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Abstract 

 

In recent years, South African organisations have continued to underestimate the far-reaching 

negative impacts of mental health at work. This can largely be attributed to a lack of 

understanding and awareness owing to the under-researched nature of mental health conditions 

(MHCs) in the workplace, within the occupational health psychology (OHP) literature. It has 

thus become important to understand this phenomenon and raise the awareness needed to 

combat the negative consequences of   MHCs in the workplace. Owing to this need and spurred 

on by the researcher's experience living with a MHC and her colleague taking his life while 

battling a MHC in 2016, the researcher sought to investigate the disclosure of MHCs within 

South African workplaces by affected employees. Specifically, she examined the relationship 

between when (disclosure timing) disclosure is likely to occur, the people (disclosure targets) 

to whom disclosure was made, perceived support offered to the people living with MHCs and 

the disclosers’ perceived experiences owing to disclosing a MHC. The target population for 

the study were employees who have lived with a MHCs within South African workplaces. A 

sample of (N=109) was used. Data was analysed using the Software Package for Social 

Sciences (SPSS) and tests such as exploratory factor analysis, descriptive statistics, cross- 

tabulations and the Mann-Whitney U test were used. From the study it was revealed that 

disclosure of a MHC is more likely to occur after obtaining employment, as opposed to during 

the selection process. Apart from that it was also discovered that perceived support in respect 

of employee disclosure of a MHC is significantly lower within the organisation than that from 

external domains, such as family. In addition, it was found that perceived positive experiences 

owing to the disclosure of a MHC to an immediate line manager are not significantly different 

than to the Human Resource Department. Lastly, perceived negative experiences from the 

disclosure of MHCs to colleagues are not significantly different than disclosure to immediate 
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line Managers. The implications of these findings for future research and management are 

discussed. Lastly, throughout this research journey, the researcher continued questioning 

whether her colleague and the organisation where he had been employed would have benefited 

from an understanding of MHCs disclosure at work and whether this could have prevented his 

tragic suicide. 

 

 

 

Keywords: mental health, mental health conditions, disclosure, roles of support of disclosure, 

the timing of disclosure, occurrence of disclosure, disclosure target, perceived positive 

experiences, perceived negative experiences, concealable stigmatised identities 
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1 Introduction 

1.1 The Disclosure of Mental Health Conditions (MHCs) in South African 

Organisations 

The World Health Organisation (WHO) has long recognised the extent and 

pervasiveness of mental health problems and thus declared them a top priority (Harnois & 

Gabriel, 2000; McDaid et al., 2005; Vickerstaff & Phillipson, 2011). The WHO has found that 

mental illnesses such as depression, bipolar mood disorder, anxiety and substance abuse are a 

leading cause of disability worldwide with a definitive impact on any working population. In 

fact, more importantly, the WHO posits that every 40 seconds somebody loses their life to 

suicide owing to mental illness. Therefore, the World Health Organisation (WHO, 2019a) 

Global Mental Health Action Plan 2013-2020 discusses the stigma associated with mental 

health and particularly suicide means that individuals who need help feel unable to reach out 

and ask for it, creating a barrier to appropriate care. 

There is growing evidence of the adverse impacts of mental health in the workplace, 

where it has been found to affect employee performance, absenteeism, staff turnover, rates of 

illness and workplace accidents – all of which impact on both the individual and an organisation 

at large (Harnois & Gabriel, 2000; McDaid et al., 2005; Vickerstaff & Phillipson, 2011). While 

South African legislation has gone a long way in protecting employees against working 

conditions that could threaten their wellbeing, the focus has largely been on physical aspects 

of work, without adequate emphasis on emotional workplace health (Occupational Health and 

Safety Act 85, 1993). As a result, the burden of employee mental health has long been 

underestimated, as can be seen in the paucity of research in this regard within literature 

(Henderson, Brohan, et al, 2013). 
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MHCs largely fall into the category of concealable stigmatised identities (CSI) that are 

not readily apparent to others (Jones & King, 2014). Of concern are the low rates of mental 

health conditions disclosure in the workplace, owing to the stigma that is often attached to it 

(Bateman, 2015; Jones & King, 2014). As noted by Bateman (2015), people tend to shy away 

from disclosure because those living with mental health conditions (MHCs) such as depression 

and bipolar mood disorders are often perceived as erratic, less competent and more violent than 

the general population. 

Moreover, the South African Depression and Anxiety Group (2016) has observed that 

South African discourses on the disclosure of MHCs paint a picture of fragmented employee 

support structures and policies. Blank et al. (2015) argue that building and maintaining an 

occupational identity is important for the mental wellness of people living with a MHC, as it is 

linked to the need to feel connected to others. Therefore, employment is especially important 

for someone with a MHC because work often defines the individual and provides them with an 

occupational identity, other than that of their illness (Seeman, 2009). 

With a view to the above, it would be insightful and valuable to investigate the nature 

of MHCs within the workplace, the intricacies surrounding MHC disclosures, as well as 

perceived experiences of those diagnosed. This could go a long way in mitigating the adverse 

impacts of poor mental health in the work context and developing potential successful 

interventions. It is now widely accepted that the workplace is one of the key environments that 

affect mental well-being and mental health (Harnois & Gabriel, 2000). In her study on mental 

health in the workplace, Malachowski (2015) indicates that under the right conditions the 

workplace can be a contributing factor to mental well-being. Apart from this, the WHO (2004) 

suggest that developing policies for workplace mental health awareness and providing sources 

of support for employees’ wellbeing contributes to a reduction in work-related risk factors and 

develops positive employee strengths. 
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In addition, as illustrated in the British Social Psychology (2017) report, poorly 

designed jobs, work that is not organised well, difficult work environments, poorly trained 

managers, and a lack of understanding of human behaviour in the workplace can give rise to 

or exacerbate mental ill-health. Furthermore, a lack of proper and adequate support and time 

off for employees with MHCs has a deleterious effect and impacts their ability to productively 

maintain their employment (British Social Psychology, 2017). 

Other researchers have specifically highlighted the epidemiological and economic costs 

that mental health issues may have on the organisation (Dewa & McDaid, 2011). They 

specifically found associations between mental health issues and reduced productivity as a 

result of decreased labour force participation and performance at work (Dewa & McDaid, 

2011). Although Dewa and McDaid’s (2011) research were conducted in Canada. Figures from 

workplace health and wellness solutions company Occupational Care South Africa show that 

absenteeism costs the South African economy between R12 billion and R16 billion each year 

with much of it relating to workplace stress, burnout syndrome and employee health (Ebrahim, 

2019). 

In addition, as many as one in six South Africans suffer from anxiety, depression or 

substance-use problems (and this does not include more serious conditions such as bipolar 

disorder or schizophrenia), according to statistics released by the South African Depression 

and Anxiety Group (SADAG) (SADAG, 2016) Therefore, based on these statistics and the 

lived realities of employees with diagnosed MHCs, it is reasonable to argue that poor 

workplace interventions and MHC policies have a negative impact on both the organisation 

and people who have MHCs. 

According to McDowell & Fossey (2015) managers are generally less accommodating 

of those experiencing mental health-related issues compared to those with physical health-

related issues. Consequently, the risks of disclosing MHCs include the possibility of less 

http://www.ocsa.co.za/absenteeism-management/
http://www.sadag.org/
http://www.sadag.org/
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support from immediate line managers and co-workers, as well as barriers to career progression 

(Jones & King, 2014). This may influence the employee's decision to withhold disclosure of 

their MHC, thus affecting their mental health even more detrimentally. 

In South Africa, employees with a diagnosed MHC are protected by provisions in 

labour law such as the Employment Equity Act (Act no. 55 of 1998). However, asserting the 

provisions from this legislation requires disclosure, at least to some extent, to the employer, 

and employees may choose not to disclose for fear of stigmatisation and other negative 

consequences (Schultz et al., 2011). 

Disclosure involves the process of intentionally communicating information about 

one's non-visible stigmatised identity verbally to another person, and may include revealing 

thoughts, feelings and experiences (Brohan et al., 2012; Chaudoir & Fisher, 2010). A person 

deciding to disclose generally weighs up the risks and benefits of disclosure in the context in 

which they find themselves (Carpenter, 2017). Illustratively, disclosing a diagnosis to a friend 

or family member is likely to involve different considerations than when disclosing to an 

employer (Reavley & Jorm, 2014). Pahwa et al., (2017) suggest that considerations are affected 

by an individual’s character, the nature and duration of the relationship with the disclosure 

target. 

Disclosure tends to reflect perceived experiences which are both positive and negative. 

Researchers have encouraged employees to disclose their identities to reap positive 

psychological benefits and to experience positive reactions from those close to them (Ahmad 

et al., 2018; Chaudoir & Quinn, 2010). For someone with a MHC diagnosis, positive 

perceptions owing to the disclosure may include increased support, employer accommodations 

and reduced feelings of isolation (Garcia & Crocker, 2008). 
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The converse is, however, that evidence has also shown that the concealment of a CSI 

may help protect individuals from harassment or discrimination (Elliott & Doane, 2015). Jones 

et al. (2016) have in fact noted that concealment may sometimes predict positive physical 

health outcomes. On the balance though, it seems that negative perceptions of the outcomes of 

disclosure tend to outweigh perceived positive outcomes, including social rejection, stigma and 

discrimination (Thornicroft et al., 2009; Wahl, 1999). Whether or not a person has had such 

negative experiences, anxiety about anticipated discrimination and stigma, often lead to the 

decision to conceal (Lasalvia et al., 2013). 

For someone with undiagnosed symptoms, labelling the problem as a MHC facilitates 

help-seeking, treatment compliance and relief from symptoms (Yap et al., 2011). It is safe to 

say that perceptions around a MHC disclosure, both positive and negative, can play a key role 

on the degree to which a MHC impacts a person's work-life. 

Most people with a history of MHCs want to work, consider themselves able to work, 

and repeatedly express the need for job training, services and support (Brohan et al., 2012). 

Jones & King (2014) argue that to understand the disclosure of a CSI in the workplace, there 

must be an analysis of the many multifaceted and interrelated components involved in the 

disclosure. They further posit that outcomes of disclosure depend on certain factors, including 

when to disclose (disclosure timing), the reaction of the confidant (disclosure target), and the 

visibility of the stigma (perceived experiences) (Jones & King, 2014). The theoretical 

foundations concerning disclosure and information management will be assessed in the current 

study. The study specifically focuses on enriching the understanding of the disclosure of MHCs 

in the South African workplace and how work relations and experiences affect disclosure.  
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1.2 Research Question  

What is the relationship between disclosure of diagnosed MHCs, when (disclosure timing) and 

to whom (disclosure target), perceived support and perceived experiences amongst disclosing 

employees in the South African workplace? 

 

1.3 Structure of the Dissertation 

This chapter provided the context and rationale for the study. Following this, the 

literature review provides a detailed evaluation of research conducted on the topic. This 

includes literature on the definitions of mental health, mental health conditions (MHCs) and 

disclosure in the workplace. Theoretical frameworks of disclosure,  disclosure targets, roles of 

sources of support, perceived experiences and the legislation concerning disclosure of a MHC, 

are also discussed. The literature review will conclude with the research propositions put 

forward for the study. Following this, the method and results sections will outline the various 

analyses used to answer the research question and examine the propositions. A discussion 

section concludes with a synthesis of research findings in line with extant literature. Study 

limitations, key contributions, and recommendations for future research are also presented. 
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2 Literature Review 

This section presents an overview of and background to the relevant research literature 

and theoretical framework for understanding mental health condition (MHC) disclosure at 

work. The disclosure of a diagnosed MHC in the South African (SA) workplace is a relatively 

underdeveloped topic as no study of its kind has been conducted in South Africa. Living with 

a diagnosed MHC forms part of the broader concept known as a “concealable stigmatised 

identity” (CSI). A host of research around disclosure of MHCs or CSIs was used as the 

groundwork for understanding the disclosure of a MHC in the South African workplace. 

Firstly, the review focuses on the conceptualisation of mental health and MHC 

disclosure in the workplace. Theoretical foundations of disclosure, disclosure timing, 

disclosure targets, sources of support, perceived experiences and the legislation and disclosure 

at work are discussed. Lastly, the propositions for the study are highlighted at the end of this 

section. 

 

2.1 Literature Search 

The literature search was conducted using several electronic research databases. These 

databases included Google Scholar, PsycINFO, Emerald, JSTOR, Science Direct, 

psycARTICLES, PRIMO and Academic Source Premier. The literature search was undertaken 

by means of Boolean keyword searches using a combination of multiple key terms. These terms 

included "mental health", “mental health conditions”, “disclosure”, "non-disclosure", "personal 

information management", "concealable stigmatised identities (CSI's )", "stigma", "revealing 

private information", "concealing", "non-disclosure", "disclosure models", "disclosure 

theories", "mental health legislation", "WHO", "mental health in the workplace", "employee 

wellness", "concealing stigmas", "health decisions in the workplace" "support of mental 

health", “experiences of disclosure", "perceptions of disclosure", "disabilities in the 
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workplace", "private information management", "stigmatised information management" and 

"behaviour intentions". The main literature search was conducted over a period of 18 months, 

from July 2017 to December 2019. After that, searching was an ongoing and regular exercise 

which continued until January 2020 to ensure that all relevant articles were included. 

 

2.2 Defining Mental Health (MH) 

The construct of mental health is a well-researched area and the definition is essential 

in this study of understanding disclosure of MHCs at work. The World Health Organisation 

(WHO) defines mental health as a state of well-being in which every individual realises his or 

her own potential, can cope with the normal stresses of life, can work productively, and is able 

to contribute to their community (WHO, 2004, p.10). Furthermore, mental health is a state of 

successful performance of mental functions, resulting in productive activities, fulfilling 

relationships with other people, and an ability to adapt to change and to cope with adversity 

(Goldman and Grob, 2006). Keyes (2006; 2014) identifies three components of mental health: 

emotional well-being, psychological well-being and social well-being. On the other hand, 

Goldman and Grob (2006) through their study on mental health hold that mental ill-health is a 

term that refers collectively to all diagnosable mental disorders. Mental disorders are health 

conditions characterised by alterations in thinking, mood, or behaviour (or some combination 

thereof) associated with distress and/or impaired functioning. The mental health definition of 

Goldman and Grob (2006) has been employed in this study, given its association with mental 

health conditions (MHCs). This is definition is highlighted in the section below. 

 

2.3 Defining Mental Health Conditions (MHCs) 

A mental health issue becomes a mental health condition (MHC) when ongoing signs 

and symptoms cause frequent stress and affect the individual's ability to function (Goldman 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4471980/#b5
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4471980/#b6
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and Grob, 2006). The authors inform that if treated professionally, these signs and symptoms 

may lead to the diagnosis of a wide range of mental health conditions, all of which are generally 

characterised by a combination of abnormal thoughts, perceptions, emotions, behaviour and 

relationships with others. 

