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ABSTRACT

Objectives Research suggests that military personnel
frequently delay disclosing mental health issues and illness
(MHI), including substance use disorder, to supervisors.
This delay causes missed opportunities for support and
workplace accommodations which may help to avoid
adverse occupational outcomes. The current study aims
to examine disclosure-related beliefs, attitudes and needs,
to create a better understanding of personnel’s disclosure
decision making.

Design A cross-sectional questionnaire study among
military personnel with and without MHI. Beliefs, attitudes
and needs regarding the (non-)disclosure decision to a
supervisor were examined, including factors associated
with (non-)disclosure intentions and decisions. Descriptive
and regression (logistic and ordinal) analyses were
performed.

Setting The study took place within the Dutch military.
Participants Military personnel with MHI (n=324) and
without MHI (n=554) were participated in this study.
Outcome measure (Non-)disclosure intentions and
decisions.

Results Common beliefs and attitudes pro non-disclosure
were the preference to solve one’s own problems (68.3%),
the preference for privacy (58.9%) and a variety of
stigma-related concerns. Common beliefs and attitudes
pro disclosure were that personnel wanted to be their

true authentic selves (93.3%) and the desire to act
responsibly towards work colleagues (84.5%). The most
reported need for future disclosure (96.8%) was having

a supervisor who shows an understanding for MHI. The
following factors were associated both with non-disclosure
intentions and decisions: higher preference for privacy
(OR (95% CI))=(1.99 (1.50 t0 2.65), ,,,;,, 2-05 (1.12 10
3.76) 1,510 @Nd self-management (OR (95% Cl))=(1.64
(1.20t02.23), ..., 1.79 (1.00 to 3.20),....), higher
stigma-related concerns (OR (95% Cl))=(1.76 (1.12 to
2.77),ontion 2-21 (1.02 10 4.79) ) and lower quality of
supervisor—employee relationship (OR (95% Cl))=(0.25
(01510 0.42), .., 0.47 (0.25 10 0.87) . ....)-

Conclusion To facilitate (early-)disclosure to a supervisor,
creating opportunities for workplace support, interventions
should focus on decreasing stigma and discrimination and

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Disclosure of mental health issues and illness to a
supervisor was examined in the military, a context
in which little research has been done on this topic.

= This study included a group that is usually hard
to study, namely military personnel who have not
disclosed.

= This study included both personnel with and without
mental health issues and illness, providing insights
for interventions for personnel who may develop
mental health issues and iliness in the future.

= The sample is not representative for the entire mili-
tary, due to the sampling method.

= Due to the cross-sectional design of the study, no

causality can be presumed.

align with personnels’ preference for self-management.
Furthermore, training is needed for supervisors on how to
recognise, and effectively communicate with, personnel
with MHI. Focus should also be on improving supervisor—
employee relationships.

INTRODUCTION
The decision for workers whether to
disclose their mental health issues and
illness (MHI), including substance use
disorder, to their supervisors can have far-
reaching consequences for their sustain-
able employment.'™ Disclosure can lead to
workplace support and accommodations,
which can prevent worsened symptoms and
sick leave, and non-disclosure can lead to
missed opportunities for this support.” *°
However, disclosure can also lead to being
stigmatised and discriminated against.®”
The disclosure dilemma is expected
to be even more prominent for trauma-
prone occupations, such as the military,
where workers are expected to be ‘strong’
and disclosure may yield less positive
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outcomes.” ® Additionally, workers in these high-risk
occupations are exposed to stressors at work, increasing
their risk of developing MHL’ Previous research in
the military showed that there is a high preference
for solving one’s own problems,' there are stigma-
related concerns and military personnel tend to delay
seeking help.®!" '? Together this might cause a delay in
disclosure to a supervisor. To facilitate (early-)disclo-
sure, so that personnel can receive support which
can prevent adverse occupational outcomes,””’ more
insight is needed into the (non-)disclosure decision.
Although the (non-)disclosure decision is complex
and has farreaching consequences, research on this
matter is scarce and mostly qualitative, especially in
the military.” " ¥ Research has shown that the super-
visor plays an important role, where supervisor’s atti-
tude and behaviour can form both a barrier as well as
be a facilitator for disclosure.® '*1° Furthermore, ‘The
model of employee decision-making about disclosure
of a mental disorder at work’ proposes that there is
a default position of non-disclosure, caused by fear
of stigma, wanting to maintain boundaries and main-
taining confidentiality.'® This model proposes that a
triggering incident is needed before a disclosure deci-
sion is made.'®

