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Summary:
This paper highlights challenges and opportunities at the intersection of a gendered health experience and employment.  Utilising data from biographical narrative interviews and a focus group in the context of UK policing, we explore the pathways of experience of police officers and staff affected by mental health issues in pregnancy and post-birth.  Conceptually, we use bioecological systems theory (Bronfenbrenner, 1979) to engage with and extend Fox et al’s (2018) Mental Illness Stigma Framework, to account for compound stigma stemming from the intersection of mental illness with other stigmatized identities in a masculine employment context – maternity and parenthood – and also temporality. We also account for issues arising from the meso-system, in terms of the intersection between policing employment and health services.  Our findings reveal multifaceted stigma-related experiences in participant pathways of experience, linked to both perceived dangerousness/risk and yet also trivialisation.  We develop the notion of ‘pathways of stigma’ as a way of understanding this paradox in context and the consequences.  The paper concludes with implications for practice, which include better supporting police officers and staff affected by perinatal mental illness, and more broadly tackling institutionalised discrimination, bias and stigmatising practices that underpin some of the suffering.
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Introduction and theoretical background
Perinatal mental illness refers to mental illness within pregnancy and up to one-year post-birth (NHS England, no date), although illnesses can last longer (Vliegen, et al. 2014) and can be a continuation or re-occurrence of a previous illness. Illnesses during pregnancy include antenatal anxiety, depression, obsessive compulsive disorder (OCD) and tokophobia (intense fear of childbirth).  Those connected to/experienced after birth include postnatal anxiety, postnatal depression, postpartum psychosis, postpartum OCD and post-traumatic stress disorder (PTSD) (See O’Hara & Wisner, 2014 for more details).  Perinatal mental illness represents one of the most prevalent complications in pathways to parenthood, affecting more than one in five women and one in ten men (NHS England; Darwin et al. 2017). Experiences differ in severity, but suicide remains a leading cause of death for women post-birth (Knight et al, 2022), and fathers with perinatal mental health problems have been found to be up to 47 times more likely to be rated as a suicide risk than at any other time in their lives (Quevedo et al, 2011). Despite the prevalence and potential severity of perinatal mental illness, and this being a working-age population issue, it has received surprisingly little attention in both organisation studies (Wilkinson, 2022; Gabriel, et al, 2023) and workplace policy and provisions.  This could be linked to the stigma, silence and lack of awareness attached to perinatal mental illness in society more broadly (Smith et al, 2019; Dolman et al., 2013).
Wilkinson (2022) identified a range of workplace factors that might contribute to/exacerbate perinatal mental illness from the transdisciplinary literature.  These include inadequate family leave; work-related stress; precarious employment and financial insecurity (Karl, et al. 2020); exposure to trauma at work (Martin, et al. 2009) and bullying, harassment and maternity-related discrimination (Kachi, et al. 2021). A call was made here for empirical research in different occupational settings.
Our paper addresses experiences of perinatal mental illness within an employment context with several unique features, likely to have an impact on health, help-seeking and workplace interactions: UK policing.  It is widely recognised that police officers and staff are exposed to high levels of stressful and distressing incidents in the course of their work. It has been noted that more than 1 in 5 officers and staff suffer from complex post-traumatic stress disorder (C-PTSD) (Brewin et al., 2022) and that chronic stress levels are prevalent.  Interestingly, scholars note that it is often not the nature of work itself that accounts for distress, but rather organisational factors such as work imbalance, perceptions of justice and professional relationships (Stinchchomb, 2004). Exposure to humiliating behaviours and sexual harassment for example have been identified as unique predictors for C-PTSD via their link to shame (Brewin et al., 2022).  Lennie et al. (2020; 2021) identified emotional silencing and stigmatisation as contributors to burnout and dissociation through organisational culture, leading to an environment where emotional expression and help seeking behaviours are judged as signs of weakness where officers are expected to be ‘above’ emotional experiences and shamed for mental ill-health.