In a report by the General Medical Council (2015) on supporting medical students with 

MHCs, it is noted that MHCs include depression, generalised anxiety disorder, panic disorder, 

social anxiety disorder, obsessive-compulsive disorder, post-traumatic stress disorder, 

addiction, bipolar mood disorder and schizophrenia. Examples of signs and symptoms include 

feeling sad or down, confused thinking, reduced ability to concentrate, excessive fears or 

worries or extreme feelings of guilt, extreme mood changes (highs and lows), withdrawal from 

friends and any activities (including work), significant tiredness and low energy or problems  

with  sleeping (General Medical Council, 2015). MHCs affect not only the individual’s ability 

to manage their thoughts, emotions, behaviours and interactions with others, but also affects 

social, cultural, economic, political and environmental factors such as national policies, social 

protection, living standards, working conditions, and community social supports (WHO, 

2019b). 

The challenges related to MHCs continue to grow including the significant effect they 

have on health and the major social, human rights and economic impacts they have across the 

world (WHO, 2019b). People with MHCs require social support and care, including help in 

accessing educational programmes that fit their needs, and employment and housing to enable 

them to live and be active in their local communities (WHO, 2019b). 

Recent research from the South African Depression and Anxiety Group (SADAG) 

(2016) indicates that one in three employees suffer from a MHC in South Africa. Therefore, it 

is important that Governments and organisations alike understand the crucial role they play in 

promoting mental health, including the mental health of workers and ensuring that symptoms 
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of MHCs are recognised early and treated effectively. In conclusion, the WHO posits that well- 

formulated policies and programmes, and specifically the effective implementation thereof, 

will facilitate MHC awareness amongst all stakeholders, and support those with MHCs in the 

workplace (WHO, 2004). 

 

2.4 Mental Health Conditions (MHCs) in the Workplace 

MHCs and psychosocial related disabilities are considerably ill-defined, complex and 

controversial when applied in the context of the workplace (Bender & Kennedy, 2004). Studies 

also indicate that MHCs have staggering social and economic costs that place an especially 

heavy burden on the workplace (Martin et al., 2009). In addition, MHC problems have several 

major socioeconomic consequences and costs on organisations such as absenteeism, labour 

turnover and loss of productivity (WHO, 2018). 

Apart from higher unemployment rates, MHCs create decreasing productivity and in 

turn greater absence rates and overall costs for organisations (Lerner & Henke, 2008). 

Furthermore, other studies with similar findings by Memish et al., (2017) support this finding. 

However, Honey (2004) noted a variety of benefits associated with employment for individuals 

diagnosed with MHCs, including increased confidence and self-esteem; feelings of self-worth 

and normalcy; enhanced social status; financial security; independence; opportunities for social 

interaction; community participation; and personal and professional growth. The researcher 

suggests this may indicate that MHC challenges in the workplace appear to be a global issue 

and should be treated as a priority in the workplace. 

On this premise, Irvine (2011) suggests that an enhanced focus on public policy 

discourse and concepts of mental well-being and positive mental health, as matters of universal 

relevance, may lead to earlier recognition of and better support for common mental health 

problems at work. If policy and public health messages focus more on mental 'well-being' and 
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less on mental 'illness', people may be better equipped to talk to others at work when they 

experience difficulties with mental health, and therefore receive better support (Irvine, 2011). 

The deliberate disclosure of a diagnosed MHC in the employment context is a personal, 

complex, and potentially a difficult decision, and mental health professionals are frequently 

asked for advice on whether and how to go about it (Henderson, Brohan, et al., 2013). 

Therefore, in the following section, an understanding of the definition of disclosure in the 

workplace is discussed in detail. 

 

2.5 Defining Disclosure in the Workplace 

According to Checton (2010), although Jourard in 1971 was the first author to use the 

term "self-disclosure," and much scholarly research has since explored this phenomenon, over 

the last 20 years, disclosure research has shifted the focus from "self-disclosure" to a broader 

conceptualisation that views "disclosure" as the process of revealing (or concealing) private 

information (e.g., Greene et al., 2006; Kelly, 2002; Petronio,2004) in social and work contexts. 

The present study focuses specifically on the disclosure of diagnosed MHCs in the workplace, 

and the term "disclosure" adapted for this study refers to a situation of deliberately informing 

someone at work about one's visible or concealable identity or sharing information about 

oneself that is considered private, for example, one's MHC or sexual orientation (Chaudoir & 

Fischer, 2010). 

The literature suggests that disclosure is best conceptualised as a process rather than an 

event and that disclosure is not an all‐or‐nothing phenomenon but occurs, rather, on a 

continuum (Ragins, 2008). Thus, disclosure may be understood as a series of selective and 

partial revelations occurring in a range of contexts or circumstances (Brunner, 2007). 

Furthermore, disclosure is linked to several important outcomes for both individuals holding 

the information and their relationships. 
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Firstly, people who disclose may have greater access to social support and resources 

(Davidson et al., 2006; Substance Abuse and Mental Health Services Administration 

(SAMHSA), 2008). In addition, individuals who disclose may find better ways of coping with 

stressful life events (Corrigan & Rao, 2012; Williams et al., 1998). Disclosure allows 

individuals with invisible stigmas to identify and affiliate with others, thus offering a source of 

support that provides resources, strategies, and mentoring, as well as a means of dealing with 

role-related stress (Meyer, 2003). Lastly, disclosure is also a form of voice (Creed, 2003) for 

the employee that can increase awareness, influence organisational culture (Bowen & 

Blackmon, 2003), and create social and organisational change (Creed & Scully, 2000; 

Meyerson & Scully, 1995). 

The literature on the disclosure process is broad in both its scope and diversity (Greene 

et al, 2006; Omarzu, 2000). Henceforth, deciding when (timing), how, and to whom (disclosure 

target) to disclose a MHC remains one of the most difficult decisions an employee can face on 

a day- to-day basis (Marrs & Staton, 2016). Motives for disclosure can be diverse, ranging from 

seeking catharsis or relief (Derlega et al., 2008; Hastings, 2000), building intimacy (Altman & 

Taylor, 1973) to receiving support from others (Derlega et al., 2008). On this backdrop, the 

theoretical foundations with respect to disclosure literature were evaluated with the aim of 

understanding the disclosure of a MHC diagnosis in the workplace. 

 

2.6 Theoretical Foundations of Disclosure 

Several theoretical frameworks have been published in the fields of applied and 

organisational psychology to explain personal information management, disclosure, 

concealable stigmatised identities, privacy, secrets and topic avoidance and behavioral 

intentions - each of which provides a process approach model of disclosure decisions (for 

example, Capell et al., 2016; Chaudoir & Fisher, 2010; Clair, et al., 2005; Jones & King, 2014; 

https://www.tandfonline.com/doi/full/10.1080/00223980.2016.1226742?casa_token=eh4yjgODM_0AAAAA%3Ahooyi8mJDMjAPKVO_SS8rgf9MjI_LLz6aayrEJah1R3efpDvn30QYXOnpeNPqdlN9bSYA6SpX1P9
https://www.tandfonline.com/doi/full/10.1080/00223980.2016.1226742?casa_token=eh4yjgODM_0AAAAA%3Ahooyi8mJDMjAPKVO_SS8rgf9MjI_LLz6aayrEJah1R3efpDvn30QYXOnpeNPqdlN9bSYA6SpX1P9
https://www.tandfonline.com/doi/full/10.1080/00223980.2016.1226742?casa_token=eh4yjgODM_0AAAAA%3Ahooyi8mJDMjAPKVO_SS8rgf9MjI_LLz6aayrEJah1R3efpDvn30QYXOnpeNPqdlN9bSYA6SpX1P9
https://www.tandfonline.com/doi/full/10.1080/00223980.2016.1226742?casa_token=eh4yjgODM_0AAAAA%3Ahooyi8mJDMjAPKVO_SS8rgf9MjI_LLz6aayrEJah1R3efpDvn30QYXOnpeNPqdlN9bSYA6SpX1P9
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Omarzu, 2000; Pachankis, 2007; Ragins, 2008; Taylor & Altman, 1987; Petronio, 1991, 2002; 

Afifi & Steuber, 2009 and Azjen, 1991). Below, the theoretical foundation frameworks are 

discussed in detail. 

 

2.6.1 The Disclosure Process Model (DPM) 

According to Chaudoir and Fischer (2010), the DPM firstly suggests that disclosure 

must be conceptualised as a process that essentially involves decision-making and outcome 

processes. Therefore, the DPM dichotomizes motivations for disclosure and non-disclosure 

into approach and avoidance goals. With approach goals, an individual may disclose to acquire 

positive reactions such as stronger relationships and support. Conversely, with avoidance goals, 

an individual anticipates negative outcomes from disclosing in a relationship, such as 

judgment, discrimination, or violence, and subsequently chooses to conceal or not to disclose 

his or her status in those relationships (Chaudoir & Fischer, 2010). 

The DPM provides a theoretical framework to understand when and why disclosure is 

beneficial for individuals who live with a CSI such a MHC (Chaudoir et al., 2011). In the 

context of the disclosure, those living with MHCs with approach goals must focus on obtaining 

positive experiences to strengthen an important relationship and those with avoidance goals 

might focus on avoiding negative outcomes such as life conflict or social rejection (Chaudoir 

et al., 2011). 

There is substantial research including the study by Rüsch et al. (2014) identifying that 

more trusting and supporting relationships are associated with higher rates of disclosure. 

Within the field of mental health, willingness to disclose personal experiences to help others 

has been shown to be dependent upon feelings of safety in relationships adding to perceptions 

of support (Marino, Child, & Krasinski, 2016). Beals et al. (2009) suggest that most participants 
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in their study engaged in selective disclosure in which they were open about their experiences 

with partners, family, and friends but limited disclosure with acquaintances and colleagues. 

Such a disclosure pattern can act to optimize social support and limit stigmatizing 

responses for individuals faced with MHC disclosure decisions. No research is available in 

applying the DPM in the disclosure of a MHC at work. Important to this study is that the DPM 

provides critical insights for disclosing a CSI (for example, MHC) in general, specifically 

antecedents of approach goals and avoidance goals. Results from a literature review and 

application of the Disclosure process model by Chaudoir et al. (2011), indicate that individuals 

are more likely to disclose after considering strong goals for disclosure or when they are 

disclosing to those whom they have close relationships. In contrast, participants were less likely 

to disclose when they had strong goals-against disclosure. Important to note, is that people who 

are faced with the decision of whether to disclose the MHC constantly weigh up the costs and 

benefits (MacDonald-Wilson et al, 2010), hence the antecedents of the DPM play an important 

role in the disclosure decision of a CSI. 

 

2.6.2 The Disclosure Decision-Making Model (DD-MM) 

The disclosure decision-making model (DD-MM) is a recent model developed to 

explain why individuals decide to disclose a health issue in interpersonal settings (Greene, 

2009). The DD-MM grew out of an interest in the cognitive decision-making process 

surrounding disclosure (for example, Greene et al., 2006). The DD-MM proposes two aspects 

of the disclosure recipient (disclosure target) assessments that influence disclosure decisions, 

relational quality, and anticipated response (Choi et al., 2016). In the DD-MM the disclosure 

target is used to consider the quality of the relationship between discloser, their target and the 

anticipated response to the disclosure (Greene, 2009). Greene (2009) suggests the model 
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focuses on the complexity of information management decisions rather than putting the most 

emphasis on outcomes. 

The DD-MM is a complex model with several propositions applied to understand what 

information affects the decision to disclose. In respect to the current study, Pahwa et al. (2017) 

assessed the DD-MM model in MHC disclosure specifically in relation to disclosure targets. 

Given the disclosure target idea is examined in the current study, important to note is that the 

authors inform that family members and friends were central to the disclosure process. In 

another study by Choi et al. (2016), it was identified that people presumed positive responses 

(for example, the provision of support) from disclosure targets that were close to them (e.g. 

friend and family), which was also reported in previous DD-MM research (e.g.,Greene et al., 

2012). The research using antecedents of DD-MM focuses on disclosure from the individual 

point of view. Therefore, it is suggested that future studies conceptualise disclosure across 

contexts because its assessment could be different depending on its degree of seriousness, the 

content, and or the situation. However, the DD-MM provides important insights about the 

quality of relationships for the current study, which is likely to be related to increased 

disclosure. 

 

2.6.3 The Disclosure Decision Model (DDM) 

The disclosure decision model (DDM) developed by Omarzu (2000) specifies a 

cognitive process resulting in decisions that affect the content, depth, breadth, and duration of 

self-disclosure (Omarzu, 2000). One of the five possible disclosure goals, namely social 

approval, intimacy, relief of stress, social control, and identity clarification must appear within 

reach for the DDM to be activated. The disclosure must be chosen as a strategy for achieving 

goals, and a disclosure target must be selected (Omarzu, 2000). The DDM proposes that under 

conditions of both high subjective utility and high subjective risk, potential disclosers will 

https://www.tandfonline.com/doi/full/10.1080/00223980.2016.1226742?casa_token=eh4yjgODM_0AAAAA%3Ahooyi8mJDMjAPKVO_SS8rgf9MjI_LLz6aayrEJah1R3efpDvn30QYXOnpeNPqdlN9bSYA6SpX1P9


16 
 

experience more distress and anxiety than under other conditions. This combination of high 

subjective utility and risk creates an approach-avoidance conflict in which individuals are 

drawn to achieving a goal but fear the likelihood of rejection (Omarzu, 2000). 

The DDM has yet to be empirically tested in order to produce evidence of the model's 

predictions, its efficacy and to determine how well the model integrates with existing theories 

of disclosure communication and settings (Carpenter, 2017). Like the DDM most other models 

also emphasise some form of risk assessment, which is pivotal in helping the potential discloser 

to evaluate what kind of social support they may get from the disclosure target, and whether 

the disclosure target's reaction to the disclosure is likely to be positive (Flett, 2012). 

 

2.6.4 The Social Penetration Theory (SPT) 

The social penetration theory developed by Altman and Taylor (1973) was the first 

theory focused on relationship development and how individuals use communication as a 

mechanism to become familiar with one another. The authors developed SPT to explain how 

disclosure changes throughout a developing relationship, mostly close relationships (that is 

partner and friends). SPT follows the assumption which states that the "greater the ratio of 

rewards to costs, the more rapid the penetration process" (Taylor & Altman, 1987, p. 264). 

Most of these SPT studies focused on college students and how relationships with no history 

developed or how romantic relationships and friendships developed. 

The theory clearly outlined the process of disclosing information in initial interactions, 

but there is little information about how these interactions occur in established relationships or 

other kinds of relationships such as between co-workers (Carpenter, 2017). SPT is thus 

somewhat limited in scope and considers information primarily at the individual level rather 

than being shared by dyads or groups. Research on SPT has led to the development of other 

theories, but tests of the theory itself are no longer conducted. Disclosure has been identified 



17 
 

as a central focus of the SPT theory, and the SPT proposes there must be an exchange of 

information for an interpersonal relationship to develop. To this end and in respect of the 

current study, the SPT was considered in understanding MHC disclosure in the South African 

workplace.  