The aim of the current study was to gain insight into
the (non-)disclosure decision to a supervisor in the
military, and to confirm and expand earlier qualitative
findings.® This was done by examining beliefs, attitudes
and needs related to disclosure to a supervisor. Based
on earlier qualitative research on disclosure in the mili-
tary,” ! studies on disclosure among Dutch workers'” '®
and literature reviews on disclosure,” ' it was hypoth-
esised that the following beliefs and attitudes pro non-
disclosure would be important for, and associated with,
the disclosure decision: stigma-related concerns (eg,
social rejection), preference for self-management and
privacy, negative attitudes of the supervisor towards
MHI and difficulty talking about MHI. Additionally,
the following beliefs and attitudes pro disclosure were
hypothesised to be important for the disclosure deci-
sion: wanting to be one’s true and authentic self, posi-
tive attitudes of the supervisor towards MHI, setting
an example, organisational policies, a need for work
accommodations, feelings of responsibility, whether
MHI affects work functioning, advice from others, and
not having a choice due to the visibility of symptoms,
having to report sick or needing treatment during
work. To inform future interventions, several needs
related to disclosure were also assessed, based on
earlier qualitative research.’ These needs were related
to information on how to disclose and education for
supervisors on how to support military personnel with
MHI.

As personnel with and without MHI have shown
to have different views on treatment seeking,'’ ' the
current study examined both actual disclosure deci-
sions in personnel with MHI as well as future disclosure

intentions for those without MHI. The research ques-
tions were: (1) ‘What are beliefs, attitudes and needs
of military personnel regarding disclosure to a super-
visor?’, (2) ‘Do disclosers, differ from non-disclosers,
and if so, how?’ and (3) ‘What factors are associated
with non-disclosure to a supervisor?’.

METHOD

Design

A cross-sectional observational design with an online
questionnaire. Comparisons were made based on past
disclosure decisions for personnel with MHI and on
disclosure intentions for those without MHI. Data collec-
tion happened simultaneously with a study on treatment
seeking for MHL'? The Strengthening the Reporting of
Observational Studies in Epidemiology checklist was used
to report this study.*’

Setting

This study took place within the Dutch military, where
healthcare is organised internally. There are sanctions
for use of soft and hard drugs. However, when substance
use disorder is reported to a mental health professional,
there are confidentiality agreements. '’

Patient and public involvement

Different stakeholders from the Dutch military (psychol-
ogists, psychiatrists, policymakers and military personnel)
were involved in the development of the questionnaire. They
provided advice on the language used in the questionnaire
to ensure that it was military-appropriate language. They also
provided advice on the best way to recruit participants.

Participant recruitment

Active-duty military personnel who have been on deploy-
ment in the past 5 years were recruited. To ensure that both
personnel with and without MHI would be present in the
sample, existing data from a questionnaire personnel receive
after deployment was used to select a sample. This question-
naire included scores of depression, aggression, alcohol use
and posttraumatic stress disorder (PTSD). Clinical cutoff
scores were used to identify personnel with and without an
indication of MHI. Next, a stratified sample, based on gender,
age, military division and rank of personnel was approached,
half with an indication of MHI (n=1000) and half without
(n=1000).

