for an interview about your 

experiences of the intervention, however, this is entirely optional. 

 

Your data 

Your responses will be kept confidential and will NOT be shared with any other third party 

including your employers. Your responses will be part of a data pool that will be analysed 

and presented in a form of a brief report to Bedfordshire Police, however, the data pool will 

not contain any identifiable information. You will be requested to provide your email address 

that will be used to send you further instructions regarding the intervention and interview (if 

applicable).  

 

Your participation in this study is entirely voluntary and you can withdraw your data without 

any negative consequences. Before data analysis will take place, all identifiable data will be 

removed therefore if you wish to remove your data please let us know by 05/01/20 via email.  
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Your consent 

Please read the statements below and tick each box with to confirm your understanding and 

agreement.  

 

Please mark each box with a cross if you agree: -  

 1. I confirm that I have read and understood the information sheet for the Health and 

Wellbeing of the Police Force Study 

 

☐ 

 2. I understand that taking part is voluntary, my information will be kept anonymous 

and confidential, my data will be stored by the University of Bedfordshire until which 

time it is no longer needed for the study and that I am free to leave the study at any 

time without giving a reason.  

 

☐ 

 3. I understand that the University of Bedfordshire and other organisations involved in 

the study will look at information collected during this evaluation, but that no 

identifiable data will be given to my employers without my consent. 

 

☐ 

 4. I consent to take part in the study.  

 

5. I am interested to take part in an interview about my experiences of the intervention  

(Optional)    (Applicable to Baseline and Follow-up only)                                                                                                                                     

 

☐ 

 

☐ 
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Appendix III. 

Letter of ethical approval 
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Appendix IV. 

Intervention instruction letter – No intervention group 
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Appendix V. 

Intervention instruction letter – 3 Good Things 
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Appendix VI. 

Intervention instruction – Positive Password Mantras 
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Appendix VII. 

Reminder email 

 

Dear Name, 
 
We have noticed that you have started a survey a couple of weeks back that investigates the 
current physical and psychological wellbeing of the Bedfordshire Police Force.  
 
We would like to invite you to complete the survey, as your responses are an invaluable 
help for us to provide an overview of your team's wellbeing to the Police leadership so that 
future interventions can be implemented within the Bedfordshire police force, with the aim 
to improve employees' physical and mental wellbeing. 
 
You may find the survey 
here: https://bedshealthsciences.eu.qualtrics.com/jfe/form/SV_74BbHMzNEtv52FT 
 
Please note, the survey should automatically take you to the last completed question only 
if you enter the survey from the same device as before. 
 
If you have already completed the survey, please ignore this email. 
 
Thank you for your time. 
 
We wish you a Merry Christmas and a Happy New Year to come. 
 
Best Wishes, 
 
Dora Kukucska 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://bedshealthsciences.eu.qualtrics.com/jfe/form/SV_74BbHMzNEtv52FT
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Appendix VIII. 
 

Intervention invitation email 
 

 

 

 

Dear Name, 

  

Thank you for recently completing our psychological wellbeing survey.  You have opted in to 

receive a positive psychology intervention which will start today and run for the next four 

weeks. Please find attached the instruction letter explaining the next steps.  

 

Please, do not share any information regarding your intervention with your colleagues, 

even if they are taking part in the same study, to avoid any effects that may have on the 

interventions or later responses on the follow-up questionnaire. 

  

Should you have any questions or concerns, please do not hesitate to contact 

me at Dora.Kukucska@study.beds.ac.uk, or the project supervisor, Dr Angel 

Chater at angel.chater@beds.ac.uk. 

  

Best Wishes, 

  

Dora Kukucska 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Dora.Kukucska@study.beds.ac.uk
mailto:angel.chater@beds.ac.uk
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Appendix IX. 

Follow-up invitation email 

 

 

Dear Name, 
  
Thank you for taking part in the Positive Psychology Intervention; we hope you found it 

useful.  

  

We now would like to invite you to complete the follow-up questionnaire, that can be found 

here: https://bedshealthsciences.eu.qualtrics.com/jfe/form/SV_0UFNNRuQhrakeYR 

  

Please complete this today or as soon as possible. 

  

Should you have any questions or concerns, please do not hesitate to contact 

me at Dora.Kukucska@study.beds.ac.uk, or the project supervisor, Dr Angel 

Chater at angel.chater@beds.ac.uk. 

  

Thank you for your cooperation and we wish you a Merry Christmas and a Happy New Year. 

  

Kind Regards, 

 
 
Dora Kukucska 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://bedshealthsciences.eu.qualtrics.com/jfe/form/SV_0UFNNRuQhrakeYR
mailto:Dora.Kukucska@study.beds.ac.uk
mailto:angel.chater@beds.ac.uk
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Appendix X. 