 

2.6.5 The Risk Revelation Model (RRM) 

The risk revelation model (RRM) is grounded in assessing risks, it looks at how 

individuals weigh up the risks of sharing a secret against the benefits thereof. It assesses several 

risks, including the risk to self, to the relationship, and to the other (Derlega et al., 2004). The 

risk is also inherently tied to the valence of the secret. Consequently, more negative secrets are 

likely to pose a significant risk, which is the reason why some people might say they would 

never reveal a secret under any condition (unless they were forced to do so) (e.g. were directly 

confronted about the secret) (Afifi & Steuber's, 2009). 

Afifi and Steuber (2009) in their study suggests that among other things, people assess 

the risks involved with the disclosure of secrets and that this risk assessment is what predicts 

people’s readiness or willingness to reveal them. People are more willing to reveal their secrets 

under certain conditions: (1) for catharsis, (2) if the disclosure target needs to know/have the 

right to know the information, and (3) if other people (including the target) are encouraging the 

person to reveal or disclose. Additionally, the authors inform that if disclosers decide the 

benefits of disclosing outweigh the risks, then communication efficacy and willingness to 

reveal or disclose is likely to occur. Willingness to reveal includes considerations such as 

closeness with the disclosure target. Little is known about the risk-reward interaction process 

and how it varies in different contexts. For example, for individuals who are newly diagnosed 

HIV-positive (CSI), sharing this information could be very risky (Derlega et al., 2000). 

https://www.tandfonline.com/doi/full/10.1080/08824096.2014.924338
https://www.tandfonline.com/doi/full/10.1080/08824096.2014.924338
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On the other hand, for a couple revealing their pregnancy, sharing this information 

could include different kinds of risks. There is not enough empirical testing of the RRM to 

draw any significant conclusions (Derlega et al., 2004) and the RRM requires further testing as 

only two empirical tests exist (Carpenter, 2017). However, the RRM model is consistent with 

other disclosure theories specifically in that if people think the respondent will react negatively 

to the disclosure, they are much less likely to reveal it (Afifi, et al., 2005). Negative perceptions 

as a result of disclosure support the notion of avoidance and hostility toward disclosure. 

Henceforth both negative and positive perceived perceptions of the reactions of the disclosure 

target are important for understanding diagnosed MHC's disclosure in the workplace. 

 

2.6.6 The Communication Privacy Management Theory (CPM) 

The communication privacy management theory (CPM) developed by Petronio (1991, 

2002), originally as the communication boundary management theory (CBM) (1991), 

considers how individuals manage private information. CPM makes three assumptions: firstly, 

privacy boundaries are created when sharing and disclosing private information (i.e., 

individuals "own" their information), then boundaries are "regulated to minimize risks" (p. 

314), and finally individuals use decision rules to decide what information to reveal to others 

(Petronio, 1991). 

The CPM has been tested primarily using qualitative methodologies such as interviews 

and focus groups (for example, Afifi, 2003; Caughlin & Golish, 2002; Petronio et al., 1996; 

Steuber & Solomon, 2011). The researcher found that this theory has predominately been 

assessed in terms of personal relationships rather than work relationships. However, in 

applying the CPM in understanding disclosure of CSI’s, Greene and Faulkner’s (2002) study 

on disclosing HIV status found that responses to their disclosure included negative emotional 
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reactions, the expectation to be treated differently, the expectation to receive support from 

disclosure targets and the expectation to be treated no differently. 

Importantly, the first empirical study of its kind by Smith and Brunner (2017) through 

a qualitative method in using CPM to understand disclosure in the workplace suggests core 

criteria used by people when deciding to disclose private information at work. The themes 

emerging from the study include boundary maintenance based on organisational culture, 

relational considerations, risk/benefit disclosure consideration and desire for feedback. These 

outcomes are consistent with other disclosure theories specifically the relational considerations, 

risk/benefit disclosure considerations and desire for feedback. The outcome of boundary 

maintenance based on organisational culture is specifically related to the workplace, henceforth 

a noteworthy consideration in respect of the CPM theory for the current study. 

 

2.6.7 A Multilevel Model of Workplace Concealable Stigma Management 

Jones and King (2014) provided an expanded model of disclosure processes at both the 

between-person level and the within-person level, meaning that identity management varies as 

a function of situational characteristics (i.e., within-person) but that people will also manage 

their CSI's in a certain way on average (i.e., between-person). Further, disclosure was identified 

to predict positive individual and organisations outcomes depending on certain factors such as 

the timing of disclosure, the target’s reaction, and the visibility of the stigma. 

According to meta-analysis results (Jones, 2011), disclosure outcomes varied, with 

some positive results on disclosure (for example, more emotional support from supervisors) 

and some negative results (for example, in one study approximately 40% of participants 

reported worse treatment post-disclosure and increased conflict or discomfort with co- 

workers). Furthermore, in a recent study on pregnancy disclosure Jones (2017) findings suggest 

that pregnant employees’ expectations about pregnancy discrimination play a role in shaping 
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disclosure behaviours at work. In addition, certain behavioural strategies for disclosure were 

linked with average reports of experienced discrimination and momentary reports of 

psychological distress. 

This model is consistent with prior models of disclosure (for example, Chaudoir & 

Fisher, 2010; Clair et al., 2005 and Ragins, 2008). Specifically, at the within-person level, the 

model recognises the contextual factors that influence individual disclosure decisions, such as 

the anticipated consequence of that disclosure. Moreover, Jones and King’s (2014) model 

highlights the dynamic nature of disclosure decisions and suggests that these decisions will not 

only vary across individuals but also across contexts in the case of a single individual 

(Carpenter, 2017). 

The above-mentioned models are complex both in breadth and depth, therefore a more 

parsimonious behavioural theory is reviewed which may yield similar or better results 

concerning the disclosure of MHCs in the workplace. On this premise, in addition to the 

abovementioned theoretical framework foundations reviewed, the researcher assessed the 

theory of planned behavior (TPB) by Ajzen (1991) to understand disclosure of a MHC in the 

workplace since a meta-analysis of the TPB model by Armitage and Conner (2010) supported 

the overall effectiveness of the theory in behavioural intentions. In addition, the TPB provides 

a detailed framework to build a questionnaire, namely constructing a TPB questionnaire 

document (Ajzen, 2002), which is not available for the other disclosure frameworks reviewed. 

 

2.6.8 The Theory of Planned Behaviour (TPB) 

The Theory of Planned Behaviour (TPB; Ajzen, 1985), an extension of the Theory of 

Reasoned Action (TRA; Fishbein & Ajzen, 1975), has been the dominant theoretical approach 

to guide research on health-related behaviour for the past three decades. The theory is well 

recognised amongst researchers and is also familiar to many students, practitioners, and policy- 

https://www.tandfonline.com/doi/full/10.1080/17437199.2013.869710
https://www.tandfonline.com/doi/full/10.1080/17437199.2013.869710
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makers. Hence the researcher identified the TPB literature for this study. The TPB posits that 

individuals are more likely to engage in a certain behaviour if they have a favourable attitude 

towards it (behavioural beliefs) if they believe that people whose views, they value think that 

they should carry out the behaviour (normative beliefs) and if they feel that they have the 

necessary to engage resources and opportunities (control beliefs) in the behaviour (Ajzen, 

1991). 

The TPB has been reviewed to understand a variety of factors regarding disclosure of 

health behaviour’s; the researcher was particularly interested in studies in respect of CSI health- 

related studies regarding disclosure. Empirical studies assessed included for example 

disclosure of HIV/AIDS, sexual orientation and dementia (Jemmott, et al., 2014; Mak et al., 

2010, Foy et al., 2007). These articles provide successful outcomes of the use of the TPB on 

CSI disclosure behaviour. To this end, this study suggests elements from the TPB to better 

understand the disclosure of a MHC in the South African workplace. 

Important to note is that even the most effective theories, models and training cannot 

ensure that disclosure will be beneficial, interventions that help disclosers set approach focused 

goals and equip them with effective communication and coping skills which may help give 

them greater control over mutually beneficial desired outcomes of the disclosure (Chaudoir & 

Fischer, 2010). 

The summarised theoretical frameworks outlined above provide a good foundation for 

the current study in understanding the disclosure of a MHC at work. The current study aims to 

gain further understanding of this phenomenon in the South African work context by in what 

follows. To expand an understanding of core concepts drawn from the literature and theoretical 

frameworks, namely timing of disclosure, disclosure targets, roles of sources support and 

perceived experiences owing to disclosure is discussed. 
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2.7 Timing of Disclosure 

Disclosure is irreversible; therefore, the decision to disclose, how to disclose and its 

timing, remains at the discretion of the employee. Research indicates that if one needs to 

disclose, the timing of disclosure can be critical (Sassin, 2011). In the absence of empirical 

research on the timing of disclosure of a CSI, it is difficult to fully understand what influences 

the timing and motives for disclosure (Follmer, Sabat & Siuta, 2019). 

Thus, Brohan et al., (2012) in their systematic review of beliefs and behaviours 

influencing factors associated with disclosure of a MHC in the workplace, identified the 

concept of disclosure dimensions. These dimensions include selective disclosure “represents 

using or wishing to use selective disclosure strategies when deciding to disclose” (p.8)partial 

disclosure “represents occasions where individuals disclosed highly selective information 

about their illness e.g., disclosing ‘I have an illness’ or ‘I have a mental illness” (p.8). 

Inadvertent disclosure “represents accidental disclosure, brought about either by visible 

symptoms or carelessness such as blurting out something regarding illness” (p.8) and 

strategically timed disclosure " describes waiting until a point at which the person feels secure 

in their position, or with their colleagues before disclosure was highlighted" (p.8). Pearson et 

al. (2003) support the notion of disclosure as a strategically placed timing. In addition, 

Goldberg et al. (2005) suggest that later timing of disclosure can be helpful because co-workers 

in the workplace have had the opportunity and time to get to know each other first. 

Disclosure decisions are further amplified or suppressed depending on the presence of 

certain contextual factors, including the interpersonal relationship between the discloser and 

the disclosure target. Banks et al. (2006) found that disclosure often occurred during the 

development stages while in the job. Ellison et al., (2003), found that the minority of 

participants made their disability known when applying for the job (e.g.  during the recruitment 

and selection process). Importantly, Wahl (1999) indicated a significant number of participants 
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(32%) reported that disclosure during the recruitment process prevented them from receiving 

job offers. Sassin (2011) informed that disclosure should be done after rapport is established 

between parties at the earliest and after the job is offered. In addition, a few studies indicate 

that disclosure tends to occur before or early in the job. Together, these studies provide 

preliminary evidence that disclosure timing may influence important workplace outcomes for 

those with stigmatized identities, though more research is needed (Follmer et al, 2019). 

 

2.8 Disclosure Target 

It is clear from the research that disclosure is chosen as a strategy for reaching a goal, 

and a disclosure target also known as the confidant is also intentionally selected (Omarzu, 

2000). Disclosure may only yield psychological benefits to the extent that people feel supported 

and accepted by their disclosure target (for example, Beals et al., 2009). Further, individuals 

having close, trusting relationships with their disclosure target report disclosing was less 

challenging than in other situations (Derlega et al., 2000; Knobloch & Carpenter-Theune 

(2004); Pistole, 1993). Reavley and Jorm (2014) posits that disclosing a diagnosis to a friend 

or family member is likely to involve different considerations than disclosing to an employer. 

In addition, Afifi and Steuber (2009) argue that feelings of closeness to the disclosure target 

might reduce perceptions of risk (Bos et al., 2009; Pahwa et al., 2017). 

Studies reveal that people living with a CSI were relatively open to disclose to people 

close to them and least open about disclosure towards acquaintances and colleagues (Bos et al, 

2009). In a longitudinal examination of disclosure of a CSI (abortion) those who disclosed but 

felt that the disclosure target was not supportive and did not show benefits of disclosure in the 

form of less psychological distress (Major et al., 1990). 

Further experimental manipulations have also revealed similar findings, indicating that 

participants do not experience the benefit of disclosure when their disclosure target reactions 
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are hostile (Lepore, Ragan, & Jones, 2000; Rodriguez & Kelly, 2006). Finally, Greene et al. 

(2006) posits there is no doubt that the mental health benefits of disclosure depend in part on 

the reaction of the disclosure target. Therefore, concerning the disclosure target, it is important 

to understand the conditions under which disclosure is beneficial and under which it is 

detrimental. Therefore, the researcher sought to assesses the roles of sources of support factors 

in the disclosure process. 

 

2.9 The Role of Sources of Support 

The value of emotional and pragmatic support, as well as disclosure in respect of 

MHCs, has been recognized over the years. Studies have demonstrated that both disclosure and 

social support are beneficial in improving perceived self-efficacy and helping improve the 

quality of life (De Choudhury & De, 2014). Disclosure is important for achieving certain goals 

such as developing close relationships and gaining emotional support (Greene et al., 2006). 

Ragins (2008) emphasises that the decision to disclose should be made in a supportive 

work and non-work environment. Researchers emphasise the importance of supportive 

relationships in general and the importance of supportive targets in disclosure (Beals et al., 

2009; Chaudoir & Fisher, 2010; Gignac & Cao, 2009; Ragins, 2008). Existing research 

suggests that the reaction of the disclosure target is one of the most important factors in 

predicting whether disclosure will be beneficial or not (Major et al., 1990; Lepore et al., 2000; 

Rodriguez & Kelly, 2006). 

Henceforth, for employees faced with disclosure, the extent to which an organisation is 

perceived to be supportive plays an extremely important role in disclosure decisions. For 

instance, employees often consider the organisational culture and policies and anticipated 

reactions of co-workers before making a disclosure decision (Follmer et al., 2019). 
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A study by Munir et al. (2005) highlights the importance of creating a supportive work 

environment for those suffering from a MHC (for example, depression). Specifically, the 

support of line managers on disclosure was found to be a significant independent predictor of 

disclosure in the workplace (Munir et al., 2005). In addition, the author's implore support on 

disclosure may help such employees not only to manage their MHC effectively at work but 

also to minimise the extent to which it may affect their work itself, including work 

relationships. 

Brohan et al., (2012) in their systematic review of beliefs, behaviours and influencing 

factors associated with disclosure of a MHC in the workplace provide a subtheme for disclosure 

of a MHC, namely, to obtain emotional support. This represents beliefs or experiences that 

obtaining support result in disclosure. This study supports Munir and colleagues (2005) 

research findings. However, the authors note that one of the main problems in creating a 

positively responsive and supportive work environment is overcoming barriers to the disclosure 

and attitudes towards MHCs (Munir et al., 2005). 

In addition, Jones and King (2014) highlight that the possibility of less support from 

immediate line managers and co-workers may also create barriers to the disclosure at work. 

However, it is also clear that the decision to disclose a CSI is complex and depends on an 

individual’s assessment of the positive and negative consequences of disclosure within a given 

social context (Clair et al., 2005; Ragins et al., 2007). In the next section, the researcher 

discusses the perceived negative experience in respect of MHCs. Following this section, the 

ideas on perceived negative experiences are discussed. 

