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perspective
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Abstract

Background Sociolinguistic research on workplace mental health stigma is scarce and consequently, there are

a lack of relevant conceptual models. Drawing on Goffman’s notion of stigma as a‘language of relationships, and Hel-
ler's concept of discursive space; this paper offers a conceptual model of how stigma is produced and reinforced

in workplace settings. Specifically, the model maps the complex discursive processes of mental health stigmatization
through workplace discursive practices.

Methods The model is empirically grounded and draws on 23 in-depth participant interviews with professional
services employees in Hong Kong. Through a meta-discursive analysis of the employees’ experience in the workplace,
the paper investigates how mental health stigma is produced in the workplace.

Results Conceiving the workplace as a discursive space, the model demonstrates that mental health stigma unfolds
across three discursive layers, namely immediate encounters, organizational practices, and societal ideologies. Medi-
ated by discursive practices, such as identity management, stigma is both produced and perpetuated across the three
layers.

Conclusions The paper provides a model for analyzing the production of mental health stigma through dynamic
discursive activities in the workplace. By doing so, it offers a way to systematically map how stigma, brought

about through discourse in organizational settings, can regulate both interpersonal relationships and resource alloca-
tion (such as career prospects).

Keywords Stigma, Mental health, Discursive space, Organizational setting, Hong Kong

Introduction

The recent COVID-19 pandemic has been a catalyst for
increased attention on mental health. The “parallel epi-
demic” of deteriorating mental health according to the
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studied in relation to language differences, class distinc-
tions, gender and sexuality, and physical illnesses [4-7].
But mental health stigma remains an under-explored area
in the field [8, 9] and primarily studied in psychology and
sociology [10-13]. However, while sociological research
has recognized the multi-layered construction of men-
tal health stigma, sociolinguistics has much to offer in
unpacking the processes of stigmatization by which
alienation and inequality are perpetuated [14—16]. This
concerns both symbolic processes, such as labelling
individuals with mental illness as ‘failures; and material
processes, such as the limiting of promotion and employ-
ment opportunities [10, 11, 17].

This paper examines discourses of mental health in one
of the key social domains — the workplace. The workplace
is, arguably, the place where most people (at least in an
urban society) spend most of their time. This is especially
true as ‘working from home’/ hybrid working has become
a common practice during and after the pandemic.
While our study does not focus on this practice per se,
it highlights an aspect of the workplace that is increas-
ingly documented and examined: that the workplace is a
network of sites extending beyond the traditional office.
Previous sociolinguistic studies of workplaces have not
focused extensively on mental health stigma nor this new,
extended nature of the workplace [18-20].

The paper develops a conceptual model of the discur-
sive production of mental health stigma in organiza-
tional settings. The model is empirically grounded in a
meta-discursive analysis of narratives of workplace expe-
riences in Hong Kong. Our analysis brings together dif-
ferent strands of research on stigma, discursive spaces,
and identity management [14, 21, 22]. We address two
questions: how is mental health stigma discursively pro-
duced? And how does it influence both interpersonal
relationships and resource allocation in the workplace?
The interview data are drawn from our workplace mental
health study spanning over five years (2018-23), encom-
passing the periods pre-, during- and post-pandemic.
Situating the study in the context of Hong Kong allows
us to examine mental health stigma beyond the dominant
research settings in this area of the Global North and
West. The city’s deteriorating mental health is also reflec-
tive of the global trend [23], offering an appropriate set-
ting for the study.

We begin with a brief account on the mental health
landscape and the sociocultural context that have con-
tributed to shaping mental health stigma in Hong Kong.
This is followed by our theoretical framework — stigma
as a language of relationships, the workplace as a dis-
cursive space, and identity management as a discursive
practice. Based on the framework, we analyse the devel-
opment of mental health stigma across three discursive
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layers: immediate encounters, organizational practices,
and societal ideologies. We then introduce the Butterfly
Model of Mental Health Stigma in Organizational Set-
tings derived from the analysis, and discuss the concep-
tual and practical value of the model for sociolinguistics
and anti-stigma research.

Background: mental health and stigma in Hong
Kong

In 2010, it was estimated that approximately 13.3% of
adults from the ethnic majority (i.e., Chinese) had expe-
rienced common mental disorders [24]. Since that time,
the mental health and well-being of the population has
been declining and has also been impacted by a number
of environmental shocks including SARS, Covid and the
recent social unrest with high numbers of the population
estimated to have experienced symptoms relating to anx-
iety, depression and Post-Traumatic Stress Disorder [25].

There are also notable concerns amongst the workplace
with a significant proportion of the workforce reporting
symptoms of anxiety (31%) and depression (24%) [26].
Associated factors include long working hours (42 h per
week on average [27]) [28] as well as the persistence of
mental health stigma [29-34].

Furthermore, in the workplace, concealment of men-
tal health problems is common due to the anticipation
of being stigmatized [32, 35, 36]. For example, stud-
ies estimate that only around 30% of workplace mem-
bers in Hong Kong have told someone at work about
their condition [37]. The situation is compounded by a
lack of appropriate resources with an estimated 90% of
employees considering support offered by firms as suf-
ficient [37]. Employment opportunities for individuals
with mental health problems are also significantly limited
by stigma [38]. Reasons for the development and persis-
tence of stigma include inaccurate or insufficient knowl-
edge about mental health issues (known as mental health
literacy) [39, 40] although research has also cautioned
against the assumption of a simple positive relation
between mental health literacy and de-stigmatization
[30]. Instead, studies have also pointed to the influence of
traditional Chinese cultural values (such as self-restrain
and face-saving) which can play a role in the perpetua-
tion of mental health stigma [34, 41-43].