Furthermore, pregnancy, maternity and parental responsibilities are all seen as problematic and unwelcome in the male dominated environment of policing.  Pregnancy announcements often result in removal from active duty to desk duty (for health and safety reasons), which can be problematic for officer identity and social support. Furthermore, recent research has identified significant levels of maternity bias towards women who are pregnant or returning from maternity leave in policing, leading to sexist and harmful assumptions about their ambition and commitment (Duddin et al., 2023) and lack of visibility for flexible working mothers in senior roles (Charman and Tyson, 2022).
Literatures on perinatal mental illness and also mental illness in policing repeatedly reference stigma.  Stigma is defined as an attribute or ‘mark’ considered abnormal, flawed, or deviant that is apparent to others (Goffman, 1963). Compared to other conditions, mental illnesses are especially stigmatized (Follmer and Jones, 2018; Stevenson and Farmer, 2017) due to certain facets, including their unpredictability, potential disruptiveness, perceptions around causation and that they can be controlled (responsibility of the individual), and perceived dangerousness (Corrigan et al. 2007).
 The aim of this paper is to explore how stigma plays out in police employee pathways of experience – through both their illnesses and their workplace interactions.  To explore this phenomenon, we integrate two conceptual frameworks: Bioecological systems theory (Bronfenbrenner, 1979) and Fox et al’s (2018) Mental Illness Stigma Framework.
Ecological systems approaches take a holistic view that incorporates biological, psychological, sociocultural and physical environmental elements (Stokols, 2000).  Introduced by Bronfenbrenner (1979) to theorise early childhood development, bioecological systems theory concerns an individual's relationships within particular contexts and has previously been utilised to study employment issues including wellbeing at work, the work–life interface and inclusive organisations (Bone, 2015; Pocock et al. 2012; Doughty & Moore, 2021). 
Bioecological systems theory can be used to map how an individual, including their bodily experience, interacts with a multi-layered socio-cultural context, in a temporal way. The theory divides a person's environment into five ecological levels, moving from the microsystem, which has the strongest level of influence and is made up of various micro-settings with which the individual directly engages (which for our study concerns their policing workplace and healthcare providers), through to the macro-system and also the chronosystem.  This latter refers to space through time (Bronfenbrenner, 1999: 20), acknowledging biographical time (life-course and careers) as well as historical changes to other system levels.
Fox et al. (2018) note people with mental illnesses experience discrimination in nearly every domain of their lives, including employment and medical care (Thornicroft et al, 2007), and that this experience decreases treatment seeking (Corrigan, 2004) and treatment adherence (Sirey et al., 2001). They bring together the different foci of mental illness stigma research in an overarching conceptual framework for understanding how individuals experience stigma.  The framework considers the macro-system, in terms of ‘societal stigma of mental illness’, then considers how individuals understand, respond to, and experience this stigma, which they argue depends on whether the individual has experienced a mental illness. The framework thus incorporates stigma concepts relevant to research on both the stigmatizer (stereotypes, prejudice and discrimination) and the stigmatized (experienced stigma, anticipated stigma and internalised stigma).  The framework also covers the outcomes of stigma and acknowledges the role that intersectionality plays in experience (including type of mental illness, treatment engagement, socio-economic status, gender and race).
Whilst not a part of their psychologically-focused framework, Fox et al (2018) acknowledge the processes whereby mental illness stigma is socially constructed and reinforced.  They reference structural stigma (e.g., Hatzenbuehler et al. 2013), which occurs when laws, policies, procedures, and cultural norms intentionally or unintentionally restrict the opportunities of those individuals who possess a stigmatized identity. We explicitly include this in our own developing conceptual model.
Table 1 shows our integrated conceptual framework, focusing on the factors at each bioecological system level most suitable for understanding the experience of stigmatization around perinatal mental illness in UK policing.
Table 1: Conceptual framework
	[bookmark: _Hlk157869187]Bioecological systems theory levels
	Issues of interest from the Mental Illness Stigma Framework