Data were collected between January and February
2021. All personnel were invited at the same time, both
by email and a letter. Reminders were sent after 3 and 5
weeks. It was made clear that the responses to the ques-
tionnaire would be anonymous.

Measures

Demographics

Gender, age, marital status, education level, type of work
(operational or not), military department, rank and years
of service were assessed.
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Mental health issues and illness

Current MHI

To assess current MHI, the following measures were used;
(a) Hospital anxiety and depression scale,?! (b) Alcohol,
Smoking and Substance Involvement Sceening Tool - Lite
for substance use disorder,? (c¢) Alcohol Use Disorder
Identification Test - Concise, for alcohol use® and (d)
PTSD checklist for Diagnostic and Statistical Manual of
Mental Disorders-5.* For psychometric properties and
cut-oft scores, see online supplemental appendix A.

Self-reported MHI

Personnel were asked whether they have (had) MHI.
Group membership (ie, current/past MHI or no MHI)
was determined based on this. If personnel reported
having (had) MHI, they received a list of 15 possible types
of MHI (see online supplemental appendix B) and were
asked to indicate whether it concerned current or past
MHYI, in line with earlier research.'? 1725 They were asked
whether the MHI was work-related (yes/no) and to rate
the severity of their symptoms (during the worst time) on
a scale of 0-10.

(Non-)disclosure intentions and decisions

Personnel with MHI were asked whether they had
disclosed to their supervisor (yes/no). Personnel without
MHI were asked, in case they would develop MHI in the
future, whether they would disclose this to their super-
visor, using a 4-point scale ranging from very unlikely to
very likely.

Beliefs, attitudes and needs

Based on earlier qualitative research on disclosure in the
military,”"" studies on disclosure among Dutch workers'” '
and literature reviews on disclosure,2 % it was determined
which beliefs and attitudes should be assessed. Regarding
the beliefs and attitudes, 13 statements pro non-disclosure
(eg, I would prefer to solve my own problems) and 11
statements pro disclosure (eg, In order to be your true
self, disclosure is important) were developed. Please see
the Results section for a full overview of the statements.
Stigma was found to be a main barrier to disclosure in our
qualitative study.’ Therefore, several stigma-related state-
ments were included. All the statements were assessed
by several people working in the military, to assure the
questions were appropriate for the military context. The
statements were adjusted according to their feedback.
Participants were asked to indicate on a 4-point scale to
what extent they agreed with the statements, ranging
from completely disagree to completely agree.

Personnel without MHI were asked additional ques-
tions about their needs regarding disclosure if they would
develop MHI in the future. Based on findings from the
earlier qualitative study,’ they were given seven options
(eg, a supervisor who shows understanding for MHI) and
were asked to rate these on a 4-point scale ranging from
‘Not at all’ to “‘Very much’. Please see the Results section
for a full overview of the assessed needs.

(Previous) experience

Familiarity

Participants were asked about MHI in their surroundings
using an adaptation of the Level of Contact Report,26
following earlier research.”?’ The total score was used.

Previous experience

Participants were asked whether they had previous expe-
rience, and/or seen experiences of others, with disclo-
sure to a supervisor. If yes, they were asked whether this
experience was positive or negative.

Work context

Unit cohesion

A three-item measure was used for perceived unit cohe-
sion.” For example ‘the members of my unit are cooperative
with each other . Items were measured on a 5-point scale
ranging from ‘Completely disagree’ to ‘Completely
agree’. Mean scores were used. Participants with MHI
were asked about unit cohesion at the time they experi-
enced MHIL.*®

Relationship supervisor

A 6-item measure for the relationship with the supervisor
from the Questionnaire on the Experience and Evalu-
ation of Work was used. This questionnaire is the most
used and validated questionnaire for work experiences
in the Netherlands.” Ttems were measured on a 4-point
scale with answer categories ‘Always’, ‘Often’, ‘Some-
times’ and ‘Never’. Mean scores were used, with higher
scores indicating better relationship quality. Participants
with MHI were asked about the relationship at the time
they experienced MHI.