  Interview consent form 

 

‘Understanding and improving the health behaviours and psychological wellbeing of 

the Bedfordshire Police Force using brief positive psychology interventions’  

Introduction 

This interview is to help us evaluate the health and wellbeing of the Bedfordshire Police 

Force. It will ask you questions about your health behaviours, sense of control, emotions and 

wellbeing. 

Your data 

Your responses to the interview questions (if applicable) will be kept confidential and will 

NOT be shared with any other third party including your employers. Your responses will be 

part of a data pool that will be analysed and presented in a form of a brief report to the 

Bedfordshire Police Force, however, the data pool will not contain any identifiable 

information. You will be requested to provide your email address to match your data. Your 

participation in this study is entirely voluntary thus you can withdraw your data without any 

negative consequences. Before data analysis taking place, all identifiable data will be 

removed therefore if you wish to remove your data please let us know by 1st April 2020 via 

email.  

 

Your consent 

Please read the statements below and cross each box to confirm your understanding and 

agreement.  

Please mark each box with a cross if you agree: -  

 1. I confirm that I have read and understood the information sheet for the Health and 

Wellbeing of the Police Force Study 

 

☐ 
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 2. I understand that taking part is voluntary, my information will be kept anonymous and 

confidential, my data will be stored by the University of Bedfordshire until which time it 

is no longer needed for the study and that I am free to leave the study by the specified 

date without giving a reason.  

 

☐ 

 3. I understand that the University of Bedfordshire and other organisations involved in 

the study will look at information collected during this research, but that no identifiable 

data will be given to my employers without my consent. 

 

☐ 

 4. I consent to take part in the study.  

 

5. I am interested to take part in the positive psychology intervention 

 

6. I am interested to take part in an interview about my experiences of the  intervention   

 

 

If you have any further questions or concerns, please do not hesitate to contact the 

researcher; Dora Kukucska on dora.kukucska@study.beds.ac.uk or supervisor at 

angel.chater@beds.ac.uk. Alternatively, if you would like to speak with someone 

independent from the research study please contact Dr Nicholas Lancaster, 

Nicholas.Lancaster@beds.ac.uk 

☐ 

 

☐ 

 

 

☐ 

 

 

 

 

 

 

 

mailto:dora.kukucska@study.beds.ac.uk
mailto:angel.chater@beds.ac.uk
mailto:Nicholas.Lancaster@beds.ac.uk
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Appendix XI. 

Interview schedule 

Introduction 

“Thank you for taking part in this interview. I am interested in your psychological and 

physical wellbeing, your health-related behaviours and your views on how these could be 

improved. You have agreed to have this interview recorded, but I want to reassure you that 

you are free to stop at any time you like. Everything you say will be kept confidential and we 

will change your name to keep what you tell us anonymous.  However, I will break 

confidentiality if I feel there is a risk of harm to yourself or another. Are you ok to continue?” 

 

1. Let’s start by telling me a little bit about yourself? 

2. What does it mean to be a police officer/ [job role]? 

o Prompt: How would you describe your role?  

3. How stressful do you find your job overall?  

o Prompt: Let’s say from 1-10? 

o Prompt:  What are the main challenges? 

4.  How does your work influence/affect your everyday life? 

o Prompt: …Health?  Relationships?  Social life?  

5.  How could you deal better with the challenges of the role? 

o Prompt:  How could you be better supported? 

o Prompt:  How well does the force support you? 

o Prompt:  What more could be done? 

6. What kinds of coping methods have you tried in the past?      

o Prompt: For stress reduction? To improve your mood? To improve your health? 

o Prompt: How did it work for you? 

o Prompt: Why did you stop? 

7. What do you think you could do yourself to improve your health/mental health?  

8. What role does physical activity play in your life at the moment? 

o Prompt: Stress relief?  Clear your head? Health?  

9. IF INTERVENTION: How do you feel the intervention that you took part in has 

influenced your life?  

o Prompt: What were the benefits?  What worked well? 

o Prompt: What were the challenges? What didn’t work so well?  
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10. IF NO INTERVENTION/NON COMPLETER: What made you not take part [drop 

out] of the intervention? 

11. How do you feel about writing a diary to support your psychological 

wellbeing? 

o Prompt:  How would you feel ding this following a traumatic incident? 

12. If you were to re-design organizational support for Police health and wellbeing, 

what would it look like? 

o Prompt:  What should be considered? Who should action or lead on this? 

13. Would you mind sharing the password with me that you have chosen for the 

‘mantra intervention’?  

14. Is there anything else you’d like to add? 

Thank you for taking the time for this interview.  
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Appendix XII.  

Police infographic 
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