Existing interactional research has discussed the expe-
rience of anticipated stigma at work, and also presented a
range of factors contributing to the perpetuation of men-
tal health stigma. However, how and in what way these
factors interact in the production of mental health stigma
in the workplace remain under-explored. Broader litera-
ture in sociology has examined the multi-layered struc-
ture of mental health stigma in the workplace, but it has
focused primarily on Global North and West [16]. There
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is, therefore, a notable gap in the conceptualization of
stigma production and maintenance in the workplace.
This paper aims to address this gap, focusing on work-
place mental health stigma in Hong Kong [44].

Theoretical basis for study

Stigma as a language of relationships

Goffman’s commonly cited definition of stigma is ‘an
attribute that is deeply discrediting’ [12, 13, 21]. However,
often overlooked within this definition is Goffman’s view
that “a language of relationships, not attributes, is really
needed” for stigma to be produced [21] (p3). Attributes
are ascribed to traits that might be discrediting (visible,
such as a lost limb) or discreditable (not immediately
visible, such as depression). These attributes are seen as
markers of difference, exploited in discursive practices
such as labelling, stereotyping, othering and devaluation
[12]. This constitutes the ‘language of relationships’ dif-
ferentiating ‘the deviant’ from ‘the normal’ [21].

Pescosolido and Martin suggested that stigma can be
experienced in different ways. Stigma could be induced
by others in generalized beliefs (perceived stigma) or
overt behaviours of rejection (received stigma) [13]. It
could also be invoked by the self through the internaliza-
tion and endorsement of existing stereotypes (endorsed
stigma). However, in between the self and the other,
stigma can also be experienced in the expectation of
prejudice and discrimination (anticipated stigma). For
instance, an employee may disguise their mental illness
as a physical health issue (e.g., a headache), in anticipa-
tion that speaking about their mental health problem will
be detrimental to their career. In this case, there are nei-
ther stereotypes endorsed by the individual nor realized
acts of devaluation performed by others.

Regardless of the form of enactment or experience,
stigma is said to produce relationships of difference,
alienating the stigmatized individuals from the rest of
society. This constitutes a system of knowledge by which
people with mental illness are discursively made into
stigmatized individuals (‘subjectification’) [45]. However,
it is crucial to note that this system of knowledge is not
merely symbolic but also has a material dimension, as we
explain below.

The workplace as discursive space

Discursive spaces, as defined by Heller, “assemblages of
interconnected sites, [...] traversed by the trajectories of
participants and of resources regulated there” (empha-
sis original) [14] (p11). The workplace constitutes both
a symbolic system regulating interpersonal relation-
ships (how individuals are categorized and positioned),
as well as a material system, regulating the allocation of
resources (access to capital and opportunities) [10, 11].
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Stigma against persons with mental illness is articulated
in a language of relationships, categorizing them as dan-
gerous and less trustworthy, and alienating them from
the ‘normal’ workforce. The concept of discursive space
thus explores the dual structure of symbolic and material
gatekeeping practices in the workplace.

A discursive space is a network of participants and
resources. This expands the established sociolinguistic
conceptualization of the workplace as an enclosing con-
textual backdrop [18]. With regards to mental health
stigma, for instance, the decision to reject an applicant
with a mental health problem might be motivated by the
company’s structural practices or societal stereotypes
against mental illness influenced by media representa-
tions [11, 46, 47]. The concept of discursive space empha-
sizes the ‘trajectories’ that extend beyond the immediate
site of interaction. This allows us to reveal how stigmatiz-
ing practices in other social domains influence the alloca-
tion of resources in the workplace [14] (p11).

Stigma, however, is not necessarily enacted overtly. Its
regulative force is observable notably in discursive prac-
tices of identity presentation—by the self and the other
[21]. This involves both the performative disclosure and
concealment of one’s mental ill health. Such practices of
identity management therefore also affect an individual’s
interpersonal relationships and access to resources in the
workplace.

Identity management as discursive practice

Identity is always relational, produced between the self
and the other [22]. It is a matter of presentation — how
one self-presents and how one is presented by others
[21, 48]. Practices of presentation are achieved through
semiotic (i.e., linguistic and extra-linguistic) means, with
the aim to claim, attribute, reject, or contest particular
characterizations, categorizations, or allegiances [49-51].
However, identity management is done not only through
presenting but also through averting or concealing cer-
tain aspects of the self [52].

Social members can avoid stigmatization by concealing
traits they find potentially discrediting [21]. This practice
of concealment has both symbolic and material implica-
tions. In symbolic relations, it allows individuals to ‘pass’
(blend in) as ‘normal’ [21]. The material implications are
particularly significant in neoliberal workplaces, where
individuals are human resources evaluated by their com-
petitiveness and market worth [53]. For instance, expo-
sure of one’s mental ill health might lower their market
worth as human resources that are ‘inferior’ or ‘defec-
tive’ (see the language of relationships above). This, in
turn, might cause them to be deprived of opportunities
and other resources (such as employment and promotion
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opportunities) in the workplace (see the discussion of
discursive space above).

