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ABSTRACT
Objectives Many workers in high-risk occupations, such
as soldiers, are exposed to stressors at work, increasing
their risk of developing mental health conditions and
substance abuse (MHC/SA). Disclosure can lead to both
positive (eg, support) and negative (eg, discrimination)
work outcomes, and therefore, both disclosure and non-
disclosure can affect health, well-being and sustainable
employment, making it a complex dilemma. The objective
is to study barriers to and facilitators for disclosure in the
military from multiple perspectives.
Design Qualitative focus groups with soldiers with and
without MHC/SA and military mental health professionals.
Sessions were audiotaped and transcribed verbatim.
Content analysis was done using a general inductive
approach.
Setting The study took place within the Dutch military.
Participants In total, 46 people participated in 8
homogeneous focus groups, including 3 perspectives:
soldiers with MHC/SA (N=20), soldiers without MHC/SA
(N=10) and military mental health professionals (N=16).
Results Five barriers for disclosure were identified (fear
of career consequences, fear of social rejection, lack
of leadership support, lack of skills to talk about MHC/
SA, masculine workplace culture) and three facilitators
(anticipated positive consequences of disclosure,
leadership support, work-related MHC/SA). Views of the
stakeholder groups were highly congruent.
Conclusions Almost all barriers (and facilitators) were
related to fear for stigma and discrimination. This was
acknowledged by all three perspectives, suggesting that
stigma and discrimination are considerable barriers to
sustainable employment and well-being. Supervisor
knowledge, attitudes and behaviour were critical for
disclosure, and supervisors thus have a key role in
improving health, well-being and sustainable employment
for soldiers with MHC/SA. Furthermore, adjustments could
be made by the military on a policy level, to take away
some of the fears that soldiers have when disclosing MHC/
SA.

INTRODUCTION
Worldwide, many workers in high-risk occupations are exposed to stressors at work,

Strengths and limitations of this study
►► The current study examined the disclosure dilemma

from three perspectives (soldiers with and without
mental health conditions and/or substance abuse,
and military mental health professionals), creating a
multiperspective view on disclosure of mental health
conditions and substance abuse within the military.
►► The explorative qualitative method used in the current study provided in-depth insight into the complex disclosure dilemma.
►► The current study had a relatively low diversity of
age and rank between participants, with a majority
of older and higher-ranking soldiers.
►► Risk of self-selection bias cannot be ruled out, as
participants could freely sign up for this study.

increasing their risk of developing mental
health conditions and substance abuse
(MHC/SA) (eg, soldiers/police officers/
medical doctors).1–4 Specifically, soldiers have
an increased risk of developing MHC/SA as
a result of deployment.2 5 Additionally, these
occupations are often in male-
dominated
workplaces, where masculinity norms such as
self-reliance are high, which is associated with
poorer mental health.6 This subsequently
poses a threat to sustainable employment
through a higher risk for sick leave and unemployment.7–9 A crucial decision for them is
whether or not to disclose MHC/SA at work.
The decision to disclose an MHC/SA is
complex, with far-
reaching consequences
for health, well-being and ultimately sustainable employment.7 10 11 Disclosure can lead to
advantages such as improved relationships at
work, being able to be one’s true self, work
accommodations and a more inclusive workplace culture. Alternatively, disclosure can
also lead to stigmatisation and discrimination,10–12 which often has serious negative

Bogaers R, et al. BMJ Open 2021;11:e049370. doi:10.1136/bmjopen-2021-049370

1

BMJ Open: first published as 10.1136/bmjopen-2021-049370 on 27 October 2021. Downloaded from http://bmjopen.bmj.com/ on May 22, 2022 by guest. Protected by copyright.

Decision (not) to disclose mental health
conditions or substance abuse in the
work environment: a multiperspective
focus group study within the military

Open access

2

it relevant to first examine how aware they are of the
barriers faced by soldiers when disclosing.
In summary, the current, exploratory, study aims to identify the barriers to and facilitators for (non)-disclosure in
the workplace, from multiple perspectives: soldiers with
and without MHC/SA and MMH professionals.

METHOD
Design
Qualitative research was used, as it is a desirable method
for exploratory research when the topic is complex.25
Particularly, focus groups were used as interaction among
participants creates a more in-depth understanding. Due
to the conversational nature of focus groups, they have
the advantage to clearly show what participants think
and why they think this way, as participants discuss the
topic with each other.26 A qualitative descriptive design
was used27 as it provides a comprehensive summary of an
event and is grounded in the general principles of naturalistic inquiry.28 As the aim of the current study was not
to develop theory, but to explore barriers and facilitators
for disclosure to inform future research and interventions, this design matched the aim of the study.
Setting
The study took place within the Dutch military and data
collection took place between March and June 2019.
For interpretation of the results, please find policies
concerning substance (ab)use in table 1.

Table 1 Policy surrounding substance (ab)use within the
Dutch military
Type of
substance

Rules

Alcohol

Use of alcohol is prohibited during working hours.

Soft drugs
Use of soft drugs is prohibited, during and outside
(eg, marijuana, of working hours. Use of soft drugs outside of
hashish)
working hours results in an official warning from
the military, where multiple warmings result in
discharge. Use of soft drugs during working
hours, results in discharge from military service
and, consequently, loss of employment. However,
when reported to an MMH professional, patient
confidentiality is strictly adhered to and thus
treatment is possible.
Hard drugs
(eg, heroin,
cocaine,
amphetamine.)

Use of hard drugs is prohibited, during and
outside of working hours. Use results in discharge
from military service and, consequently, loss of
employment. However, when reported to an MMH
professional, patient confidentiality is strictly
adhered to and thus treatment is possible.