Statistical analyses
For beliefs, attitudes and needs surrounding (non-)disclo-
sure, descriptive analyses were performed. x° tests and
Mann-Whitney U tests were used for comparisons between
those who disclosed/intended to disclose and those who
did not, as variables were not normally distributed.

To examine factors associated with (non-)disclosure,
two separate analyses were performed. For personnel
with MHI, a logistic regression was performed with non-
disclosure decision as the dependent variable (0O=disclo-
sure, 1=non-disclosure). For personnel without MHI, an
ordinal regression was performed, as disclosure inten-
tion had more than two categories. As the assumption
of proportional odds was violated at first, the categories
‘very unlikely’ and ‘unlikely’ were merged, resulting in
the dependent variable non-disclosure intention with
categories 1=very-likely, 2=likely and 3=(very)-unlikely. To
prevent loss of information ‘likely’ and ‘very-likely’ were
not combined. Fear of negative career consequences,
social rejection, discrimination, self-stigma, shame, fear
of receiving blame, fear of gossip and confidentiality
concerns were combined into one (mean) measure
of stigma, as they are all aspects of stigma.”® Together
these items formed a reliable scale (o =0.89, .

with MHI without

wi=0-91). There were no missing data, as forced response
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answers were used during data acquisition and a complete
case analysis was used. All analyses were performed using
SPSS - 25.

RESULTS

Participant characteristics

Response rate

After removing duplicates (caused by personnel going
on multiple deployments) and personnel who had
left active service from the original sample, a total of
n=1627 eligible respondents were left. Of those, 63%
(n=1025) started the questionnaire, and 54% (n=878)
fully completed it and were used for further analysis.
Compared with personnel who completed the ques-
tionnaire, those who did not complete it included more
women (x2(l,n=1008)=6.01, p=0.014), more lower and
middle education level (x*(2,n=1008)=7.25, p=0.027) and
more non-commissioned officers (X2(2,n=1006)=8.26,
p=0.016). The majority quit while answering mental
health questions.

Non-disclosure (intentions)

Of those with MHI (n=324), 24.4% indicated not having
disclosed their MHI to their supervisor. Of those without
MHI (n=554), 15.7% did not intend to disclose if they
would develop MHI in the future.

Sample characteristics

Sample characteristics can be found in table 1. For
personnel with MHI, there was a significant associa-
tion between marital status and non-disclosure decision
(X2(1,n:324):5.53, p=0.019) with more people with a
partner within the non-disclosers group. Those who
had not disclosed, reported significantly lower symptom
severity (M=6.01) compared with those who had disclosed
(M=7.38, U=5885.5, Z=-5.37, p<0.001). For personnel
without MHI, there were no significant differences in
demographics based on non-disclosure intentions. Infor-
mation on reported MHI can be found in online supple-
mental appendix B.

Beliefs, attitudes and needs regarding (non-)disclosure to a
supervisor
Regarding beliefs and attitudes pro non-disclosure,
personnel preferred to solve their own problems (73.8%
with (w/)MHI, 65.2% (without(w/0)MHI)) and preferred
privacy (58.3% w/MHI, 59.2% w/oMHI). There were also
high stigma-related concerns, with personnel reporting
they saw (would see) themselves as weak due to MHI
(52.5% w/MHI, 26.4%w/oMHI), had concerns about
negative career consequences (35.2%w/MHI, 24.4%w/
oMHI) and fear of social rejection (33.0% w/MHI,
20.6% w/oMHI). Only a minority reported that their
supervisor had negative attitudes towards MHI (9.3% w/
MHI, 4.9% w/oMHI).