 

2.10 Perceived Positive Experiences in Respect of MHC Disclosure 

In the extensive literature reviewed it is suggested that mental health-related 

knowledge, positive attitudes, and workplace practices improve positive experiences of MHCs 
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disclosure (Henderson, Williams, et al., 2013). A study by Beals et al. (2009) on stigma 

management of a CSI showed that participants reported through measures of social support and 

psychological wellbeing experiences of positive effects, self-esteem, and satisfaction with life. 

Furthermore, disclosure can give a sense of freedom and empowerment, as well as 

encouraging others to disclose (McLaren, 2004; Ralph, 2002), which may help combat 

discrimination as people learn to interact on an equal footing (Corrigan et al., 2001; Gordon, 

2005). In addition, Peterson, Barnes, and Duncan (2008) provided an overarching perspective 

on the benefits of disclosure including confidence in the job, capacity to regulate one's 

condition on the job, having learned how to manage one's illness, and feeling socially 

connected. Studies have found that when employees have prior knowledge of a CSI (e.g. sexual 

orientation), disclosure was related to improved ratings of job performance through reduced 

perceptions of awkwardness (Sabat et al., 2017). 

Moreover, people who decide to disclose may gain reasonable work accommodations, 

for example, additional medical assistance from the organisation or the medical aid scheme, 

time off to attend medical appointments and changed work duties. Workplace accommodations 

may assist employees diagnosed with MHCs in maintaining performance in their roles and 

remaining in the workplace while seeking treatment and recovery (Krupa et al., 2009). Brohan 

et al. (2012) not only identified one of the reasons why people with a MHCs disclosed was to 

be accommodated in the workplace, but also to be a role model for others, to obtain support, 

and to be honest. 

Employer attitudes are one of the behaviours that impact whether employees feel 

comfortable and trust others and the process of disclosing a CSI (Capell et al, .2016). Higher 

levels of psychological flexibility may influence individuals faced with a MHC disclosure 

dilemma and predict multiple work-related outcomes, including better mental health, better job 

performance, and an increased capacity to learn skills at work (Bond& Bunce, 2003; Bond & 
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Flaxman, 2006; Hayes et al., 2006). However, the disclosure decision is balanced by suggested 

perceived positive experiences associated with disclosure on the one hand and the perceived 

negative experience on the other. 

 

2.11 Perceived Negative Experiences in Respect of Disclosure of MHCs 

Due to stigmatised perceptions and other perceived negative experiences many people 

with MHCs prefer not to disclose. Pressure not to disclose due to fear of discrimination has 

been highlighted in studies by Allen and Carlson (2003); Dalgin and Gilbride (2003); 

MacDonald-Wilson and Whitman, (1995); Ralph (2002); and Roberts et al., (1995). These 

studies offer a unique perspective, specifically to the current study because all the participants 

were already employed. Mental health stigma hinders people from openly discussing mental 

health issues, especially in relation to the labour market (Wheat et al., 2010). 

For employers, MHCs may be associated with increased health care costs as well as 

productivity losses in the form of absenteeism, short-term disability absences and presenteeism 

(i.e. reduced on the job productivity days) (Burton et al., 2008). That said, many known barriers 

to disclosure for people living with a MHC, include possible loss of employment benefits, loss 

of opportunities for vocational experience, lack of career advancement, negativity about the 

cyclical nature and complexities of psychiatric illnesses, as well as the side-effects from 

medication (Pratt et al., 1999). Dalgine and Gilbridge (2003) noted that participants in their 

study all feared disclosure would have a negative impact on their job. Their negative 

perceptions included a change in the way they were supervised (being more closely monitored), 

isolation from co-workers, termination, not being hired at all, lack of opportunity for 

advancement and a need to work harder than others to prove their worth. 

The advantage of non-disclosure (if successful) is that it is likely to be easier to find a 

job: on the back of statistics reported in the United Kingdom, 56% of people believe they have 
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been turned down for a job due to disclosure of MHCs (Mental Health Foundation, 2002). 

Moreover, people are less likely to suffer from stigmatisation and discriminatory behaviour 

when employed (Brohan et al, 2012; Wheat et al., 2010). So, there is more reason for people 

with MHCs to try to conceal their condition. A recent study by the United Kingdom-based 

organisation, Business in the Community (BITC), found that among UK-based employees who 

had disclosed mental health issues to an employer, showed that 15% faced dismissal, 

disciplinary action or demotion.  

Failure to disclose means that there is the risk of employers finding out some other way, 

potentially undermining ongoing relationships, work performance and/or threatening 

employment (Ralph, 2002). These effects of non-disclosure can be long-lasting and can have a 

serious impact on the quality of life for individuals, their families, and careers (Bender & 

Kennedy, 2004). Table 1 below shows a summary of research reviewed on perceived negative 

experiences. 

In addition, a systematic review of 17 studies that explored the disclosure beliefs and 

behaviours of individuals with mental health problems emphasized the complexity of their 

decisions and the significant role that stigma and discrimination play (Brohan et al, 2012). 

Given the perceptions concerning stigma and discrimination, it is important that employees 

faced with a MHC disclosure understand what their legal rights are. 

 

Table 1 

Summary Table of Studies on Perceived Positive and Negative Experiences Owing to Decision 

to Disclose in the Workplace 

 

Author Construct  Sample  Findings  
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Henderson, 

Williams, 

et al. 

(2013)  

Perceived 

positive 

experiences  

A survey conducted with 

British employers 

(n=480 in 2006 and 

n=500 in 2009 and 

2010). 

Revealed improved public 

attitudes to mental illness.   

Reduction in experiences of 

discrimination in 

employment. 

Rusch et 

al. (2014) 

Perceived 

positive 

experiences 

100 participants with 

mental illness in the UK. 

Immediate positive effects 

Decreased stress and stigma 

Reduced self-stigma and 

other positive outcomes (e.g. 

psychological wellbeing )  

Chaudior 

and Quinn  

(2010) 

Perceived 

positive 

experiences 

235 participants who 

lived with a Concealable 

stigmatised identity in 

the USA  

Disclosure to close others 

experience positive reactions. 

People generally careful in 

choosing a supportive 

confidant. 

Less fear of disclosure and 

the higher self-esteem 

reported.  

Beals et al. 

(2009) 

Perceived 

positive 

experiences 

102  gay and lesbian 

(CSII )  participants in 

the USA  

Reported greater well-being.  

Perceived social support was 

a consistent predictor of well-

being.   

Perceived social support 

mediator of the association 

between disclosure and well-

being. 

Major et 

al. (1990) 

Perceived 

positive 

experiences 

Subjects were 283 

women living with a CSI 

i.e. abortion  in the USA  

Fully supported had lower 

levels of depression than 

people who received less than 

full support. 

People who chose not to 

disclose at all reported low 

levels of support  
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Peterson et 

al., 2011 

Negative 

perceived 

experiences 

22 employed participants 

in New Zealand. 

Fear of discrimination; Legal, 

practical and moral pressures 

Dalgin and 

Gilbride 

(2003) 

Negative 

perceived  

experiences  

Sample of 11 adult 

psychiatric previously 

hospitalised volunteers 

was employed in the 

USA  

Concern about stigma, Fear 

from the general public about 

psychiatric labels 

Henderson 

and 

Thornicroft 

(2009) 

Negative 

perceived 

experiences   

Every year from 2009 to 

2011 in the UK. Targeted 

groups (medical students, 

trainee teachers, trainee 

head teachers, social 

inclusion officers)28 

local schemes promote 

mental and physical 

wellbeing, and 32 anti-

discrimination initiatives 

Mental illness (ignorance), 

cultural stereotypes and 

myths. 

Social mistreatment or 

material discrimination. 

 

2.12 MHCs, Disclosure and the Legislation in the South African Workplace 

On-going concern for the government is the huge increase in the prevalence of MHCs 

in the last ten years. The proportion of medical insurance claimants suffering from a MHC has 

increased significantly in the last decade to nearly 40% today compared with 25% in the mid-

1990s, stress and other MHCs are now among the main causes of employee absence according 

to a management survey by the Chartered Institute of Personnel and Development (2016). 

Furthermore, there has been a rise in legal costs related to MHCs and work-related legal 

cases. A recent study SADAG (2016) indicates that one in three employees suffer from 

depression, and those employees with depression (MHC) have taken off at least 18 days a year 

to treat the condition, as well as unproductive days. The conditions and rights of employees 
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and employers are gazetted in the policies; however, there is much potential for improved 

education and awareness for both the employee and employer, especially in the case of those 

employed in the highest echelons within organisations. Additionally, considerations on how 

employees and employers can leverage on legislative benefits may add to the research on the 

understanding of the dilemma of MHC disclosure in the workplace. 

Brohan et al. (2012) highlighted that the better the knowledge and awareness of the 

relevant legislation on the employment of people with MHCs, the greater the compliance with 

these laws when making hiring decisions. Although everyone has the right to decent and 

productive working conditions of freedom, equity, security and human dignity (WHO, 2004), 

for people with diagnosed MHCs, achieving this right remains particularly challenging. 

Moreover, as highlighted in literature by the South African discourse on MHC disclosure and 

stigma paints a picture of fragmented employee support structures and policies in respect of 

mental health matters in the workplace (SADAG, 2016). 

South Africa subscribes to international legal protocols regarding MHC disclosure as 

formulated by the World Health Organisation (WHO) and the International Labour 

Organisation (ILO). The ILO Convention no. 159 on Vocational Rehabilitation and 

Employment (Disabled Persons) (1983) establishes the principle of equal treatment and 

employment of workers with disabilities across the world (Gabriel & Liimatainen, 2000). 

On 13 December 2006, the United Nations General Assembly adopted a comprehensive 

and integral international convention, which focused on the protection and promotion of the 

rights and dignity of persons with disabilities (United Nations Organisation, 2006) and its 

optional protocol. These came into force on 3 May 2008. These instruments demonstrate the 

international community's formal acknowledgment of the rights of people with all kinds of 

disabilities (including MHCs) to participate in all aspects of public life including work (Kanter, 

2007). The United Nations Organisation (2006) sets the gold standard for moving from the 
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limited and prejudicial idea that people with disabilities should be treated as priority cases in 

need of medical intervention and social protection, to the principle that they have a right to full 

inclusion in society including in the work environment. 

 

2.13 Relevant South African Legislation and its Understanding in Respect of MHCs 

The purpose of the South African Employment Equity Act (Act no. 55 of 1998) is to 

achieve equity in the workplace by promoting equal opportunity and fair treatment in 

employment through the elimination of unfair discrimination. Also, the implementation of 

affirmative action measures to redress the disadvantages experienced by designated groups, to 

ensure equitable representation in all occupational categories and levels in the workforce are 

enforced (South African Institute of Chartered Accountants, 2019). As defined in the EEA, 

people with disabilities are those who have long-term or recurring physical, including sensory 

or mental impairment which may limit their prospect of entry into or advancement in 

employment and should be protected against unfair discrimination and stigma in the workplace. 

It is undeniable that work plays a particularly important role in supporting psychosocial health 

and recovery from illness, and so work is seen as a major component of the right to attain the 

highest standard of psychosocial health (Holness, 2014). 

In chapter 3 of the Act, which deals with affirmative action, it states: “Every designated 

employer must in order to achieve employment equity, implement affirmative action measures 

for people from designated groups in terms of this Act.” In addition to this and in terms of 

section 54(1) (a) of the EEA, the Code of Good Practice: Key Aspects on the Employment of 

People with Disabilities (the Code) is issued. 

Equal participation in the workplace for persons with disabilities, including those with 

psychosocial disabilities (for example depression), is one of the participation rights enshrined 

in the South African Constitution's equality clause and other clauses promoting the protection 
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of freedom of trade, occupation, and profession, as well as the right to fair labour practices. 

The rights to a healthy environment, to adequate health, to bodily integrity, including 

psychological integrity, and to life and dignity collectively, give rise to a constitutional duty on 

the state to respect, protect, promote and fulfil the psychological wellbeing of the population, 

including in the workplace (Holness, 2014).  

The EEA prohibits unfair discrimination based on disability and requires steps to be 

taken to promote equal opportunities. However, the Code and its companion, the Technical 

Assistance Guidelines on the Employment of Persons with Disabilities (TAG), have identified 

definitional difficulties and a lack of clarity of these guidelines as well as the fact that 

employers are ill-equipped to understand how to promote psychosocial health and safety in the 

workplace, and how to reasonably accommodate psychosocial illness (MHCs) through 

workplace adjustments or modifications (Holness, 2014). Thus, the South African Human 

Rights Commission (SAHRC) developed a toolkit for South African employers with the 

relevant pieces of legislation, namely the EEA and the TAG (South African Human Rights 

Commission, 2017). The common categories of disability and MHCs are highlighted in the 

toolkit which is available to employers in South Africa. The research identifies the need to 

close the gap between the said   policies ‘construction and the successful execution in the 

workplace. 

In conclusion, a legal framework exists to protect the rights of people with MHCs both 

in the workplace and outside of it. The law can be a powerful tool, but as suggested in the 

literature review, the legislation alone is not enough to encourage employees to disclose their 

MHCs in the workplace. As such, drawing from the above literature review, the researcher 

suggests it is reasonable to expect that when (disclosure timing), to whom (disclosure target ), 

the role of support sources and perceived experiences owing to disclosure are key 
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considerations for employees in understanding the disclosure of a MHC in the workplace. The 

following propositions were derived for the current study: 

 

2.14 Research Propositions 

Proposition 1: Disclosure of a MHC is more likely to occur (disclosure timing) whilst 

employed rather than during the selection process. 

Proposition 2:  The support of people (disclosure targets) with MHCs at work from colleagues, 

the Human Resources Department and immediate line managers is 

significantly lower than from people outside of work (spouse/partners, parents, 

siblings, children, and friends). 

Proposition 3: Perceived positive experiences owing to the disclosure of a MHC to an 

immediate line manager are significantly different than to the Human 

Resource Department. 

Proposition 4: Perceived negative experiences owing to the disclosure of a MHC to colleagues 

are significantly different from perceived negative experiences owing to 

disclosure to immediate line managers. 
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3 Method 

This section describes the research design, sampling, data collection, research 

procedure, participants, measures, demographic characters and analysis techniques used in 

understanding diagnosed MHCs disclosure in the South African work context. The study uses 

primary data, this is in line with Panda et al. (2011) study on disclosure of a CSI based on 

support sources and perceived experiences of the disclosure. 

 

3.1 Research Design 

The exploratory sequential design allowed for a qualitative data phase to explore the 

subject matter and build to a second quantitative phase (Creswell, 2003). The qualitative phase 

was based on face-to-face interviews which lasted approximately 20 minutes each. The 

interview questions were based on the emergent theory and framework, while the answers were 

transcribed, and themes identified. Themes included support and perceived experiences owing 

to disclosing MHCs. This was used to create the final exploratory design instrument. A 

consequent online quantitative questionnaire was administered through Qualtrics (Qualtrics, 

Provo, UT, 2013). The online survey consisted of closed-ended questions and included an 

eligibility question. Thereafter, the data was transferred into a structured format using the IBM 

Statistical Package for Social Sciences (SPSS), version 24 (SPSS Statistics, 2014). 