Identity management is practiced to avoid these poten-
tial risks. In other words, it is a strategy employed to
navigate the mechanism of resource allocation [54, 55].
However, in conforming to the normative expectations
of the workplace, identity management might perpetuate
the established language of relationships. Persons with
mental illness might still be denied access to resources
and rejected by other members of society if exposed.

Data and analytical approach

This study is based on findings from three initial surveys
conducted by one of the co-authors and the City Mental
Health Alliance Hong Kong (CMHA HK) in 2017, 2019,
and 2020 [37, 56, 57]. Data was collected with over 1,500
respondents from the professional services industries in
Hong Kong and focused on the mental health needs of
employees. Participants were primarily from the legal,
financial, and consulting sectors. All participants in the
2019 and 2020 surveys were invited to provide their con-
tact information to take part in a post-survey interview.
Participants who volunteered for an interview were con-
tacted by our research team via email.

The surveys showed three main obstacles to men-
tal health in the workplace. These were: limited mental
health awareness, insufficient company support, and lack
of trust. Findings were used to guide our initial design
of the interview questions. The interviews were semi-
structured, with the questions focusing on participants’
personal experiences of the mental health environment,
training and communication in the workplace. The pre-
sent paper is based on the corpus of interviews collected
(Table 1).

Our corpus comprises of 23 in-depth interviews, with a
demographic distribution as follows:

‘Locals’ were defined as individuals who were born in
Hong Kong or have lived in Hong Kong most of their life
before reaching adulthood. ‘Non-locals’ were defined as
individuals who were born outside Hong Kong and lived
outside Hong Kong for most of their life before moving
there. All participants had been in their occupation for at

Table 1 Demographic distribution of interview participants

Gender Male Female

8 15
Socio-cultural back-  Local Non-local
ground

13 10
Language Cantonese English Mandarin

10 13 0
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least three years at the time of the interview. Participants
were offered the choice to have the interviews conducted
in Cantonese, English, or Mandarin. These languages
were suggested by the research team with reference to
Hong Kong’s policy of biliteracy (Chinese and English)
and trilingualism (Cantonese, English and Mandarin).

The interview recordings were transcribed and cross-
checked by three research team members. All three
transcribers were English-Chinese bilinguals. To allow
the data set wider compatibility with different analyti-
cal methods, the team followed a detailed transcription
notation [58]. While conversation analysis is not used in
this paper, some notations were retained in the examples
to provide a more comprehensive view of interviewees’
speech, use of language and the interview contexts. All
personal identifiers have been anonymized in the tran-
scripts. In the extracts below, participants are labelled
‘P’ and interviewers are labelled ‘I. Interviews conducted
in Cantonese were first transcribed in Chinese text, then
translated into English. The transcriptions were verified
by the three research team members to check for content
and translation accuracy.

The analysis of the interviews is conducted using a
theme-oriented discourse analytic approach [59]. It is
guided by the assumption that “language does not just
reflect or express intentions or decisions (the represen-
tational role of language); it makes them (the constitu-
tive role of language)” [59] (p632). The interviews are
analysed with the reflexive awareness on two levels. First,
the recorded accounts are meta-discursive reflections of
lived experiences — that is, the interviews are discourses
about interactions in the workplace instead of the inter-
actions in themselves [60]. Second, the interviews are
co-constructive events between the interviewers and the
participants instead of a one-way extraction of informa-
tion [61].

The focal theme of ‘workplace stigma’ was generated
from repeated listening of the recordings by the first
author and two other research assistants on the team
[59]. Initial mapping of the data showed diverse accounts
on stigma-related experiences, such as acts of conceal-
ment, worries of jeopardized career, anticipations of a
biased treatment, and normative pressures of the soci-
ety. These noted accounts were coded, reviewed and dis-
cussed between the authors. Further analysis by the first
author noticed the multi-scalar relations between the dif-
ferent types of reported experiences. This led to the gen-
eration of the three thematic layers: immediate contacts,
organizational practices, and societal ideologies. These
themes were discussed and refined between the three
authors to ensure a good fit with the data.

Our theoretical framework — stigma as a language
of relationship, the workplace as discursive space, and
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identity management as discursive practice — was devel-
oped based on these analytical findings. Theoretical
insights were then combined into the Butterfly Model
of Mental Health Stigma in Organizational Settings (see
Discussion). The analysis that follows demonstrates how
mental health stigma is produced in the workplace. We
map the discursive practices circulating across the three
layers. In particular, the data extracts show how identity
management as a discursive practice is determined by the
anticipated risks of alienation (i.e., being segregated from
the ‘normal’ members of the workplace). This demon-
strates how stigma functions as a regulative mechanism,
and how this mechanism is discursively produced and
perpetuated in the workplace.

Analysis: the discursive structure of mental health
stigma in the workplace

The analysis demonstrates how the discursive practices
circulating across immediate contacts, organizational
practices, and societal ideologies are entangled with iden-
tity management in the workplace. Immediate contacts
refer to mental health stigma experienced in direct inter-
actions between individual members of the workplace
(Extract 1). Organizational practices is stigma experi-
enced in the workplace’s structural organization (Extract
2). Societal ideologies correlate with stigma experienced
in local traditional and global corporate value systems
in the workplace (Extract 3 & 4). Participants’ accounts
show that identity management is practiced in response
to potential risks of alienation permeating the three lay-
ers. By examining how these risks are discursively rein-
forced across the layers, we demonstrate how stigma is
perpetuated as a regulative mechanism in the workplace.
We begin our analysis with immediate contacts, the layer
closest to the stigmatized individual.