As for beliefs and attitudes pro disclosure, the large
majority indicated disclosure would allow them to be

their true and authentic self (95.7% w/MHI, 91.2%w/
oMHI), and believed disclosure was important due to
the responsibility belonging to the nature of their work
(74.7% w/MHI, 90.3%w/oMHI). In addition, most
reported that the military has good policy for those
who develop MHI (72.2% w/MHI, 87.9% w/oMHI) and
that generally supervisors take MHI seriously (82.4% w/
MHI, 87.7% w/oMHI). Furthermore, personnel reported
that it matters for the disclosure decision whether MHI
influences occupational functioning (69.8% w/MHI,
74.7% w/oMHI) and whether work accommodations are
needed (43.5% w/MHI, 62.8% w/oMHI). Of those with
MHI who had disclosed, the majority indicated having
had no choice, with 69% needing treatment during work
hours and 46.9% having to report sick. An overview of all
beliefs and attitudes can be found in online supplemental
table 1.

As for needs regarding future disclosure to a supervisor,
the highest need was reported for supervisors who show
understanding for MHI (96.8%) and have life experience
(93.1%) and advise about the best way to disclose (when/
where/how) (88.8%). An overview of all needs can be
found in figure 1.

Differences between disclosers and non-disclosers

Overall, those who did not (intend to) disclose reported
significantly higher preference for solving own problems
and for privacy, and lower feelings of responsibility due to
the nature of their work.

Within personnel with MHI, there was also a significant
difference between non-disclosers and disclosers in the
following beliefs and attitudes pro disclosure: those who
had not disclosed reported MHI having less effect on
their occupational functioning, and less need for work
accommodations compared with disclosers.

Within personnel without MHI, those who intended to
disclose and those who did not, differed significantly on
all beliefs and attitudes pro non-disclosure. For beliefs and
attitudes pro disclosure, those with no intention to disclose
indicated significantly lower belief that the military has
good policy for those with MHI, supervisors taking MHI
less seriously, and a lower desire to be a good example to
others with MHI. Results with statistics can be found in
online supplemental table 1. There were no significant
differences in reported needs for future disclosure, based
on disclosure intention.

Factors associated with non-disclosure to a supervisor

For personnel with MHI, the logistic regression model
with the dependent variable non-disclosure was statisti-
cally significant (3*(24)=149.80, p<0.001) and explained
55.0% (Nagelkerke R%) of the variance in non-disclosure
and correctly classified 85.0% of cases. The following
background variables were significantly associated with
non-disclosure: lower symptom severity, having a partner
and lower employee—supervisor relationship quality.
Additionally, the following beliefs and attitudes pro non-
disclosure were positively associated with non-disclosure:
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Table 1 Characteristics of the sample separated by military personnel with and without mental health issues or illness (MHI)