 

3.2 Research Sampling 

In the case of the qualitative research design phase, participants were conveniently 

sampled (Creswell, 2003). The researcher required participants who were diagnosed and 

disclosed a mental health condition at work. Based on this knowledge, the researcher 

approached eight people in total. Three previous colleagues and two friends were willing and 
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agreed to participate in the interviews. The quantitative online survey was distributed to people 

affiliated with a South African non-profit organisation concerned with mental health issues. In 

this study, these sampling techniques were both a cost and time-effective way of selecting and 

obtaining a sample, given the resource limitation of the researcher. 

 

3.3 Data Collection 

The online survey instrument was an attractive option for obtaining a sample of 

individuals who had disclosed a diagnosed MHC because it was confidential and, arguably, the 

most private way to collect data from participants who might have been diagnosed with a 

stigmatised illness (Carpenter, 2017). The application and structure of the final survey 

encouraged openness and transparency. The questions in the survey were aligned with a 

quantitative descriptive design since they focused on participants’ opinions on the topical issue 

(i.e. disclosure of a diagnosed MHC) (Clark & Creswell, 2014). A Likert rating scale was used 

and most of the measures were rated on a 5-point scale ranging from 1 (totally disagree) to 5 

(totally agree), unless stated otherwise. See Appendix A for the online questionnaire and the 

qualitative interview questions. 

 

3.4 Procedure 

Ethical clearance was obtained from the Ethics in Research Committee of the 

Commerce Faculty at the University of Cape Town. A letter of consent, which formed part of 

the ethics application, was given to the five participants undergoing face-to-face interviews. 

The objective of the letter was to assure all participants of anonymity, confidentiality and the 

protection of the information in the research process. In the case of the face-to-face interviews, 

the consent letter was emailed to participants and the interview date, time and venue were 
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arranged and agreed upon. The consent letter contained information on the research objective, 

the researcher, and the research supervisor. 

The same consent letter, along with the URL for the online survey on Qualtrics, was 

sent to candidates from the participating organisation: The South African Depression and 

Anxiety Group (SADAG). Given the nature of the study and, consequently, the private and 

confidential information shared by the participants on the MHC disclosure experiences, it was 

important to highlight that the research data would be treated with utmost confidentiality by 

the university's ethical code of conduct. 

The online survey was developed using the themes identified from the face-to-face 

interviews and the guidelines of constructing a TPB questionnaire. The survey commenced 

with an eligibility question: "Have you disclosed a diagnosed mental health condition at work? 

(Examples include depression, bipolar mood disorder, schizophrenia, addiction, post-traumatic 

stress, anxiety, personality disorders, etc.)." Participants were then asked to answer "yes", "no" 

or "I have not been diagnosed with a mental health condition". Following the eligibility 

question, the purpose of the research, its confidentiality, voluntary and anonymous nature was 

explained. Demographic information was provided voluntarily, and the researcher's contact 

details were included should there have been any queries. Data collection took place over 

twelve weeks and the questionnaire took approximately 10 to 15 minutes to complete. 

 

3.5 Participants 

The first stage of the research method comprised a formative interview carried out with 

five participants who had each confirmed with the researcher that they had disclosed a MHC 

at work. Four of the interviewees were female and one was a male. They declared their race as 

follows: two as Whites, two as Coloureds and one as a Black African. The interviewees were 
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between 35 to 55 years of age, had been employed for more than 10 years, and had all been 

living with a diagnosed mental health condition for five years and more. 

349 participants responded to the online questionnaire, but 163 participants did not 

complete most of the questionnaire and were excluded from the final dataset. 189 answered 

"yes" to the eligibility question: "I have disclosed a diagnosed MHC condition", 55 answered 

"no" and 22 answered: "I have not been diagnosed with a MHC". Given the low response rate 

for the participants who reported "no" and "I have not been diagnosed with a MHC", the data 

was removed from the sample. The demographic variables for the online survey consisted of 

gender, race and age, tenure and number of years living with a MHC. After cleaning the data, 

the final sample for those who responded "yes" to having disclosed a diagnosed MHC totalled 

109. 

Table 2 below indicates that among the 109 respondents who had disclosed their 

diagnosed MHC at work, the majority (83.5%) were female. Whites (77%) were found to be 

the main racial group participating in this study and most of the respondents (34.9%) were 

between the ages of 30 to 40 years. Tenure of five to 10 years (24.5%) had the highest 

representation while most of the respondents (24.8%) had lived with a MHC for a period of 5 

to 10 years. Refer to table 2 for a more exhaustive outlook on demographic data collected. 

 

Table 2  

Frequencies and Percentages of Participants’ Demographics 

Demographic Category Frequencies % 

Gender 
Female 91 83.5 

Male 15 13.8 

    

Race 

Unspecified 3 2.7 

Black African 8 7.3 

Coloured 5 4.6 

Indian 4 3.7 
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White 84 77.1 

Unspecified 8 7.3 

    

Age 

20-30 25 22.9 

30-40 38 34.9 

40-50 32 29.4 

60-70 3 2.8 

0-5 22 20.2 

5-10 27 24.8 

10-15 17 15.6 

15-20 17 15.6 

20-25 8 7.3 

25-30 6 5.5 

30 & above 7 6.3 

Unspecified 5 4.6 

Years living with a 

MHC 

0-5 22 20.2 

5-10 27 24.8 

10-15 17 15.6 

   

15-20 17 15.6 

20-25 8 7.3 

25-30 6 5.5 

30-35 2 1.8 

35-40 2 1.8 

 

The age, tenure, and number of years living with a MHC were based on a free-response 

question. In Table 3 the summary indicates that respondents' mean age was 38.6 years (SD = 

9.55). In the case of this study, tenure refers to the total number of years the participant was 

employed, and the mean tenure was 13.1 years (SD = 9.7). The data provided information on 

the number of years living with a MHC with a mean number of years 14.37 (SD = 10.8). The 

minimum age was 22 and a maximum of 64 years, minimum tenure was 0 years and a 

maximum of 45 years. Among the participants, the minimum and a maximum number of years 

living with a MHC were 0 years and 55 years respectively. 
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Table 3  

Summary of MHC Disclosure Descriptive Statistics for Demographics 

Demographic N Mean S. Dev Min Max 

Age 107 38.589 9.548 22 64 

Tenure 105 13.098 9.703 0 45 

Years Living with MHC 104 14.375 10.798 0 55 

Note: N = sample, S. Dev. = Standard Deviation, Min = Minimum, Max = Maximum. 

 

3.6 Measures 

The preliminary formative face-to-face interviews shaped themes namely the 

perceptions of disclosure and the supportive people in disclosing a MHC. The researcher 

developed measures using the insights from the themes together with the guidelines used for 

developing direct questions of Ajzen’s (2002) questionnaire construction document.  

Henceforth, this study uses primary data, and the survey included questions about 

knowledge and perceptions of the participant's disclosure of a diagnosed MHC at work. This 

approach on constructing the measures is in line with a study that demonstrated success on the 

disclosure of schizophrenia (MHC) by Pahwa et al. (2017). The scales created and used can be 

found in Appendix B. 

 

3.6.1 The Occurrence of an MHC Disclosure (OMCD) 

This measure was used to determine the actual occurrence of disclosure of a diagnosed 

MHC at work. It was used to get a direct indication of when (disclosure timing) the disclosure 

by participants occurred to provide important insights into understanding MHC disclosure in 

the workplace. In the case of this study, the participants were asked to respond to the question: 

"When did you disclose your mental health condition at work?"  
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The measure required  respondents to select from a list of options, namely: during the 

selection process, on starting the job, 6-18 months after employment and on diagnosis (I was 

working when I was diagnosed). 

 

3.6.2 Support of a MHC Disclosure (SMCD) 

Support of a diagnosed MHC disclosure was measured by identifying the people who 

had provided support to the employee and extent of the support; both at work (colleagues, line 

manager, Human Resource Department) and outside of work (spouse/partner, friend, spouse, 

sibling, and parent). Participants used a five-point Likert scale (1 = strongly disagree to 5 = 

strongly agree) to rate the level of support they received from each source. 

 

3.6.3 Perceived Positive Experiences Owing to Disclosure (PPED) 

To measure participants perceived positive experiences as a result of disclosing their 

MHC at work, perceived positive outcomes that participants recalled they had experienced 

were provided. Participants were provided with a list of 8 perceived positive experiences and 

rated each one on the list using a five-point Likert scale (1 = strongly disagree to 5 = strongly 

agree). A sample of the positive outcomes experienced at work included: “appropriate 

accommodations and adjustment to my work”, “access to specialist support and medical 

benefits” and “opportunity to educate others about my condition”. Also, participants selected 

from a list of people at work to whom they had disclosed (that is. colleagues, immediate line 

manager and Human Resource Department). This was a separate measure included to 

determine to whom participants disclosed (disclosure target) and their associations with 

perceived positive experiences. 
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3.6.4 Perceived Negative Experiences Owing to Disclosure (PNED) 

To measure perceived negative experiences as a result of disclosure at work, 

participants were provided with a list of 12 perceived negative experiences. Participants rated 

each item of perceived negative outcomes experienced using a five-point Likert scale (1 = 

strongly disagree to 5 = strongly agree). A sample of items measuring perceived negative 

outcomes experienced at work included: “stigmatised (others formed a negative perception of 

me and my capabilities)” and “people had a negative perception that it impacted on my ability 

to perform my job’’. In addition, participants selected from a list of people at work (disclosure 

target) to whom they had disclosed (i.e., colleagues, immediate line manager and Human 

Resource Department). This was a separate measure included to determine to whom 

participants disclosed and their associations with perceived negative experiences. 

 

3.6.5 Demographic Characteristics 

Demographic variables were measured using single items. These variables included 

age, gender (male or female), race (Indian, White, Black African, Coloured, other or prefer not 

to answer), Participants had a free response option to report on age, tenure, and the number of 

years living with a MHC condition. 

 

3.6.6 Statistical Analyses 

The data was analysed using the Software Package for Social Sciences (SPSS) version 

24. Reliability analysis was conducted using Cronbach's alpha coefficient to measure the 

internal consistency of the items (Pallant, 2010). Where suitable, an exploratory factor analysis 

(EFA) was conducted using principal axis factoring. Kaiser-Meyer-Olkin (KMO) and Bartlett’s 

test were conducted to ensure the data met the criteria for EFA. Cross-tabulations, descriptive 

analysis, and the Mann-Whitney U test were then used to test the research propositions. 



43 
 

4 Results 

In this section, the research findings are summarised. The section begins by examining 

the suitability of the measures. The results of the statistical analyses used to examine the 

propositions of the study are also discussed. The statistical analyses included examining the 

descriptive statistics, cross-tabulations, the chi-square test, factor analysis, and the Mann- 

Whitney U test. In addition, the section discusses the reliability of items produced, using 

Cronbach's Alpha. 

 

4.1 Preliminary Analysis 

Before the data analyses, a set of initial analyses were conducted. The following scales 

were subjected to factor analysis: support in respect of MHC disclosure (SMCD), perceived 

positive experiences concerning disclosure (PPED), and perceived negative experiences owing 

to disclosure (PNED). The data was considered suitable for factor analysis when the Kaiser- 

Meyer-Olkin (KMO) measure was greater than .50, Bartlett's test of sphericity was significant 

and the p-value was less than .05 (Field, 2014). The KMO measure was used to determine 

sample adequacy and Bartlett's test of sphericity was used to determine inter-item correlations 

where applicable (Field, 2014). The underlying dimensions of the constructs were examined 

and Principal Axis Factoring (PAF) extraction method and rotation (Varimax with Kaiser 

Normalisation) were applied. Factors were retained if they had a factor loading > .40, based on 

Ware (1994)'s guidelines in their study on mental health. Cronbach’s alpha was used to test the 

reliability of measures. Constructs with the Cronbach’s alpha values greater than 0.7 were 

considered acceptable in assessing reliability (Bartholomew et al., 2011). 
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4.2 Factor Analysis 

Factor analysis is a multivariate statistical method which assesses the dimensionality of 

a measure by clustering scale items to identify how many underlying theoretical constructs 

underlie the responses to the scale items in a particular sample (Field, 2014) In addition to 

determining the number of fundamental influences or dimensions underlying a scale, the goal 

of factor analysis is to quantify the extent to which each item is associated with each underlying 

dimension (termed as the size of the item’s loading on a factor) (Roberts et al., 2006). If items 

hang together as expected then this is an indication that the scale has construct validity (Field, 

2014). The preliminary analysis revealed that the set of items in the SMCD, PPED and PNED 

scales were appropriate for factor analysis. The KMO values were all above .50 and Bartlett’s 

test of sphericity were all significant (p < .001). 

For the SMCD construct the results indicated significance (χ² (28) = 283.401, p < 

0.001). The SMCD construct consisted of eight items measuring support in respect of 

disclosure at work and outside work. Rotations are recommended when factors correlate (Field, 

2014). Furthermore, to ease interpretation, factors are rotated in such a way that items correlate 

most strongly with one factor and the least with any of the other factors. When conducting a 

PAF, several rotation methods can be used, one of which is Varimax Rotation and Kaiser 

Normalisation; an orthogonal rotation procedure (Field, 2014; Lani, 2017) was selected for this 

analysis. This procedure was deemed appropriate based on the assumption that factors do not 

correlate.  

Two factors emerged, with 5 distinct items loading on factor 1 and two items loading on factors 

2. Factor 1 would consist of support from spouse/partner, parent/sibling/s, child/ren, and 

friends as a result of disclosure and factor 2 would comprise of support from colleagues, the 

Human Resource Department and immediate line managers, as a result of the disclosure. The 

two-component structure explained 62.1% of the total variance. It was anticipated that factor 
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1, namely support owing to MHC disclosure at work (SMCDWAW) i.e. Human Resource 

Department, immediate line managers and colleagues - would emerge and contributed 41.435% 

of the variance. Factor 2 namely support owing to MHC disclosure outside work (SMCDOW) 

i.e. Spouse/partner, parents, siblings, children and friends contributed 20.673% of the variance.  