Immediate encounters

Extract 1: Risks and distrust

Background: The participant is a female executive of a
multinational brand. She was diagnosed with bipolar
disorder and experienced 2 years of prolonged stress. She
has been on regular medication. The participant moved
to Hong Kong 18 years ago. The interview was conducted
in English. In the turns preceding this extract, the partici-
pant noted that work is her main source of stress.

1. l: oh so su- that means that often
times even when you also have
to do work as well
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O N O AW

17.
18.

19.
20.
21.

22.

23.
24.

25.

=oh yeah yeah I've lost complete
((inaudible)) of my work-life
balance there’s no such thing

at the moment.h and you know
I'm to blame because I'm |- very
fortunate | work in an environ-
ment where | s-if | say to my boss
() um I say to her yesterday I'm
not feeling good | want to go
home. I'm going home | didn't
say | want to- | said going home,
and she was like no problem. So |
doitis a supportive environment
but you know as open as this envi-
ronment is () nobody here knows
about my history so

@

=and that's why

yeah

that's why I'm so keen to talk
right

because I'm sure there must be
many- many people like me um
((tongue clicking)) you know
because this- the- this especially
when you are.h () when you are
in a position of leadership

right

there's a risk. there’s a [big]
((murmuring)) [right]

big risk involved you know ((inau-
dible))

so you feel you couldn't really dis-
close your issue with anyone else

=well I think | could um I mean
| on personal level | have.h

but on the work level () it's a big
risk and | haven't want to take
that risk up to now

Is it because of the associated
stigma [or]

[yeah] absolutely () and I'm just
about to get a promotion so
oh congratulations

@thank you@ thank you but you
know it’s like hh

right
it's not easy yeah

Um so e yu- you really feel

that like there’s no like relation-
ally that there're no colleagues
that you could really tell? or dis-
close to anyone?®

.h no because | don't think people
understand

okay

=and and then | think it becomes
um it becomes an obstacle rather
than anything else because.hh
people don't know how to treat
you and [they]

[right]
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26. P: =it’s kind of like you don't want
attention

27. l: right

28. P: soit just becomes s- becomes

very complicated.hh I've got

a headache is much easier to deal
with for me® and for the person
that is on the receiving end of that

In this extract, the participant presents a paradox in
immediate contacts. On the one hand, the workplace is
perceived to be ‘a supportive environment’ to members
with mental illness (turn 2). On the other hand, the par-
ticipant anticipates ‘a big big risk’ if her mental health
condition were to be exposed (turns 10-12). To avoid
the anticipated risk, the participant employs a strat-
egy of identity management, namely, the somatization
of her condition as ‘a headache’ (turn 28). This paradox
raises two questions. First, what is the risk involved? Sec-
ond, why is the risk anticipated despite the supportive
environment?

The risk involved is hinted at in turns 8-12. As the
participant notes, ‘when you are when you are in a posi-
tion of leadership there’s a risk. There’s a big — big risk
involved’ Here, the participant correlates the risk with
her institutional position. The risk comes in the form of
social awkwardness (turn 24) and unwanted attention
(turn 26). However, noting particular reference to her
institutional position, the situation of ‘people don’t know
how to treat you’ might also imply the potential discredit-
ing of the participant as a leader in the workplace (turn
24). That is, her team members might have difficulties
working under her leadership, if her mental health condi-
tion is exposed, in line with evidence that workers with
mental illnesses are often perceived as less competent or
untrustworthy [11].

The problem of credibility could further impact an indi-
vidual’s personal financial situation. As the participant
notes later in the interview, ‘because there’s bigger price
to pay in the corporate world because your job your pay-
ment on your paycheck and that makes all the difference’
(not included in Extract 1). This implies the possibil-
ity of salary reduction, or even problems with employ-
ment [10]. In immediate contacts, identity management
is employed to avoid potential social awkwardness and
unwanted attention. But these are not trivial matters of
momentary encounters, as emphasized by the partici-
pants. There’s a ‘big big risk’ and ‘a bigger price’ For risks
in one’s immediate contacts have deeper implications for
the individual’s career prospects and livelihood.

We are not explicitly told why the supportive environ-
ment could not mitigate these risks. However, when the
interviewer suggested stigma as a potential cause for the
risks, the participant gave a strong affirmative response.
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This is shown by her overlapping response ‘yeah, intense
affirmation ‘absolutely; and volunteered thoughts on the
potential risks related to her promotion (turns 16-22).
According to the participant, this need to carefully man-
age one’s own identity is specific to the workplace (turn
14). This is presented not as an experience of her own,
but a normalized experience shared among ‘many many
people like me’ (turn 8). In other words, these risks
are seen as stigma taking place in the workplace. And
they are linked to experiences on a more general level,
instead of individual contacts. For this, we now turn to
the layer of organizational practices.