Military personnel with MHI Military personnel without MHI
Disclosure, Non-disclosure, Total, Disclosure Non-disclosure
n=245 n=79 n=324 intention, n=467 intention, n=87 Total, n=554
n (%) n (%) n (%) n (%) n (%) n (%)
Demographics
Sex
Male 215 (87.8) 68 (86.1) 283 (87.4) 430 (92.1) 79 (90.8) 509 (91.9)
Female 30 (12.2) 11 (13.9) 41 (12.7) 37 (7.9) 8(9.2) 45 (8.1)
Age
<20 0 (0.0 0 (0.0 0 (0.0 0 (0.0 0 (0.0 0 (0.0
21-30 15 (6.1) 12 (15.2) 27 (8.3) 55 (11.8) 10 (11.5) 65 (11.7)
31-40 81 (33.1) 6 (32.9) 107 (33.0) 149 (31.9) 1(47.1) 190 (34.3)
41-50 76 (31.0) 9 (24.1) 95 (29.3) 134 (28.7) 18 (20.7) 152 (27.4)
51-60 68 (27.8) 1 (26.6) 89 (27.5) 119 (25.5) 17 (19.5) 136 (24.6)
>60 5(2.0) 1(1.3) 6 (1.9) 0(2.1) 1(1.2) 11 (2.0)
Marital status
Partner (vs single) 183 (74.7) 69 (87.3) 252 (77.8) 394 (84.4) 76 (87.4) 470 (84.8)
Educational level
Low 26 (10.6) 4 (5.1) 30 (9.3) 49 (10.5) 2 (2.3 51(9.2)
Medium 136 (565.5) 39 (49.4) 175 (54.0) 242 (51.8) 48 (55.2) 290 (52.4)
High 83 (33.9) 36 (45.6) 119 (36.7) 176 (37.7) 37 (42.5) 213 (38.5)
Work-related context
Type of work
Operational work 188 (76.7) 67 (84.8) 255 (78.7) 258 (565.3) 50 (57.5) 308 (55.6)
Military branch
Marine 20 (8.2) 2 (2.5) 22 (6.8) 75 (16.1) 16 (18.4) 91 (16.4)
Army 119 (48.6) 47 (59.5) 166 (51.2) 196 (42.0) 40 (46.0) 236 (42.6)
Air-force 69 (28.2) 15 (19.0) 84 (25.9) 120 (25.7) 15 (17.2) 135 (24.4)
Military-police 16 (6.5) 4 (5.1) 20 (6.2) 21 (4.5) 5(5.7) 26 (4.7)
Staff 20 (8.2) 11 (13.9) 31 (9.6) 53 (11.3) 11 (12.6) 64 (11.6)
Other 1(.4) 0(0.0) 1(.3) 2 (.4) 0(0.0) 2 (.4)
Ranks
Military personnel 29 (11.8) 15 (19.0) 44 (13.6) 26 (5.6) 8(9.2) 34 (6.1)
Non-commissioned 132 (53.9) 33 (41.8) 165 (50.9) 225 (48.2) 32 (36.8) 257 (46.4)
officers
Officers 84 (34.3) 31 (39.2) 115 (35.5) 216 (46.3) 47 (54.0) 263 (47.5)
Years of service (M (SD))
Years 22.25(9.08) 21.42(9.92) 22.05 (9.28) 22.20 (9.62) 20.11 (9.98) 21.86 (9.70)

Mental health-related context
Past or current (self-reported) MHI

Past MHI 194 (79.2) 62 (78.5) 256 (79.0) N/A N/A N/A
MHI work related

Yes 167 (68.2) 48 (60.8) 215(66.4) N/A N/A N/A
Severity of symptoms

Mean severity (M, SD)  7.38 (1.87)  6.01 (2.07) 7.05(2.01) N/A N/A N/A

Note: Military personnel with MHI were asked about their type of work and rank at the time their MHI started.
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I

Supervisors with knowledge of mental health issues
and illness

People with lived experience who share their stories

Education for supervisors about mental health issues
and iliness

(Online) Information on consequences of disclosure

Advice about the best way to disclose

Supervisor with life experience

Supervisor with understanding for mental health
issues and illness

0

Non-disclosers

Figure 1 Needs regarding future disclosure.

preference for privacy, preference for self-management
and stigma-related concerns. Finally, the following beliefs
and attitudes pro disclosure were negatively associated with
non-disclosure: importance given to disclosure advice
from others, MHI having an impact on occupational
functioning, and feelings of responsibility due to the
nature of work.

For personnel without MHI, the ordinal logistic regres-
sion model with the dependent variable non-disclosure
intention was statistically significant (%%(23)=346.90,
p<0.001) and explained 53.5% (Nagelkerke R°) of the
variance in non-disclosure intention and correctly clas-
sified 66.4% of cases. The following background vari-
ables were significantly associated with non-disclosure
intention: not having positive earlier experience with
disclosing something personal to a supervisor, having
seen negative experiences of others with disclosure and
lower employee-supervisor relationship quality. Addition-
ally, the following beliefs and attitudes pro non-disclosure
were positively associated with non-disclosure intentions:
preference for privacy, preference for selfmanagement,
stigma-related concerns and finding it difficult to talk
about MHI. Finally, the following beliefs and attitudes pro
disclosure were negatively associated with non-disclosure
intentions: supervisor who takes MHI seriously, needing
work accommodations, wanting to be authentic self and
wanting to be an example to others with MHI. All results
with statistics can be found in online supplemental table

2.