 

Table 4 

Factor Loadings for Exploratory Factor Analysis with Varimax Rotation of SMCD 

 Rotated Factor Loading 

SMCDAW SMCDOW 

SMCDOW1 The following people have been SUPPORTIVE of my 

decision to disclose at work: Spouse/Partner 

 .680 

SMCDOW2 The following people have been SUPPORTIVE of my 

decision to disclose at work: Parent/s 

 .770 

SMCDOW3 The following people have been SUPPORTIVE of my 

decision to disclose at work: Sibling/s 

 .780 

SMCDOW4 The following people have been SUPPORTIVE of my 

decision to disclose at work: Child/ren 

 .664 

SMCDOW5 The following people have been SUPPORTIVE of my 

decision to disclose at work: Friends 

 .512 

SMCDAW1 The following people have been SUPPORTIVE of my 

decision to disclose at work: Colleagues 

.820  

SMCDAW2 The following people have been SUPPORTIVE of my 

decision to disclose at work: Human Resource 

Department 

.867  

SMCDAW3 The following people have been SUPPORTIVE of my 

decision to disclose at work: Immediate Line Manager 

.879  

   

                   Eigenvalues 3.315 1.654 

                   Individual total variance (%) 41.435 20.673 

                   Cumulative total variance (%) 41.435 62.108 

Note. N=105, SMCDAW = Support owing to an MHC disclosure at work, SMCDOW= Support owing 

to an MHC disclosure outside work. 
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The eigenvalues were 3.32 and 1.65 respectively as seen in Table 4. The results indicate that 

SMCD is a bi-dimensional construct. All further analyses used SMCD as a separate scale: 

Support of a MHC owing to disclosure from those outsides of work (SMCDOW) and support 

of a MHC owing to disclosure from those at work (SMCDAW). 

The first round of factor analysis for PPED revealed that all items loaded onto two 

factors, with eigenvalues above 1.0 and explained 75.45% of the cumulative total variance. The 

sample size was found adequate as the KMO and Bartlett's test of sphericity produced criteria 

that supported the factor analysis. Two factors emerged from the EFA, each with eight items 

loading on both factors. However, two items loaded non-significantly, with factor loadings of 

.54 and .401, respectively. Item one PPED1 ("I experienced the following positive outcomes 

of disclosing at work: Access to specialist support and medical benefits") and item two PPED2 

("I experienced the following positive outcomes of disclosing at work: Appropriate 

accommodations and adjustment to work"). After the deletion of the two weak loaded items. 

The second round of factor analysis revealed that six items loaded onto one factor with an 

eigenvalue of 4.1 and explained 66.9% of the variance. The examination of the scree plot 

confirmed the PPED was uni-dimensional. Table 5 below presents the factor structure of PPEN. 

 

Table 5 

Factor Loadings for Exploratory Factor Analysis of Perceived Positive Experience Owing to 

Disclosure Scale (PPED) 

PPED 

PPED1 I experienced the following positive outcomes of disclosing at work: 

Support from others for my condition 

.720 

PPED2 I experienced the following positive outcomes of disclosing at work: 

Sense of empowerment 

.803 

PPED3 I experienced the following positive outcomes of disclosing at work: 

Reduced stress from not concealing my condition 

.850 

PPED4 I experienced the following positive outcomes of disclosing at work: 

Opportunity to advocate about mental health issues 

.847 
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PPED5 I experienced the following positive outcomes of disclosing at work: 

Opportunity to educate others about my condition 

.865 

PPED6 I experienced the following positive outcomes of disclosing at work: 

Sense of relief 

.816 

Eigenvalue  4.01 

%Variance  66.93 

Note. N= 103. PPED = Perceived positive experiences owing to disclosure 

 

The factor analysis for PNED revealed that twelve items loaded onto one factor with 

an eigenvalue of 4.1 that explained 66.9% of the variance. The scree plot results confirmed the 

uni-dimensionality of PNED. Table 6 below presents the factor structure of PNED. 

 

Table 6 

Factor Loadings for Exploratory Factor Analysis of Perceived Negative Experience Owing to 

Disclosure Scale (PNED) 

Note. N =103.PNED = Perceived negative experience 

PNED 

PNED1 My competencies were questioned .775 

PNED2 Career prospects were limited .813 

PNED3 People had a negative perception that it impacted on work .880 

PNED4 Embarrassment .619 

PNED5 Stigmatised .918 

PNED6 Resulted in my being treated ‘differently’ .913 

PNED7 Increased surveillance of me by management work .788 

PNED8 The immediate manager was not understanding .755 

PNED9 Was viewed differently from others .912 

PNED10 My right to privacy would be violated .793 

PNED11 Discriminated against .879 

PNED12 Uneasy treatment from others .869 

Eigenvalue  8.27 

%Variance  68.95 
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4.3 Reliability Analysis 

Reliability analysis was conducted on the SMCD, SMCDOW, SMCDAW, PPED, 

PNED scales and the Cronbach alpha coefficients are reported. Cronbach's alpha values for 

SMCDOW and SMCDAT (Cronbach α =75) and (Cronbach α= .86) respectively - showed 

acceptable internal consistency (Nunnally, 1978). The PPED (Cronbach α = .91) and PNED 

(Cronbach α =.96) also indicated good reliability. All scales thus indicated well to excellent 

internal consistency. 

 

4.4 Descriptive Statistics 

Table 7 indicates the descriptive statistics for support owing to MHC disclosure outside 

work (SMCDOW); support owing to MHC disclosure at work (SMCDAW); perceived positive 

experiences owing to MHC disclosure (PPED) and perceived negative experiences owing to 

MHC disclosure (PNED). The skewness and kurtosis of the variables were examined. 

Skewness indicates the symmetry of the distribution - the extent to which the distribution is 

skewed to have either too many low scores or too many high scores is shown in the distribution 

(Burns & Burns, 2008; Field, 2014). Kurtosis looks at the width and height of the distribution 

(Field, 2014). The further away the kurtosis and skewness values are from zero, the greater the 

likelihood that the data is not normally distributed (Field, 2014). Although many statistical 

analyses assume a normal distribution of data, it is acknowledged that this assumption is not 

often met in social sciences research. However, many of the parametric analyses in SPSS are 

rigorous and can still be used when this assumption is not strictly met (Egboro, 2015). Table 7 

reports on the measures' means (M), standard deviations (SD), skewness and kurtosis of the 

data set analysed. The results of SMCDOW, SMCDAW, and PNED were all negatively skewed 

indicating higher scores in the distribution (Field, 2014). OMCD and PPED were positively 

skewed, indicating relatively lower scores in the distribution. 
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Table 7 

Descriptive Statistics of Scales under Investigation 

Scale M SD Skewness Kurtosis 

1.OMCD 2.68 .83 .23 -.565 

2.SMCDAW 3.13 1.01 -.582 -.305 

3.SMCDOW 3.30 .80 -.461 .753 

4.PPED 2.33 1.10 .599 -.742 

5.PNED 2.86 1.14 -.024 -1.171 

Note. N’s range from 98 to 108; M = Mean; SD = Standard Deviation; OMCD = Occurrence of a MHC 

disclosure; SMCDAW= Support owing to a MHC disclosure at work; SMCDOW= Support owing to 

MHC disclosure outside of work; PPED = perceived positive experiences in respect of MHC disclosure; 

PNED= perceived negative experience in respect of MHC disclosure. 

 

In addition, the descriptive analysis of the data gathered through the questionnaire was 

subjected to frequency counts to measure the occurrence (disclosure timing) of MHC 

disclosure (OMCD) in the workplace. There were four options available to employees in 

respect of when disclosure occurred at work. The measures of interest for this construct were 

whether disclosure occurred during the selection process or six to eighteen months after 

employment. The results of the frequency distributions showed that the majority of respondents 

(44, 41.3%) disclosed their MHC after employment in relation to the respondents (9, 8.3 %) 

who disclosed during the selection process, see Table 8. 
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Table 8 

Descriptive Statistics Showing Frequencies for Occurrence (timing) of MHC Disclosure at 

Work 

MHC disclosure Occurrence/Timing Frequency Percentage 

On diagnosis (I was working on 

diagnosis) 

45 41.5% 

During the selection process 9 8.3 % 

On starting the job 11 10.1 % 

6-18 months after employment 44 40.4 % 

Total 109 100 

Note. N=109, % = percentage 

 

4.5 Cross-tabulations 

A cross tabulation is a joint frequency distribution of cases based on two or more 

categorical variables. Displaying a distribution of cases by their values on two or more 

variables is known as contingency table analysis; one of the most used analytic methods in the 

social sciences. The joint frequency distribution can be analysed with the chi-square statistic 

(x2) to determine whether the variables are statistically independent or if they are associated 

(Michael, 2001). 

4.5.1 Cross- tabulation in Respect of Age, Tenure, When and to Whom Disclosed 

Cross-tabulations for the demographics, namely age and tenure were computed 

concerning when (disclosure timing) and to whom (disclosure target) the disclosure occurred. 

It is worth noting that in the present study, the researcher operationally identified tenure as the 

"total number for years employed". This could have potentially been understood as the overall 

number of years participants were employed and not the tenure with their current employer. 

Nonetheless, Gibson and Klein (1970) indicated in their study that age and tenure are highly 

related. The cross-tabulation results revealed that age and tenure did not show significantly 

different contributions to when disclosure occurred and to whom disclosed as seen in Table 9 
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and Table 10. The results from Pearson chi-square show the impact of age and when  disclosure 

occurred to be statistically insignificant (p > 0.05). This suggests that age and tenure is not a 

significant factor in respect to when participants disclose. 

 

Table 9 

Cross-tabulation When did a MHC Disclosure Occur at Work (Age) 

 Age Group Total 

20<30 30<40 40<50 50<60 60<70  

MHC 

disclosure 

occurrence 

On diagnosis (I was 

working when 

diagnosed) 

n 10 15 15 3 1 44 

% 40.0% 39.5% 46.9% 33.3% 33.3% 41.1% 

        

During the selection 

process 

n 4 4 1 0 0 9 

% 16.0% 10.5% 3.1% 0.0% 0.0% 8.4% 

        

On starting the job n 3 3 5 0 0 11 

% 12.0% 7.9% 15.6% 0.0% 0.0% 10.3% 

        

6-18 months after 

employment 

n 8 16 11 6 2 43 

% 32.0% 42.1% 34.4% 66.7% 66.7% 40.2% 

        

Total  n 25 38 32 9 3 107 

% 100% 100% 100% 100% 100% 100% 

a. Chi (df) =9.673(12), p=0.645 



 

Table 10 

Cross- tabulation When an MHC Disclosure Occurred at Work (Tenure) 

Tenure Groups Total 

When Disclosed 0 < 5 5 < 10 10 < 15 15 < 20 20<25 25< 30 30 < 35 40 < 45  

On diagnosis 6 11 7 6 8 6 1 0 45 

28.6% 45.8% 50.0% 35.3% 57.1% 60.0% 50.0% 0.0% 42.9% 

During the selection process 4 1 1 2 0 0 0 0 8 

19.0% 4.2% 7.1% 11.8% 0.0% 0.0% 0.0% 0.0% 7.6% 

On starting the job 2 3 1 2 1 0 0 0 9 

9.5% 12.5% 7.1% 11.8% 7.1% 0.0% 0.0% 0.0% 8.6% 

6-18 months after employment 9 9 5 7 5 4 1 2 43 

42% 37.5% 35.7% 41.2% 35.7% 40.0% 50.0% 41.0% 100% 

Note: Chi (df) =15.559(24), p=0.903 

 

 



 

Furthermore, the relation between age and to whom participants disclosed at work was 

examined. The results of the cross-tabulation analysis indicated that majority of the respondents 

across all age groups disclosed their MHC to immediate line managers, followed by to the 

Human Resource Department and lastly to colleagues. The Pearson chi-square results in Table 

11 showed that the relationship between age and to whom disclosed (disclosure target), were 

not statistically significant (p > 0.05). This suggests that age is not a significant factor in 

deciding to whom the participants disclosed at work. 

 

Table 11 

Cross-tabulation to Whom did Employees Disclose (Age) 

Age Total 

To whom disclosed 20 < 30 30 < 40 40 < 50 50 < 60 60 < 70  

Colleagues 0 6 3 1 0 10 

0.0% 15.8% 9.4% 11.1% 0.0% 9.4% 

       

Immediate Line manager 8 15 13 5 3 44 

33.3% 39.5% 40.6% 55.6% 100.0% 41.5% 

       

Human resource department 2 2 2 1 0 7 

8.3% 5.3% 6.3% 11.1% 0.0% 6.6% 

       

More than one of the people 

mentioned in the list 

12 15 13 2 0 42 

50.0% 39.5% 40.6% 22.2% 0.0% 39.6% 

       

Others 2 0 1 0 0 3 

8.3% 0.0% 3.1% 0.0% 0.0% 2.8% 

 24 38 32 9 3 106 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Note: Chi (df) =14,722 (16); p=0.543 
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Table 12  

Cross-tabulation to Whom Employees Disclosed (Tenure) 

Tenure Groups Total 

To whom disclosed 0 < 5 5 < 10 10 < 15 15 < 20 20<25 25< 30 30 < 35 35<40 40<45  

Colleagues 2 0 1 3 2 1 0 1 0 10 

10.0% 0.0% 7.1% 17.6% 14.3% 10.0% 0.0% 100.0% 0.0% 9.6% 

Immediate manager 7 11 3 7 7 4 1 0 2 42 

35.0% 45.8% 21.4% 41.2% 50.0% 40.0% 50.0% 0.0% 100.0% 40.4% 

Human resource department 1 2 2 0 1 0 1 0 0 7 

5.0% 8.3% 14.3% 0.0% 7.1% 0.0% 50.0% 0.0% 0.0% 6.7% 

More than one of the people 

mentioned in the list 

8 11 8 7 4 4 0 0 0 42 

40.0% 45.8% 57.1% 41.2% 28.6% 40.0% 0.0% 0.0% 0.0% 40.4% 

Others 2 0 0 0 0 1 0 0 0 3 

10.0% 0.0% 0.0% 0.0% 0.0% 10.0% 0.0% 0.0% 0.0% 2.9% 

 20 24 14 17 14 10 2 1 2 104 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Note: Chi (df) =36,850 (32); p=0.254 
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4.5.2 Cross-tabulation of Age, Tenure as a Result of Perceived Positive and Negative 

Experiences 

Furthermore, in understanding demographic factors concerning disclosure and 

perceived experiences, cross-tabulations were conducted between age and tenure and results 

showed no significant differences between PPED and age and PPED and tenure. In Table C1 

in Appendix C, the Pearson chi-square results showed that age, tenure, and perceived positive 

experience of disclosure of a MHC were not statistically significant (p > 0.05). This indicated 

that there was no significant difference in perceived positive experience across different age 

groups and tenures in the sample. In the case of perceived negative experiences owing to MHC 

disclosure, table C2 in Appendix C showed the chi-square values (p> 0.05) for all the scales, 

indicating that there was no significance between age and tenure in respect of perceived 

negative experience as a result of the disclosure. 

 

4.5.3 The Mann-Whitney U Test 

The Mann-Whitney U tests for differences between two groups on a single, ordinal 

variable with no specific distribution (Mann & Whitney, 1947). The Mann-Whitney U test was 

conducted to investigate whether there were statistically significant differences in mean scores 

of perceived positive experiences owing to disclosure (PPED) between groups; immediate line 

managers and the Human Resource department. As the dependent variable was continuous and 

the independent variable was categorical (the subjects were not the same in both groups) and 

the data were not normally distributed, Mann-Whitney U Test, a non-parametric alternative to 

t-test, was deemed appropriate (Larson-Hall, 2010, p. 138). The Mann -Whitney U test results 

indicated (PPED) was not significantly different for immediate line managers (M= 26.40) than 

for Human Resource department ( M= 16.57) , U = 88.00; p = 0.091>.05 (see Table 13). 