Organizational practices

Extract 2: Mental health training and performance
evaluation

Background: The participant is a female administrative
staff member holding a temporary position in an inter-
national company in Hong Kong. She was diagnosed
with bipolar disorder and has been experiencing fre-
quent depressive episodes.

1. D I A O I R ARUHAL R i
U 2% K FRE B IR
E: )RS 0L IR s R o st
P <[R)VRE > [ nk; - w] kB2
R B TE B e R R
[right] got it () then if you have
uh experienced these thank

you (.) experienced these like:
that is mental pressures would
you choose to < talk to your>col-
leagues superiors or managers
about these problem

W

no

3 L R

it's absolutely not

EAIEE

absolutely not

5. I A

yes

[R] 2 RMAPE [ 4R < il
% > basellt

because my colleagues
are <Hong Kong > based

7. : um hm
um hm
ARG
then: yes
9. : Um hm
um hm

[ B I sure /B Mt training 4
B ) e 7t (AR L 5T )
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and also | am not sure if their
training is enough or not evlen if]

11. © [um hm]"&: okay &
[um hm]oh: okay yes

B AZR At S training WL & #1222 A s
trainfgE [HL5E)-

but even if for the training it

also depends on how the training
is carried out [actually]-

13. : [um hm]
[um hm]

- BB () B4 0 FG A i

W K] A5/ /R 5 45 professional-
isn AR — 5 2% 3] 1 — fR gL
standard but at the same time
VRB EEIEARME R {FRokay
understand () B professionalhi
VR 33%E B standard i BRAT: 7
i 2 A R R fflsy mptom L I
M AR BK () FLAR B (R IE I
{&{Esymptom

=thatis ah () that is actually

it's a bit difficult because you.h
you think professionalism

you have to reach achieve

a standard but at the same

time what can you do to whoa
that is okay understand () ah

to be professional you need

to reach the standard then then
you sometimes those symptoms
if the person is () just lazy.h

or is he/she in fact the symptom

15. : um

um

MR {E N 15 E AR concentrate Vg 3|
SE fZRMAE symptom

-that person really cannot con-
centrate or is it the symptom

17. : UM

um

I8 A cannot multitask R BKAR ()

H B cannot multitaskWe &M () AT
FERE S

that person cannot multitask

is it that () actually this thing
about being unable to multitask
is () ambiguous

[17 turns omitted]

36. P:  [MEffEnature] <and > R Mk
[that nature] <and > yes

37. : um hm
um hm

38. P [AIHMEE biased opinionskhi

and also those biased opinions

This extract suggests two related organizational prac-
tices that might have caused the general experience of
stigma in the workplace. First is the ‘biased opinions’ in
performance evaluation (turn 38). Second is the limited
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mental health training offered at work (turns 10-12).
As the participant suggests, limited mental health train-
ing causes bias in performance evaluation. Identity
management is employed to avoid the risk of being so
evaluated. When asked whether she would discuss her
mental health condition with others at work, the partici-
pant responds negatively (turn 2). The participant further
confirms an intensified negation in repeating the inter-
viewer’s check (turns 3—4). The questions for us here are
these: how does limited mental health training lead to
biased evaluation? How does this correlate with the risks
observed in Extract 1?

The relationship between performance evaluation and
mental health training is mediated by standards related
to ‘professionalism’ (turn 14). Professionalism is defined
by Fournier as an organizational practice that ‘work[s]
to inculcate ‘appropriate’ work identities, conducts and
practices’ [62, 63]. The participant points to two par-
ticular qualities required to be of professional standard:
concentration (turn 16) and multitasking (turn 18). While
these qualities might be agreeable by themselves, they
could be problematic when incorporated into employee
evaluation practice. This is especially the case when eval-
uators are not sufficiently well-trained in handling mental
health issues in the workplace. As the participant notes,
without sufficient training, it is difficult to differentiate
between a person showing symptoms of their mental
health condition and a person lacking professional quali-
ties (turns 10-18). Symptoms of mental ill health might
also be labelled as personality flaws such as being ‘lazy’
(turn 14) [64]. In other words, insufficient mental health
training prevents accurate judgments being made in per-
formance evaluations.

These ‘biased opinions’ (turn 38) place individuals with
mental illnesses in an unfavourable position in perfor-
mance evaluation. This aligns with the anticipated risks
discussed in Extract 1. The lack of mental health train-
ing in the workplace has given rise to ‘biased opinions,
which prevents evaluative practices from drawing accu-
rate judgments (Extract 2). The potential career conse-
quences have led to the anticipation of risks in disclosure
(Extract 1). Individuals employ identity management to
‘pass’ in the organizational practice of evaluation and,
by so doing, avoid potential loss of career opportunities.
Disclosure in immediate contacts might bring conse-
quences from organizational practices. Reciprocally, the
anticipation of these consequences led to refraining from
disclosure in immediate contacts. This shows how stigma
permeates and regulates interactions in these two layers.

However, it is necessary to ask whether the provision
of more mental health training by itself would reduce
stigma in the workplace? Training is one suggested inter-
vention increasingly recommended to tackle gaps in
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mental health knowledge [65]. Yet, it is doubtful whether
the mere increase in quantity might solve the problem.
As the participant criticizes later in the interview, the
mental health training programmes that she is aware of
are either medicalizing mental health or presenting it in
an overly emotional manner (163 turns after Extract 2).
The debates around mental health training also abound
in the literature [66, 67]. However, here we note that
Extract 2 still points to two influences from beyond the
immediate workplace. First is the local culture of Hong
Kong (turn 6) and second is the corporate culture in
which professionalism is produced (turn 14). This brings
us to the layer of societal ideologies.