DISCUSSION

The current study aimed to examine beliefs, attitudes and
needs associated with (non-)disclosure to a supervisor in
the military. Non-disclosure was associated with higher
stigma-related concerns, a higher preference for privacy

20 40 60 80 100 120

@ Disclosers

and self-management and a lower supervisor-employee
relationship. A quarter of personnel with MHI had not
disclosed their MHI to their supervisor, and those who had
disclosed, appeared to do so after a considerable delay.
Important reasons for disclosure were that personnel
wanted to be their true and authentic self and thought
disclosure was important due to the responsible nature
of their work. To consider disclosure, most personnel
indicated they would need a supervisor who shows under-
standing for MHI. Moreover, over 85% expressed a need
for advice about the best ways to disclose.

We identified that although the majority of personnel
with MHI had disclosed to their supervisor, they appeared
to do so after a considerable delay. Those who disclosed
had higher symptom severity than non-disclosers and
the majority disclosed because they had to call in sick
(46.9%) or had needed treatment during work hours
(69.0%). This appears to be even more so the case for
military personnel, compared with civilians. A study on
disclosure among Dutch workers in general showed that
15.6% disclosed due to having to report sick, and 39.9%
disclosed due to needing treatment during work.'® This
is in line with ‘the model of employee decision-making
about disclosure of a mental disorder at work’, which
proposes a default position of non-disclosure and that a
triggering incident is needed for disclosure—in this case,
having to call in sick or needing treatment.'® This late
disclosure causes missed opportunities for workplace
support and work accommodations which can prevent
worsened symptoms and sick leave.' ' **

Stigma-related concerns form a barrier for (early-)
disclosure. Half of those who had not disclosed, saw
themselves as weak for having MHI, experienced shame,
and a third feared gossip, negative career consequences,
social rejection and discrimination. These stigma-related
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concerns were significantly associated both with non-
disclosure intentions and decisions. Stigma has been
found to be a barrier to disclosure before, both in mili-
tary, other trauma-prone occupations and civilian popu-
lations.” ® ' ** * When comparing the results of the
current study to a study among Dutch civilian workers, it
should be noted that of military personnel who had not
disclosed, half reported seeing themselves as weak and
being ashamed, compared with only 13.5% of civilians."®
Concerns about stigma thus appear to be stronger within
the military setting compared with civilian settings. These
higher concerns of stigma are likely caused by the mili-
tary workplace culture and the responsible work nature,
where people are expected to be ‘strong’.®® It should
be noted that the study among civilians predominantly
included women, while the current study predominantly
included men, which might also account for some of
the differences.”® Future research into destigmatising
interventions is needed, as up to now only a few, espe-
cially in the military, rigorous destigmatising intervention
studies have been conducted.’ Trauma risk management
is a promising destigmatising programme within (mili-
tary) organisational settings, as it has shown to improve
attitudes towards MHL™ To facilitate disclosure, stigma
should also be targeted at a policy level, to take away some
of the fears personnel face.”

The preference for self-management also forms a
barrier for (early-)disclosure. Although disclosure rates
are comparable to earlier research among Dutch workers
in general,'”” '® the reasons for non-disclosure differ. Of
the non-disclosers, 87.3% reported a preference for self-
management, compared with 44.9% of civilians. This is
likely also caused by the military workplace culture, where
people are expected to have a ‘can-do’ problem fixing
mentality.’ To target this preference for self-management,
self-help apps or personal recovery programmes could
provide personnel the opportunity to manage their own
MHI, possibly giving them more confidence in disclosing
and a feeling of control, as they are already working on
their MHL™ This could also be done through easily acces-
sible care from, for example, a social worker. Additionally,
decision aids and programmes could be implemented, as
personnel indicated this as a need, and it can positively
influence sustainable employability and coping with
stigma.”™*