56 

 

Therefore proposition 3, namely perceived positive experiences owing to the disclosure 

of a MHC to an immediate line manager are significantly different than those owing to 

disclosure to the Human Resource Department is not supported. 

 

Table 13  

Mann-Whitney U Test Results: Perceived Positive Experiences Owing to MHC Disclosure 

Group N Mean Rank Sum of Ranks ZU P* 

Immediate Manager 42 26.40 1109.00 88.000 91 

Human Resource Department 7 16.57 116.00   

Note: N = 109, P*>0.05 

 

In addition, The Mann-Whitney U test was used to examine whether there was a 

significant difference between the two groups namely colleagues and immediate line managers 

concerning perceived negative experiences (PNED). Although these mean values are different 

as indicated in table 14 they are not statistically different. As the Mann-Whitney U test 

concerning (PNED) indicated a non-significant difference between colleagues (M= 24.2) and 

immediate line managers (M= 25.75, U =173.00; p =.771 >.5). Thus, contrary to expectations 

the result did not provide support for proposition 4, namely perceived negative experience 

(PNED) owing to the disclosure of a MHC to colleagues is significantly different than 

disclosing to immediate line manager. 

 

Table 14 

Mann-Whitney U Test Results: Perceived Negative Experiences Owing to MHC Disclosure 

Group N Mean Rank Sum of Ranks ZU P* 

Immediate Manager 9 24.22 218.00 173.00 0.771 

Human Resource 

Department 

41 25.78 1057.00   

Note: P*> .05 

The findings of this study supported the idea that the disclosure of a MHC is more likely 

to occur (OMCD) whilst employed rather than during a selection process. In respect of the 
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support of a MHC disclosure (SMCD), results indicate that support owing to the disclosure of 

a MHC outside of work (SMCDOW) was significantly different than support owing to 

disclosure at work (SMCDAW). Contrary to expectations, the perceived positive experiences 

owing to disclosure (PPED) from immediate line managers were significantly different than 

that from the Human Resource department findings and do not support proposition 3. The final 

expectation that perceived negative experiences owing to disclosure (PNED) to colleagues 

would be significantly different than disclosing to immediate line managers was not supported 

by the analysis. Hence, proposition 4 was not supported. In addition, the analysis showed no 

significant correlation between age and tenure concerning whom employees (disclosure target) 

disclosed to and when disclosure occurred (disclosure timing). Furthermore, there was no 

relation between PPED and age, PPED and tenure, PNED and age and PNED and tenure. Table 

15 provides a summary of these findings. 

Table 15 

Summary of Findings 

Proposition Finding 

Proposition 1: Disclosure of a MHC is more likely to occur whilst 

employed rather than during the selection process. 

Supported 

Proposition 2: The support of people with MHCs at work from colleagues, 

the Human Resources Department and immediate line 

managers is significantly lower than from people outside of 

work (spouse/partners, parents, siblings, children, friends) 

Supported 

Proposition 3: Perceived positive experiences owing to the disclosure of an 

MHC to an immediate line manager are significantly 

different than to the Human Resource Department. 

Not supported 

Proposition 4: Perceived negative experiences owing to the disclosure of 

an MHC to colleagues are significantly different from 

perceived negative experiences owing to disclosure to 

immediate line managers 

Not supported 
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5 Discussion 

This study aimed to gain an understanding of the disclosure of diagnosed Mental Health 

Conditions (MHCs) within the South African workplace. This section provides an overview of 

the results and discusses the findings concerning the propositions presented. Thereafter, the 

limitations and implications of the research are discussed and suggestions for future research 

are presented. 

 

5.1 Contributions of the Present Study 

This is the first South African study aimed at understanding disclosure of a diagnosed 

MHC in terms of specific disclosure patterns, namely when (disclosure timing), to whom 

(disclosure target), sources of support and perceived positive and negative experiences of how 

various groups at work responded to the disclosure. The propositions upon which the study is 

based are outlined below, after which there is a discussion of the related findings. 

5.2 Disclosure of a MHC is More Likely to Occur Whilst Employed Rather than 

During the Selection Process 

Firstly, disclosure timing was investigated to establish whether there were any 

significant patterns of disclosure occurrence. The descriptive analysis indicated that a 

significant majority of respondents (41.3 %) disclosed their MHC while they were employed 

rather than during the selection process (8.3%). In addition, age and tenure (total length of 

employment) were measured against the timing of disclosure. The cross-tabulation analysis 

indicated that an insignificant number of participants between the age of 20 to 50 years 

disclosed during the selection process; similarly, an insignificant number of participants in the 

50 to 70-year age group disclosed during the selection process. In the case of tenure, the cross-

tabulation analysis concerning when the disclosure of a MHC occurred showed that all the 
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tenure groups tended to disclose during employment rather than during the selection process. 

An insignificant few with tenure of between naught and 25 years disclosing during the selection 

process and no employees with a tenure of between 26 and 45 years disclosed during the 

selection process. From the results, it could be concluded that a significant majority of 

employees disclosed their MHC during employment rather than during the selection process. 

Also, since ( p > 0.05) was statistically insignificant, there was no correlation between 

age and tenure concerning when disclosure occurred. Importantly, proposition 1, namely the 

disclosure of a MHC is more likely to occur whilst employed rather than during a selection 

process, is supported. This has proved consistent with the findings of previous studies that 

employees prefer to disclose after they have been employed rather than before employment 

(Banks et al., 2006; Ellison et al., 2003; Granger et al., 1997, Choi et al 2016). As, Goldberg et 

al., (2005) note, later disclosure in the workplace can be helpful in that it gives disclosers the 

time and opportunity to get to know their co-workers first. The results for proposition 1 support 

their supposition. 

5.3 Work Colleagues, Immediate Line Managers and the Human Resources 

Department Offer Significantly Lower Support to People with MHCs Disclosure than 

People Outside of Work (Spouse/Partner, Parents, Siblings, Children, Friends) 

The support offered by people at work and outside of work to those who disclose a 

MHC was examined. To test proposition 2, the following statistical methods were used: factor 

analysis, descriptive statistics, and specifically mean results. Eight measures of support owing 

to the disclosure of a MHC at work were identified, factor analysis was carried out and the 

results extracted two factors. Factor 1 was “support at work’’ (SMCDAW), while factor 2 was 

“support from outside work” (SMCDOW). The overall mean for support at work (M = 3.16) 

was less than that from support outside work (M = 3.31). The results indicated that support 
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owing to the disclosure of a MHC at work is significantly lower than support from those outside 

work. 

Although there is limited literature on the support from those at work compared to the 

support of those outside of work for people who have disclosed a MHC, this finding is 

consistent with the findings of some extant literature (Bos et al, 2009; Pahwa et al., 2017), thus 

indicating that people tend to disclose to friends and family members rather than to work 

colleagues. However, Ragins (2008) states that the disclosure decision is made within the 

powerful context of the support received in both work and non-work environments. Disclosing 

a diagnosis to a friend or family member, for example, is likely to involve different 

considerations relative to disclosure to an employer (Reavley & Jorm, 2014). The discourse on 

disclosure theories presented in this study indicates that disclosure of a MHC depends, in part, 

on how the discloser perceives the reaction of the disclosure target (Greene et al. 2006). Thus, 

if it is perceived that the disclosure target's support or response will be negative or neutral, the 

discloser may prefer not to disclose their MHC. The research is clear about the potential 

destructiveness owing to perceived negative experiences of people living with a MHC. 

Therefore, a vigorous research agenda is necessary to gain empirical understanding into how 

the negative perceptions such as stigma and discrimination may best be overcome to support 

those living with a diagnosed MHC, especially in respect of disclosure at work. 

5.4 Perceived Positive Experiences Owing to the Disclosure of an MHC to an 

Immediate Line Manager are Significantly Different than Those Owing to Disclosure to 

the Human Resource Department 

Limited studies have examined perceived positive experiences specifically owing to 

MHC disclosure between immediate line managers and the Human Resource Department. 

However, studies that investigated the idea of perceived positive experiences owing to 

disclosure include those by McLaren (2004); Ralph (2002); Corrigan et al. (2001); and Gordon 
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(2005). Peterson et al. (2008) provide research outcomes for an overarching perspective on 

meaningful factors in disclosure which may be associated with perceived positive experiences. 

Other studies also support the importance of positive experiences or responses owing to 

disclosure (Schultz et al, 2011; Brohan et al, 2012; Holness, 2014; Krupa et al, 2009). 

In understanding the proposition of perceived positive experiences owing to the 

disclosure of a MHC to an immediate line manager are significantly different than those owing 

to disclosure to the Human Resource Department, descriptive statistics and the Mann-Whitney 

U test was used. The results did not support the proposition as results indicated that the 

perception of positive experiences owing to disclosure of a MHC to an immediate line manager 

was not statistically significantly different than in the case of disclosure to the Human Resource 

Department, given that all the measures indicated a result p> 0.05 from the Mann-Whitney U 

test. 

In addition, the results indicated moderate mean scores for perceived positive 

experiences of the disclosure identified in the current study. The mean was highest for PPED1 

"Support from others for my condition” (M = 2.50 SD =1.345). Other mean results were PPED2 

"Sense of empowerment" (M = 2.21, SD 1.35); PPED3 "Reduced stress from not concealing 

my condition” (M = 2.48, SD = 1.37); PPED4 “Opportunity to advocate about mental health 

issues” (M = 2.38, SD = 1.60); PPED6 “Opportunity to educate others about my condition” 

and PPED6“Sense of relief” (M = 2.47; SD = 1.42). It may be assumed on the back of the 

literature reviewed that perceived positive experiences in respect of disclosure are related to 

support from the disclosure target. The disclosure target in the case of the current study is the 

immediate line manager, the Human Resource department and colleagues. This is consistent 

with studies indicating that support from the disclosure target is a significant predictor of 

disclosure in the workplace (Munir et al., 2005). 
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In view of this, the idea of support on the back of the outcome of proposition 2 in this 

study, namely, support is lower from those at work (SMCDAW) with that outside work 

(SMCDOW). The researcher suggests that support play an important part in the perceived 

positive experiences from the disclosure target. 

5.5 Perceived Negative Experiences (PNED) Owing to the Disclosure of an MHC to 

Colleagues are Significantly Different from Perceived Negative Experiences Owing to 

Disclosure to Immediate Line Managers 

Limited studies have examined perceived negative experiences owing to the disclosure 

of MHCs to colleagues and line managers. However, negative perceptions like the perception 

of stigma and discrimination have been confirmed in multiple studies and include studies by 

Thornicroft et al. (2009); Wahl (1999); Lasalvia et al. (2013); and Schultz et al. (2011).  Other 

studies (Wheat et al., 2010; Pratt et al., 1999) confirm disclosure's negative perceptions of a 

change in supervision (being more closely monitored); lack of opportunity for advancement 

and a need to work harder than others to prove one's worth. Dalgin and Gilbride (2003) 

highlight concerning outcomes of disclosure but more particularly, draw on disclosure having 

a negative impact on the job supporting the notion of perceived negative experiences owing to 

disclosure. In a study by Taylor and Altman (1987), results indicated that if costs are higher 

than rewards, there will be negative relational outcomes. 

In this study, perceived negative experiences owing to disclosure were examined to 

understand the disclosure of a MHC in the workplace. All the perceived negative experiences 

measures were statistically insignificant at a 5% level as seen in the Mann-Whitney U test. This 

led to the rejection of proposition 4, namely that perceived negative experiences owing to 

disclosure to colleagues are significantly different than in the case of disclosure to immediate 

line managers. Despite the inferential output, the mean ranks from the Mann-Whitney U test 

indicated higher scores for immediate line managers than for colleagues: PNED1 “My 
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competencies were questioned” (immediate line manager M = 28.45; colleagues M = 23.30); 

PNED2 “Career prospects were limited“ (immediate line manager M = 27.79, colleagues M = 

23.60); PNED4 “Embarrassment” (immediate line manager M = 27.00, colleagues M = 21.33); 

PNED5 “Stigmatised” (immediate manager M = 27.44, colleagues M = 25.10 ); PNED6 

“Resulted in my being treated ‘differently’” (immediate line manager M = 28.07, colleagues 

M = 25.00), PNED7 “Increased surveillance of me by management” (immediate line manager 

M = 27.20, colleagues M = 23.55); PNED8 “Immediate manager was not understanding” 

(immediate line manager M = 27.90, colleagues M = 23.15); PNED9 “Was viewed differently 

from others” (immediate line manager M = 27.76, colleague M = 23.75), PNED10 “My right 

to privacy would be violated” (immediate line manager M = 26.59; colleagues M = 

26.06);PNED11 “Discriminated against’’ (immediate line manager M = 27.57, colleagues M 

= 24.55); PNED12 “Uneasy treatment from others (immediate line manager M = 27.27, 

colleagues M = 25.85). 

Notably, PNED3 “People had a negative perception that it impacted on my ability to 

perform” (immediate line managers M= 26.93, colleagues M=27.30) was the only measure 

where the mean for the immediate line manager was lower than for colleagues. This result may 

be due to the double negative wording in question, namely, “I experienced the following 

negative outcomes of disclosing my mental health condition at work: people had a negative 

perception that it impacted on my ability to perform”. Due to this potential ambiguity, the 

question may have been misunderstood and consequently, the responses may be inconsistent 

compared to those for the other eleven measures of PPED. However, the overarching results 

indicate that the perceived negative experience owing to disclosure is not significantly different 

in the case of colleagues than in the case of line managers. Moreover, breaking down negative 

perceptions like stigma may provide the type of open and supportive culture that enables staff 
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to be honest about the MHCs to access support and to enjoy a healthy working life (Deloitte, 

2017). 

 

5.6 Limitations and Suggestions for Future Research 

Disclosure of a diagnosed MHC in the workplace remains an underdeveloped area of 

research and this study aimed to contribute to the body of knowledge in this area. The following 

section outlines suggestions for future research based on the limitations identified in this study. 

This study utilised primary data by way of an online questionnaire. However, there are several 

limitations associated with this type of data source: although the assumption is that the data 

collected was accurate and intentional manipulations negated (Lewis-Beck et al., 2003). 

Because data were collected using an online survey hosted by the online communication 

infrastructure of an independent NPO, there was no control over the data collection process. If 

questions were misinterpreted or not fully completed, no changes could be made. The 

completion of the survey was not compulsory. This may have resulted in sample selection bias 

as participation was voluntary. One cannot determine whether there would have been a 

difference between those who responded and those who chose not to respond. Using online 

anonymous surveys as a data collection method carry the risk various response biases (Lewis-

Beck et al., 2003). 