Societal ideologies

Extract 3: Chinese cultural values

Background: The participant is a female translator work-
ing at an independent body in Hong Kong. Her employ-
ment started in late 2017 after returning to Hong Kong
about a year prior to the time of this interview. She
resigned from the job after a few months due to a relapse
into depression. She was unemployed at the time of the
interview.

okay (VI ()4 () i uh: B A 8 VREE 2 UH > A 5K

ML < 52 P2 (o) R MR EE 7 T VR < B 5 IAS o B g > [o) {41
ERAIRA

okay () right () right then uh: we also want to know you
thoughts uh >to what <extent and in what way this < mental
pressure >in the workplace is related to the social atmos-
phere

2 P SRR BARME
(1.0) quite significantly: related
3 I: um
um
4 P FHQ) uhSUEAE S AR () uh O)— 5 OMEOFE & _EEBER

TR AR 2 N 2 32w R AT P R FRIEE A 2 7] AR 3N
Ry 2L () B AR MERA: TR &1 B A A CEOMHE He & #5PE &
S R ZE I > PR 2y < R S BEEAR () HE N WE B ik ()PHHE
AR B AR AR AUE AR AR € uh: 25 5 B A5 uh > K
SR < W5 THZR AR B IR A 475 W U i i 41 sk 2R Ve
R uh: [FIEEHSErun (O BEAHLERSE > BIMR < < BIE T
JB > b m) T AR B RO Eruh: 25 500 S AR v
then () uh the wider social atmosphere actually () uh ()

for one thing (.) then () socially we are Chinese dominant
and then your our job companies are also Chinese dominant
() even with those: so-called foreigners as: CEO that actu-

ally it wouldn't be of much difference > because < you have
mainly () Chinese employees (.) well their concept would still
be similar would be uh: easily thinking uh of things related
to>mental health <as you personally should handle it well
uh if you cannot handle it well then that is your problem ()
uh: and also it would uh () like what | have said > that is <
<the top to the subordinates > the superiors to the sub-
ordinates that kind of: relationship () would uh: easily put
pressure on people
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5 b um O PREEAG SR 3 SRS AR N 2y P (R 5 AL &
AW AL
um () and you think the most:: important reason
is that because of this culture we have in our Chinese society
6 P RUnHBHEAR IR [E B

it is uh quite deep-rooted

Hong Kong is often described as a city where East
meets West. As suggested by the participant, interna-
tional corporate offices in Hong Kong might employ a
foreigner as CEO, leading a team consisting predomi-
nantly of Chinese employees (turn 4).

The participant argues, however, that the workplace
is strongly influenced by ‘deep-rooted’ Chinese cultural
values (turns 4—6). It is clear that there are many cul-
tural influences on mental health [68, 69] but we note
here that the participant points particularly to the idea
that mental health is one’s personal responsibility and
‘if you cannot handle it well then that is your prob-
lem’ (turn 4). Such an emphasis on self-responsibility
can be argued to be echoed in the Confucian ethics of
self-restraint and self-cultivation, [43] and is related
to the socially assumed correlation between mental ill
health and personal moral failure. This relates back to
the practice of evaluation in the workplace (Extract 2).
However, the focus here is not on the individual’s pro-
ductive competence but in their moral conduct. Given
this, it could be argued that identity management is
employed not only to ‘pass’ as a competent employee
but as a person of moral standing.

It is worth noting that the label ‘Chinese’ is
invoked by the participant as an ethnic-cultural
(‘% N\ waadjan4’) instead of national (‘RE A\ zung-
I1gwok3jan4’) category (turn 4). This could be read in
connection with the earlier remark ‘because my col-
leagues are Hong Kong based’ (Extract 3, turn 6). It
might not be the geographical location that concerns
the participant in Extract 3. Rather, it might be the
dominant cultural code. Here therefore, it is possible
that the value of self-responsibility could be brought
into the workplace by other colleagues immersed in
this cultural code, thus reinforcing stigma against per-
sons with mental health conditions at work. In such
cases, a person with mental illness would be perceived
as a moral deviant. However, a sole focus on the influ-
ence of Chinese cultural values on mental health
stigma would be an omission of the importance of
Hong Kong’s social environment and multi-national
working environment.
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Extract 4: Global corporate values

Background: The participant is a female human
resources manager at an international law firm in Hong
Kong. She left her previous job due to stress and pressure
and was away from the labour market for several years
before taking up the position at her current firm.

so um do you feel think

that there are some persistent um
do you think that for in society
that therere some persistent

or recently emerging um mental
health challenges?t

. you're going back to society
not workplace

um () well workplace and society
yeah like () both it can happen
to both levels

. um: I think it goes back
to the taboo the- the stigma
of talking about mental healtht
um: if it exist outside of work then
definitely it- it exist in the work-
place? and: | thinkina () in the in
our kind |- workplace people
tend to be first of all it's the level
of () um () we are the sort
of firm that we are the probably
the the top layer of all the inter-
national law firms? and so we
hire um the the the probably
the best professionals that we
can get on our stafff so there’s
a certain expectation from um
the sort of people who work
with us to be high performers
high flyers and they probably
were the top students when they
were at school when they were
at university and so when they
are here they are expected to be
performing () at the top of their
game. and | think that that some-
times (.) um: become an issue
in itself* you you're not gonna
admit to failure you're not gonna
admit to weaknesses
(right)