	Macro-system
	Societal stigma of mental illness, and especially perinatal mental illness


	Exo-system
	Structural stigma at the national level and within policing as an institution


	Workplace micro-setting
	Structural stigma in workplace policies, practices and norms 
Competence and attitudes of line managers and colleagues (including potential for stereotyping, prejudice and discrimination)


	Medical/health micro-setting
	Structural stigma in healthcare setting policies, practices and norms
Competence and attitudes of health professionals (including potential for stereotyping and prejudice)


	Home/family micro-setting
	Support systems
Attitudes of family members (including potential for stereotyping and prejudice)


	Meso-system
	Alignment of goals and communications between different micro-settings


	Micro-level / individual experience
	Experience of mental and physical health symptoms (including potential for internalised stigma)
Help-seeking in medical and workplace micro-settings (including potential for anticipated stigma)
Treatment adherence
Response to experienced stigma
Courtesy stigma (by association)
Individual as stigmatizer of others with mental illness (i.e. members of the public they deal with)

[all informed by intersectionality]


	Chrono-system and temporality
	Course of mental illness experience(s)
Course of career
Relationships over time
Workplace/industry structures over time
Norms over time (stereotypes, prejudice, discrimination)



Methods
We present findings from a study comprising 18 detailed biographical narrative interviews (based on Wengraf, 2011) conducted with individuals who have firsthand experience of perinatal mental illness, either personally or through their partner, while employed in the UK Policing sector. These interviews were complemented by a multi-stakeholder focus group consisting of policing and specialist medical professionals.  Within the interview sample, there was diversity in perinatal mental health condition/symptoms, employer (spanning 11 out of 48 UK police forces (22.9%)) and job role.  Participants were asked to tell the story of their mental health and police employment experiences, and many accounts spanned several years, and several job roles.  The focus group took place with one police force, who were partnering with the study, and was aimed at raising awareness of key issues emerging from the interview data and co-creating solutions in terms of policy and practice.  Focus group participants included representatives from the force (including HR and senior leadership) and perinatal mental health stakeholders (academic and local NHS).
The first round of thematic data analysis was not conducted with the aims of this paper in mind, but rather with identifying issues of relevance in terms of the bidirectional relationship between perinatal mental illness and policing employment. Stigma was identified as a key concept in different ways, and at different levels, and prompted more depth analysis on this topic. For this paper, the authors are currently engaging in template analysis (King, 2004) which involves the development of a coding ‘template’, organising themes identified as important in a meaningful and hierarchical manner.  We started with themes meaningful to the experience of stigma within policing, and our combined conceptual framework, and applied codes to each transcript in turn, revising codes and the template as we progressed. This facilitates a holistic approach as opposed to considering one theme or code at a time (McDowall and Saunders, 2010).  By the conference in September, we will have completed the analysis and developed a robust narrative of our findings and contribution.  For now, we indicate some of the key themes identified in the data below.
Findings
As we are interested in pathways of experience, we have presented our findings around the temporal sequence that was evident in most stories: 1) Background/context for the lived experience of navigating perinatal mental illness (organisational and individual); 2) Becoming pregnant and becoming unwell; and 3) Responses and recovery.
An interesting phenomenon / paradox identified via template analysis so far is how stigma concerning perinatal mental illness manifests (at various system levels) via both perceived ‘dangerousness’/elevated risk but also trivialisation (lack of acknowledgement of issues, including risk), and the consequences. 
Theme 1: Background/context: 
Organisational
· Workplace processes and cultures which stigmatize mental illness re. ‘danger’ / ‘risk’ (i.e. assumptions around capability) and yet also trivialisation – workplace ‘banter’ and systems which fail to consider the impact of work-related trauma and broader work-related contributors to mental ill-health, to avoid accountability/responsibility
· Workplace practices which stigmatize maternity (i.e. side-lining during pregnancy due to perceived hazards of the job – moved to the ‘sick and lame’ department; discrimination) and flexible working (i.e. not feasible re. job requirements), and yet trivialise these issues in terms of policy/practice investment (i.e. line manager training).
· Hyper risk-aware (blame culture, scrutiny) but lack of awareness of the risks (to both individuals and the organisation) of bad people management around maternity and mental health, etc.