It is recommended that the sample size be considered since the sample size of 109 was 

not adequate to examine the four propositions that were presented in this study. Hence, future 

researchers using a larger sample size should be able to produce and test more reliable and 

statistically inferential results. Another limitation was that the concepts of employee mental 

illness, mental disability, mental health condition, mental wellness and mental wellness were 

used interchangeably; hence creating room for potential misconceptions on what a mental 

health condition is in the current study. The questions in the study did, however, give examples 
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of MHCs but since with so many mental health conditions, it was impossible to label them all. 

Neither did the researcher examine what kind of mental health condition the respondent had 

disclosed. Therefore, a free-range question, such as, "with what kind of mental health condition 

have you been diagnosed" may have added further value to this paper, especially since the 

South African discourse on MHCs is fragmented (SADAG, 2016). Furthermore, limited studies 

in South Africa of this nature concerning specific MHCs (e.g. Bipolar disorder) within the 

workplace are available. 

Additionally, the research specifically did not ask respondents to identify the reasons 

why participants had disclosed their MHC at work, due to the sensitive and confidential nature 

of this information. Since this information may have added more depth to an understanding of 

MHC disclosure. So, for example, people diagnosed with a MHC namely depression may be 

more prone to disclose compared to people with addiction. 

Furthermore, given the complex nature of capturing disclosure in authentic workplace 

contexts, it may be the case that researchers are better able to manipulate disclosure timing or 

gauge confidantes' reactions using experimental designs (Cheung et al., 2017). 

This research has set the foundation for future researchers as it provides an opportunity 

to investigate further on MHC disclosure patterns and experiences, specifically the impact of 

key disclosure targets at work (i.e. immediate line managers, the Human Resource Department 

and colleagues). This study utilized a cross-sectional design, which presents certain limitations 

since it cannot establish cause-and-effect relationships, only associations (Sedgwick, 2014). It 

is recommended that future researchers conduct longitudinal studies to examine possible time 

lag effects (Burns & Burns, 2008; Field, 2014). In the case of some of the propositions, no 

inferential statistics were used to assess the significance of the outcomes given the limitations 

concerning the measures used and the small data sample. Therefore, to analyse the propositions, 

descriptive statistics such as the mean were used as a basis from which to draw conclusions. 

https://onlinelibrary-wiley-com.ezproxy.uct.ac.za/doi/full/10.1002/job.2402#job2402-bib-1004
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Owing to this key limitation of the study, future researchers should consider propositions and 

measurements that allow for inferential testing and analysis to obtain increased credibility in 

conclusions. 

 

5.7 Implications of the Present Study 

This present study has filled the research gap on understanding MHC disclosure, 

specifically concerning disclosure patterns (when and who), the reactions of those to whom the 

employee with a MHC disclosed and the perceived experiences of the participants who 

disclosed their MHC at work. Therefore, this study has contributed to the existing literature on 

disclosure of a MHC at work, particularly in the South African context. 

The study examined how the participants with a MHC perceived the response of 

different groups at work (immediate line managers, Human Resource Department and 

colleagues) and outside of work (spouse/partner, siblings, parents and friends) to the disclosure. 

Disclosure patterns with regards to when (disclosure timing) and to whom (disclosure target), 

support owing to disclosure and perceived positive and negative perceptions in respect of 

disclosure were examined. The results of the study showed that most employees do not disclose 

their mental health conditions during the selection process but rather after they have been 

employed. However, no rigorous statistical method was used to assess the significance of the 

outcome. Descriptive analysis was computed, and the mean frequencies and standard deviation 

were the measures of comparison. The results implied that the employees are hesitant to 

disclose their mental health conditions during the selection process. Many reasons have been 

highlighted in the literature for the failure to disclose before employment including the fear 

that it might reduce the candidate's chances of getting the job. 

The analysis showed that the support in respect of MHC disclosure at work is 

significantly lower than outside of work. The results may indicate that those outside work 
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(spouse/partner, children) show genuine support based on trusted relationships as compared to 

less significant work relationships. Given the closer personal relationships with people outside 

of work and the emotional connection and intimacy of these relationships, it is not surprising 

that there is less support from those at work. 

Contrary to expectations, in the case of the proposition 3 and 4, firstly that the perceived 

positive experience owing to disclosure to immediate line managers would be significantly 

different than in the case of disclosure to The Human Resource Department. Secondly, that the 

perceived negative experience owing to disclosure to colleagues would be significantly 

different than in the case of disclosure to immediate manager. The results revealed that there 

was no significant difference found for propositions 3 and 4, henceforth these propositions 

were not supported in this study. The outcomes of these propositions is in line with the literature 

about a need to close the gap of perceived lack of good supportive working relationships 

between immediate line manager, Human Resource Departments and the employees in the 

organisation, specifically with respect to mental health conditions disclosure. Other factors 

considered included, despite the expectation that immediate managers in alignment with 

Human Resource Departments should be the custodians of employee mental health awareness 

and promotion. Given their position in the organisation, these specific groups at work should 

contribute to the overall wellness of employees at work. Specifically, since the discourse of the 

far-reaching negative impacts of mental illnesses at work and the considerations on business 

success identified in the field of OHP. Furthermore, the results may support what the literature 

has identified as a gap between having MHC policies and processes and the poor 

implementation of these policies in organisations. This may mean that the lack of appropriate 

implementation of policies and processes may affect employees' attitudes toward their work 

environments and relationships. 
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Furthermore, important to note from the literature reviewed, an organisational culture 

that fosters and promotes employee wellness may consequently lead to more open 

conversations about mental health issues in the workplace. This is in line with other studies 

that suggest that disclosure can increase awareness, influence organisational culture, and create 

social and organisational change (Bowen & Blackmon, 2003; Creed & Scully, 2000; Meyerson 

& Scully, 1995). 

These conversations, if driven by an organisational culture which inculcates employee 

mental health as a critical imperative will not only contribute to immediate line managers and 

human resource departments fulfilling leadership roles in this area. Moreover, it is suggested 

that it may lead to all employees in the organisation to adapt positive attitudes toward mental 

health matters. Such a favourable organisational culture that is conducive to promoting 

employee mental health may contribute to employees feeling less fearful and more comfortable 

about disclosing their MHC to those at work. More importantly, organisational cultures that 

embrace and foster employee mental health in the workplace, has indicated successful 

organisational outcomes, such as increased productivity and better profits (WHO, 2019b) 
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6 Conclusion 

There has been an increase in research on the disclosure of a diagnosed MHC at work 

over the last decade. However, there is limited documented research on this topic in the South 

African work context. This study identified notable findings in the patterns of the when and to 

whom (timing and target) of disclosure, support, negative and positive experiences owing to 

the disclosure of MHCs. Further research is necessary to empirically examine with adequate 

inferential statistics ways in which disclosure occurs over time and across each unique identity 

group. Also, the settings, support, and perceptions of the employees and those affected by 

MHCs disclosure at work should be examined empirically. 

Moreover, this study has indicated that disclosure of a MHC at work is not a "one size 

fits all" process. This study can be used as a foundation for other researchers to build upon in 

understanding the disclosure of MHCs. It may be beneficial for future researchers to build on 

this understanding of MHCs concerning the nuances inherent to specific MHCs such as 

depression, bipolar disorder and so on. Also, researchers should apply and test models that 

capture the dynamic processes and environments in which MHC disclosure at work occurs. On 

the back of this, organisational HR policies and processes should be a central point of 

consideration in these processes and environments. 

It is hoped that this research may assist employees and employers in creating safe 

working environments in which employees can feel comfortable and empowered to bring their 

full, authentic selves to work. Further, it is hoped that organisations will develop strategic 

organisational policies that include procedures such as mental health interventions which can 

create encouraging disclosure opportunities for employees. It is clear from the literature that 

disclosure of a MHC may reap positive benefits for both the employer and the employee. 

The researcher suggests that if mental health policies, processes, and interventions are 

well conceptualised and implemented by leaders in organisations. it may become a competitive 
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advantage for those organisations. The advocacy and promotion of a mentally healthy 

workforce underpinned by an overarching organisational culture and strategy that embraces 

and promotes employee mental health, in general, has shown success in organisations. 

Another by-product of promoting safe disclosure opportunities at work is the potential 

benefits concerning the organisation's employment equity position in terms of affirmative 

action as noted in the literature. Because on permission, the employee/s who discloses a 

diagnosed MHC at work may be reported through policy as a person/s working with a disability 

in terms of EEA and the Broad-Based Black Economic Empowerment Act 53 of 2003 (BBBEE 

Act). Organisations that comply are rewarded BBBEE points. The more BBBEE points an 

organisation has the higher its BBBEE rating, and the more enticing that business is as a service 

provider or supplier (BBBEE Act, 2003). 

This study is clear about the potential destructiveness of disclosure experiences in the 

lives of people living with a MHC. Therefore, the research agenda in this area must be vigorous 

in the pursuit of understanding and obtaining insight into how prejudice and discrimination 

concerning MHCs might best be dismantled and overcome. Understandably, this will take time 

but as noted above, as well as elsewhere in the literature (Shih, 2004; Thoits, 2011), individuals 

with concealed stigmatised identities (MHCs) can disclose them, can overcome the 

consequences of the disclosure, and lead positive, optimistic lives. 

In short, it is hoped that MHC disclosure encouragement may lead to more positive and 

healthy work experiences and ultimately more fulfilling and successful outcomes for both 

employees and employers. These conclusions are in line with a recent study by the Deloitte 

(2017) which affirms that organisations are starting to see mental health as a priority and 

recognise that it is important for recruiting and retaining the talent of the future, and that good 

mental health and wellbeing is linked to strong business performance. 
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Appendices 

Appendix A 

Measures utilized in the study 

 

Occurrence of MHCs disclosure (OMCD) 

 

When did you disclose your mental health condition? 

 

Occurrence of MHCs disclosure scale: 

 

1. 6-18 months after employment 

2. During the selection process 

3. On diagnosis (I was working when I was diagnosed) 

4. On starting the job 

 

Support of MHCs disclosure 

The following people have been SUPPORTIVE of my decision to disclose at work: 

 

Support of MHCs disclosure at work scale: 

1. Colleagues 

2. Immediate Line Manager 

3. HR department 

 

Support of MHCs disclosure outside of work scale 

1. Spouse/Partner 

2. Parent/s 

3. Sibling/s 

4. Child/ren 

5. Friends 
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Perceived Positive experiences owing to MHCs disclosure scale 

I experienced the following positive outcomes of disclosing at work: 

1. Access to specialist support and medical benefits 

2. Appropriate accommodations and adjustment to my work 

3. Support from others for my condition 

4. Sense of Empowerment 

5. Reduced stress from not concealing my condition 

6. Opportunity to advocate about mental health issues 

7. Opportunity to educate others about my condition 

8. Sense of relief 

Perceived negative experiences owing to MHCs disclosure scale 

I experienced the following positive outcomes of disclosing at work: 

1. My competencies were questioned 

2. Career prospects were limited 

3. People had a negative perception that it impacted on my ability to perform 

4. Embarrassment 

5. Stigmatized 

6. Resulted in me being treated ‘differently’ 

7. Enhanced surveillance of me by management D 

8. Immediate manager did not understand 

9. Was viewed differently from others 
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10. Was viewed differently from others 

11. Discriminated against 

12. Uneasy treatment from others 
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Appendix B 

 

Face to face preliminary exploratory interview questions: 

 

Screening questions: 

 

1. Have you ever been diagnosed with a mental health condition? Examples include 

depression, bipolar mood disorder, schizophrenia, addiction, post- traumatic stress, and 

anxiety and personality disorders? 

2. Have you ever disclosed of your condition to family members? 

3. Have you disclosed your condition to friends? 

4. Have you disclosed your condition at work? 

5. To whom have you disclosed your condition at work? 

6. When have you disclosed of your condition at work? 

 

Perceived experiences owing to disclosure outcomes of MHCs disclosure 

 

1. What do you think are the advantages of disclosing your mental health condition at 

work? (Probe for the following: ICAS, work colleagues, managers, supervisors or HR) 

2. What do you think are the disadvantages of disclosing your mental health condition at 

work? 

3. When do you think is the most appropriate time to disclose of you mental health 

condition at work? 

4. What else come to mind when you think of disclosing your mental health condition to 

your people at work? 
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Supportive peoples in MHCs disclosure 

 

When it comes to disclosing of your Mental Health condition at work, there may be individuals 

or groups who would think you should or should not do this. 

1. Please mention the individuals or groups who would approve or think you should 

disclose your mental health condition 

2. Please mention the individuals or groups who would not approve or think you should 

not disclose your mental health condition 

3. Sometimes, when we are not sure what to do, we look to see what others are doing. 

Do you know people at work who have or are MOST likely to disclose the mental 

health condition? 

4. Do you know people at work who have not and are LEAST likely to disclose the 

mental health condition? 

 

Perceived positive and negative experiences of MHCs disclosure 

1. What do you think are factors or circumstances that would make it easy or better enable 

you to disclose your mental health condition at work? 

2. What do you think are factors or circumstances that would make it difficult for you to 

disclose your mental health condition at work? 
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Appendix C 

Table C1 

Chi-Square Tests Chi-Square Tests for perceived positive experiences (PPED) and Age 

 Value df Asymptotic Significance(2- sided) 

Pearson Chi-Square 76.453a 88 .805 

Likelihood Ratio 72.714 88 .880 

Linear-by-Linear 

Association 

1.864 1 .172 

    

N of Valid Cases 101   

a. 114 cells (99.1%) have expected count less than 5. The minimum expected count is .01. 

 

 

Table C2 

Chi-Square Tests for perceived positive experiences (PPED ) and Tenure 

 Value df Asymptotic Significance(2- 

sided) 

Pearson Chi-Square 157.958a 176 .832 

Likelihood Ratio 130.451 176 .996 

Linear-by-Linear 

Association 

.027 1 .870 

    

N of Valid Cases 99   

a. 207 cells (100.0%) have expected count less than 5. The minimum expected count is .01. 
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Cross Tabulations Chi square results concerning age and tenure for perceived positive 

experiences owing to disclosure (PPED and perceived negative experiences ( PNED) owing 

to disclosure : 

Table C3 

Chi-Square Tests for perceived negative experience (PNED) and age 

 Value df Asymptotic Significance(2- 

sided) 

Pearson Chi-Square 191.756a 152 .016 

Likelihood Ratio 150.630 152 .516 

Linear-by-Linear 

Association 

.561 1 .454 

    

N of Valid Cases 94   

a. 195 cells (100.0%) have expected count less than 5. The minimum expected count is .03. 

 

Table C4 

Chi-Square Tests for perceived negative experience owing to MHC disclose and Tenure 

 Value df Asymptotic Significance(2- 

sided) 

Pearson Chi-Square 295.331a 259 .060 

Likelihood Ratio 203.374 259 .996 

Linear-by-Linear 

Association 

.050 1 .824 

    

N of Valid Cases 92   

a. 304 cells (100.0%) have expected count less than 5. The minimum expected count is .01. 