. easily? and if that's coupled
with the general (.) stigmatiza-
tion of talking about mental
health () in the wider context
you know in your community
at home or amongst your friends
because your friends are probably
also the grade A students back
then? you're not gonna be able
to open-up and speak more easily.
about () any challenges that you
feel

This extract begins with the interviewer’s question on
persistent mental health challenges in society (turn 1). In
identifying these challenges, the participant points to ‘the
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stigma of talking about mental health’ (turn 4). However,
her subsequent elaboration alludes more specifically to
the corporate value of elitism. Elitism is defined by Jawor-
ski and Thurlow as ‘a person’s orientation or making a
claim to exclusivity, superiority, and/or distinctiveness
on the grounds of status, knowledge [...] or any other
quality warranting the speaker/author to take a higher
[...] standing in relation to anther subject (individual or
group)’ [70] (p196). In other words, it is a value empha-
sizing excellence and competition. Identity management
is employed to prevent oneself from being perceived
as falling short of these corporate expectations. This is
explained in length by the participant (turn 4).

Elitism is practiced both by the corporation and the
individual. The corporation hires only ‘the best pro-
fessionals that [they] can get on [their staff]’ (turn 4).
Recruited members are expected ‘to be high performers
high flyers’ (turn 4). They are expected to be ‘at the top of
their game’ (turn 4). Talking about mental health at work
would be judged as an admission of ‘failure’ and ‘weak-
ness’ (turn 4). At the same time, the individual constantly
places themselves under intense competition with others
to be the best (elitism). Admitting to ‘failure’ and ‘weak-
ness’ would also mean admitting defeat in this competi-
tion, especially among peers (turn 6). This includes not
only colleagues at work, but also one’s ‘community at
home’ and one’s “friends’ (turn 6). It could be argued that
identity management is employed to demonstrate one’s
quality beyond the mere competence in completing the
tasks. As such, it is practiced in sustaining one’s ‘supe-
riority’ and ‘distinctiveness’ over others at work and in
society.

Such competition may be continuous and related to
a competitive culture permeating the corporate labour
market. As Harvey suggests in his critique of neoliberal-
ism, individuals are evaluated by corporations ‘in terms
of entrepreneurial virtues or personal failings’ [53] (p65).
Correspondingly, individuals are expected to continu-
ously strive for success and excellence [71]. Only by
doing so can they maintain their market value as human
resources. This, again, ties back to the performance eval-
uation in organizational practices (Extract 2). As the val-
ues of elitism and neoliberalism enter the workplace, they
become part of professional work ethics. Consequently,
talking about mental health might be ‘taboo’ (turn 4).
Breaching this taboo might be taken as reflecting one’s
failure to uphold professional work ethics, or even one’s
personal flaws e.g., laziness [64]. In turn, this creates
the potential risks in losing career opportunities, which
might bring negative impact on other aspects of one’s
personal life (Extract 1).

In combination, Extracts 3 and 4 suggest societal ide-
ologies that might be incorporated in the organizational
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practice of performance evaluation. Workplaces in Hong
Kong are, on the one hand, influenced by the Chinese
cultural value of self-responsibility. On the other, they
are impacted by the global corporate values of elitism and
neoliberalism. It is crucial to recognize this connection
between societal ideologies and the internal evaluative
practices of organizations. As the participant in Extract 4
suggests, ‘if [stigma] exist [sic] outside of work then defi-
nitely it it exist [sic] in the workplace’ (turn 4). The risks
anticipated by individuals in immediate contact cannot
be understood solely via practices within the organiza-
tion and such risks are often related to values circulating
in wider society. Stigma is perpetuated in this circulation
of discursive practices reinforcing, and averting, these
risks.

Discussion

The above analysis illustrates how stigma is discursively
produced, and how it is perpetuated as a regulative mech-
anism in the workplace. As participants and resources
enter the workplace, they bring with them values cir-
culating in society. In Extracts 3 and 4, we can see the
combination of Chinese cultural values (e.g., self-respon-
sibility) and global corporate values (e.g., excellence and
competition). These values feed into the organizational
practices of performance evaluation. With limited mental
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health training, evaluators have difficulties in distinguish-
ing symptoms of mental illness from personal qualities of
the individual (Extract 2). This potential misjudgement
in evaluation creates the anticipation of risk in disclosing
one’s mental health status to immediate contacts (Extract
1). This dynamic circulation of discursive practices cre-
ates a regulative mechanism. By inducing the risks of
alienation, stigma regulates interpersonal relationships
(how the ‘deviant’ should interact with the ‘normal’)
and resources allocation (who should be promoted or
employed).