Such cultures and practices send signals about how perinatal mental health struggles and disclosures will be received and handled (Law et al., 2011), and influence actions. 
Individual:
· Some evidence of prior stigmatization of those with mental illness or of working parents (individual as stigmatizer) or alignment with group attitudes. Intensification of the ‘dangerous’ ‘contaminated’ connotations of mental illness (when talking about members of the public encountered as part of the job and more broadly), and trivialisation of the work-life dilemmas of others (colleagues avoiding certain shifts, and not wanting to be ‘lumped in’ with them).

Theme 2: Becoming pregnant and becoming unwell:
· Internalised stigma due to lack of awareness around perinatal mental illness, who it affects, and symptoms. Perceptions of dangerousness/risk to others.  Intersections with work identity too, and holding self to higher account.
· Anticipated stigma from others, influencing help-seeking in the medical micro-setting and the workplace.  Concerns perceptions of risk to family (i.e. social services involvement) and/or career.
· Some instances of health-professionals over-emphasising risk (i.e. mentioning social services) and/or fuelling anticipated stigma in the workplace (offering to write vague sick notes); but also of health professionals trivialising risk and/or dismissing mental health concerns.
· Being stigmatized: Negative treatment in the workplace due to pregnancy announcement, perinatal mental illness / treatment disclosure (i.e. removal of driving license) or seeking flexibility.  Yet also instances of perinatal mental health disclosure being ignored (i.e. no response; it not swaying a flexible working request); triggers not being acknowledged, etc. 

Theme 3: Responses and recovery
· Tolerating stigmatization and trivialisation (lack of support), exacerbated by mental illness
· Negative outcomes for both the individual and the employer (sick leave, quitting, etc.) often as much about the organisational handling of the situation as the illness itself.
· Evidence of more understanding, less self-stigma and less stigmatizing of others in participant accounts as they move through their journeys and talk of the future
· Repeated examples of participants taking action to raise awareness and improve the experience for others, effectively trying to improve the bioecological system. Some reference to stigmatization for seeking system change
· Interesting discussion in the focus group about how to tackle cultural barriers and improve support around maternity. One suggestion was largely around shaming managers into action, drawing on audit/risk culture. 

Discussion and conclusions
Whilst our contributions will develop with further iterations of the template and write-up, we currently believe that individuals affected by perinatal mental illness in the context of UK police employment are tasked with navigating complex ‘pathways of stigmatization’, which can have significant negative consequences in terms of both health/wellbeing and career.
There are contradictions and paradoxes in participant accounts: mental illness, maternity and their intersection are both ‘problematic’ and ‘risk-laden’ but also trivialised – in different system levels and settings.  ‘Trivialisation is a minimising behaviour… [which] may also be perceived as a form of stigma and has consequences’ (Robinson, et al. 2019).  Both elevated perceptions of dangerousness (Corrigan, et al. 2007) and risk (broadly defined) and also trivialisation hinder help-seeking, access to resources and/or recovery trajectories.   
There is evidence of participants taking action to try to craft a better bioecological system for colleagues experiencing perinatal mental illness in the future, but even here stigma remains a visible theme (being stigmatized for seeking change; or the only way to create change been seen as via shame). 
We are continuing to consider how the conceptual framework may evolve, bringing together bioecological systems theory (and especially the meso-system and chronosystem) and the mental health stigma framework – to account for compound stigma; trivialization; risk/danger and temporality.  
In terms of implications for practice, we are currently working with the partner police force to trial interventions based on awareness-raising around perinatal mental health; better identifying illness (via wellbeing checks and revision to risk assessment documents) and upskilling line managers to better support employees through maternity, paternity and adoption journeys (via a new supervisor toolkit).  We are trying to maximise opportunities from the meso-system by incorporating NICE guideline questions into workplace discussions/documentation and signposting local perinatal mental health self-referral pathways.  It is hoped that these interventions will have a positive influence on the pathways of experience of individual police officers and staff affected by perinatal mental illness, but also feed into broader efforts to tackle institutionalised discrimination, bias and stigmatising practices around mental illness and also parenting in the masculine culture of UK policing. 
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