To facilitate (early-)disclosure, there is an important
role for the supervisor. The results showed that lower
employee—supervisor relationship quality was associated
both with non-disclosure decision and intention. Having
seen negative experiences of others with disclosure was
the second strongest predictor of non-disclosure inten-
tions, indicating the importance of how others, including
supervisors, respond to disclosure. It is also important
that military personnel with positive experiences with
disclosure communicate openly about these experi-
ences. The previous qualitative study in the Dutch mili-
tary,’ and a study among Dutch workers in general,'® also
showed the importance of supervisor relationships and

support.’ Supervisor attitudes towards MHI and knowl-
edge of MHI have also been found to be associated with
whether employees disclose to the supervisor themselves,
or that the supervisor finds out some other way.*' Finally,
supervisor support was not only found to be important
for disclosure, but also for treatment seeking for MHI, a
decision which is also of influence on sustainable employ-
ability.'” To facilitate (early-)disclosure, training may be
needed for supervisors to improve understanding and
support of MHI needs.*? Additionally, supervisor relation-
ship quality could be addressed, for example by adjusting
the obligated job rotation every 3 years, giving personnel
longer to build a relationship with their supervisor.

Strengths and limitations

The strengths of this study included the large sample
and inclusion of a group that is usually hard to study
(participants who have not disclosed). Additionally, the
study included both personnel with and without MHI,
providing insights for interventions for personnel who
may develop MHI in the future. Finally, the study exam-
ined disclosure in the military where little research has
been done on this topic.

As for limitations, the sample was not representative
for the entire military, due to the sampling method. This
method also caused the sample to include only personnel
who have been on deployment. This group might have
had more positive attitudes towards MHI and disclosure
due to mental health training related to deployment.35

Second, despite stratification, the current study
included a sample of older, higher educated and higher-
ranking personnel. Comparisons showed that lower
ranking and lower educated personnel were less likely to
have completed the questionnaire once started. Majority
of dropouts occurred during the mental health ques-
tions. Possibly these questions were hard to answer, or
there were anonymity concerns. Additionally, drop-out
might have been higher due to the use of forced
response. The current study used a complete case anal-
ysis, which carries the assumption that data are missing
completely at random.* As the data appeared not to
be missing completely at random, as described before,
the results should be interpreted with caution, as they
might be different for lower ranking and lower educated
personnel. Previous research has shown that younger
and lower educated workers disclosed less,18 so disclosure
rates in the current study might be an overestimation of
the true rates. Future research should further examine
this in a representative sample.

Third, it should be noted that MHI in the current
study includes substance use disorders. Previous research
suggests that the stigma concerning substance use disorder
is higher compared with general mental health stigma,44
but no comparisons could be made in the current study.
Therefore, it is important that future research examines
the decision to disclose a substance use disorder sepa-
rately from other MHI.
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Also, due to the cross-sectional design of the study, no
causality can be presumed.

Additionaly, it should be noted that the questionnaire
assessing attitudes, beliefs and needs regarding disclo-
sure, has not been validated. It was developed specifically
for the current study.

Conclusion

To better facilitate (early-)disclosure of MHI to a super-
visor, there is a need for several changes within the mili-
tary. First, destigmatising interventions and policies are
needed to create a culture change where personnel do
not feel shame for having MHI, and do not have to fear
that stigma and discrimination negatively affect their
careers and well-being at work. Second, offered early
interventions should align with the preference for self-
management. Third, our results strongly suggest a need
to train supervisors to recognise, and effectively communi-
cate with, personnel with MHI and to improve employee—
supervisor relationships. Together this could facilitate
(early-)disclosure which may optimise opportunities for
the provision of workplace support and accommodations,
which in turn can increase the chance of recovery and
sustainable employment.
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