Based on these findings, we offer the Butterfly Model of
Mental Health Stigma in Organizational Settings (Fig. 1)
to map the connections between the stigmatized individ-
ual caught in a language of relationships, the workplace
as discursive space, and identity management as discur-
sive practice. Recent sociological research has recognized
the multi-layered production of mental health stigma,
but it remains a challenge to map the interconnections
between “discourses operating at each level [that] influ-
ence people experiencing mental illness in workplace
settings” [16] (p959). Our Butterfly Model offers a soci-
olinguistic approach to this problem. As Heller puts it,
sociolinguistics is particularly well-suited “to capture the
processes of construction of category and subjectivity as
they unfold and to identity the interactional means by
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Fig. 1 The butterfly model of mental health stigma in organizational settings
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which inequality happens” [14] (p11). The Model maps
the production of stigma in discursive practices circulat-
ing across multiple sites of interaction, and the symbolic
and material order of alienation formed in this circula-
tion of discursive practices.

First, the ripple in the Model (L1, L2 and L3) depicts
a multi-layered discursive space. Our analysis presents
the production of stigma across a three-layered discur-
sive space: immediate contacts, organizational practices,
and societal ideologies (e.g., face-to-face meetings, per-
formance evaluations, and social judgments). This multi-
layered space is formed by discursive practices performed
at multiple sites. These sites could be within or beyond
the organization, for instance, the office space (Extract
1), one’s community at home (Extract 4), and the media
[11]. This is shown by the loci of discursive practices
circulating not in a single orbit but in multiple loops. In
combination, the ripples and the wings convey the first
property of stigma as a regulative mechanism: it is multi-
layered and multi-sited.

Second, the ‘spreading wings’ depict the discursive
practices circulating across the three layers. While our
analysis focuses on the practice of identity management,
it is only one type of discursive practice involved in the
production of mental health stigma in the workplace.
For this reason, we use the general term ‘discursive prac-
tice’ instead of the specific type ‘identity management’ in
the Model. As our analysis demonstrates, stigma is not
formed in the mere combination of discursive practices
taking place at each level [16] (p959). Rather, interac-
tions between identity management and other discursive
practices (e.g., ‘biased opinions’ in performance evalua-
tion and moral discrediting in social judgment) develop
across the multiple layers. The dynamic nature of the dis-
cursive practices is conveyed by the arrows on the loci. In
combination, the wings and the arrows depict the second
property of the regulative mechanism: it is enacted in
dynamic discursive practices.

Third, the body of the butterfly depicts the stigma-
tized individual. As reflected in the extracts, stigma is a
language of relationships that postulates the distinction
between the ‘deviant’ and the ‘normal. This language
incorporates values of social judgment (e.g., Confucian-
ism, elitism, and neoliberalism; see Extracts 3 and 4).
Permeating the organizational practices of evaluation,
it influences the gatekeeping of resources (e.g., promo-
tion and employment opportunities). Individuals with
mental illnesses might be judged as falling short of the
professional standard and might thus lose their career
opportunities. These potential risks regulate how individ-
uals interact with other members in the workplace (e.g.,
they may conceal their mental health condition). This
nexus constituting the butterfly’s body depicts the third
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property of the regulative mechanism: it influences both
interpersonal relationships and resource allocation in the
workplace.

The Butterfly Model highlights three properties of
mental health stigma as a regulative mechanism as dis-
cussed above. The Model offers a sufficiently restrictive
guide for showing how stigma is formed in discursive
practices circulating across the three layers, and how it
regulates interpersonal relationships and resource allo-
cation in a particular organizational setting. At the same
time, the Model leaves enough room to accommodate
contextual variations. We summarize six practical guid-
ing questions:

+  What are the indicative discursive practices observed
in immediate contacts?

+ How might organizational practices have triggered
those practices in immediate contacts?

+ How have societal ideologies informed these organi-
zational practices?

+ How do these discursive practices connect the differ-
ent layers?

+ How are symbolic relations and material resources
allocated in the discursive space formed?

+ What language of relationships is employed in organ-
izations to rationalize these allocations?

Our goal is not to develop a programmatic agenda for
mental health stigma research in sociolinguistics. Rather,
we offer the Butterfly Model as a conceptual tool to iden-
tify plausible directions for analysis in future research.
It offers a perspective into the multi-layered and multi-
sited discursive space of organizations. The processes of
stigmatization are driven by dynamic discursive practices
circulating across the layers and sites. The stigmatized
individual is produced through these processes in a lan-
guage of relationships, regulating symbolic relations, and
material resources in organizations.

Conclusion

The COVID-19 pandemic has come to an end [72]. How-
ever, the challenge of its co-pandemic, that is, the global
deterioration of mental health remains. Stigma stands
as one persistent obstacle to tackling mental ill health.
In this paper, we offer the Butterfly Model of Stigma in
Organizational Setting to facilitate the analysis of how
mental health stigma is discursively produced, and how
it functions as a regulative mechanism in the workplace.
The theoretical insights are illustrated through a meta-
discursive analysis of workplace experience in Hong
Kong. The analysis demonstrates how discursive prac-
tices, such as identity management, interact with other
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practices across immediate contacts, organizational prac-
tices, and societal ideologies. These layers are tied into
producing a language of relationships, in which individu-
als with mental illnesses are categorized as ‘deviants. In
rationalizing the alienation of these individuals, this kind
of language creates potential risks for lost career oppor-
tunities. Stigma perpetuates and manifests in silence,
that is refusal to discuss mental health openly. The But-
terfly Model provides a conceptual tool for analyzing
and potentially acting on mental health stigma in the
workplace.
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