Exception
patient
confidentiality

When there is immediate danger for the patient
and/or others, as a result of the MHC/SA, the
MMH professional is allowed to break the patient
confidentiality. This will first be discussed with the
patient, whereafter the patient’s supervisor will be
informed.

MMH, military mental healthcare.
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consequences for well-
being and sustainable employment. However, non-disclosure can be helpful to avoid
stigma and discrimination, but can also lead to drop-out
because when MHC/SA are ignored, workers miss out on
opportunities for workplace support (eg, social support
and workplace adjustments) that can be crucial to stay at
work.7 13
This disclosure dilemma is expected to be even more
prominent for high-
risk occupations within male-
dominated workplaces, such as the military, where
workers are expected to be ‘strong’ and to meet masculine norms.12 14 Disclosure may yield less positive outcomes
within these workplaces.12 Previous research also found
that disclosure decisions within male-
dominated workplaces were entirely driven by considerations of negative aspects.15 Additionally, masculinity is associated with
poorer health literacy16 and difficulty in talking about
feelings and emotions,17 potentially making it harder to
make a well-informed disclosure decision. Generally, low
mental health literacy in workplaces can lead to MHC/SA
being unaddressed.18
As yet, there is a lack of research,7 especially within the
military, on the decision to disclose.19 A qualitative study
within the German military examined attitudes towards
disclosure of MHC/SA and found that soldiers indeed
feared disclosure would lead to stigmatisation, gossip,
discrimination and negative career consequences.20 A
quantitative study on the disclosure dilemma showed that
25% of Dutch workers would not disclose an MHC/SA,
which was influenced by the perceived relationship with
the supervisor, a preference for self-management and fear
of negative consequences.21 Another study among Dutch
workers found that of those who had disclosed MHC/SA,
almost 50% indicated this was due to a good relationship
with their manager, and the main reasons for reporting
a positive or negative disclosure experience was due to
whether support was received or not by the manager.22
This indicates the importance of supervisor–worker relationships for disclosure. As research on the topic is scarce,
and the decision to disclosure has major consequences
for health, well-
being and sustainable employment, it
is important to further examine factors that influence
disclosure.
As the work and social environment influences disclosure, it is important to not only examine the views of
soldiers with MHC/SA themselves, but also to include
stakeholder perspectives of soldiers without MHC/SA20
and military mental healthcare (MMH) providers. The
perspective of soldiers without MHC/SA is important, as
coworkers potentially hold negative stigmatising views23
which could influence the disclosure decisions of others
around them. Additionally, they might develop MHC/SA
in the future, making it relevant to examine what would
influence their disclosure decision.24 As for MMH professionals, previous research has shown that mental health
professionals play a role in how stigma affects sustainable
employment.23 Moreover, MMH professionals could play
a role in providing disclosure advice to patients, making

Open access

Demographics

Soldiers with MHC/SA
(Groups=4, N=20)

Soldiers without MHC/SA
(Groups=2, N=10)

Mental health professionals
(Groups=2, N=16)

Age

46.25 (27–57)

31.8 (22–55)

41.81 (26–56)

Male

18

8

11

Married/living together

19

6

11

Permanent contract

20

8

16

Staff officer

6

4

15

Non-commissioned officer

10

1

0

Corporals

0

1

0

Private

0

4

0

Civilian

0

0

1

Unknown

4

0

0

Army

11

2

N/A

Navy

4

5

N/A

Air force

2

1

N/A

Military police

3

0

N/A

Policy and support

0

2

N/A

Posttraumatic stress disorder

6

N/A

N/A

Depression

5

N/A

N/A

Burn-out

4

N/A

N/A

Attention deficit hyperactivity disorder

2

N/A

N/A

Addiction

2

N/A

N/A

Personality disorder

2

N/A

N/A

Autism

1

N/A

N/A

Psychologist

N/A

N/A

7

Social worker

N/A

N/A

3

Mental health nurse

N/A

N/A

1

Chaplain

N/A

N/A

2

Occupational physician

N/A

N/A

1

Systemic family therapist

N/A

N/A

1

General practitioner

N/A

N/A

1

Ranks

Branches of military

MHC/SA*

Profession

*Total more than 100%, caused by two participants with a dual diagnosis.
MHC/SA, mental health condition and/or substance abuse; N/A, not available.

Participants
A total of 46 people participated, distributed over eight
focus groups (min. N=3, max. N=10). As the main focus
was on barriers to and facilitators for disclosure, which
is an individual decision of the worker with MHC/SA,
four groups were recruited to represent this perspective
(current and/or past MHC/SA), and two for each of the
other perspectives (soldiers without MHC/SA and MMH
professionals). Demographics can be found in table 2.
Two people signed up for the study, but could not participate due to illness.

Procedure
The Consolidated criteria for Reporting Qualitative
research checklist, a guideline for reporting qualitative
research, was used in reporting this study.29 Data collection for this study happened simultaneously with data
collection of a study on treatment seeking for MHC/SA.24
Participants were recruited through (1) flyers at mental
health departments, (2) flyers at military bases, (3) military psychologists, (4) military newsletters, (5) personal
contacts and (6) word-
of-
mouth between participants.
Once people showed interest in participating (through
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Table 2 Sample characteristics per set of focus groups, reported in M (range) or N

Open access
(RB) and a second member of the research team (EB/
EG/JvW/ADR/FL) to ensure reliability. Differences were
discussed, where-after about one fifth of all codes were
modified. Coders used an open, bottom-
up, inductive
coding style. The research question was used as a framework. Namely, all codes were categorised into belonging to
barriers to disclosure or facilitators for disclosure. During
coding, the researchers aimed to stay as close to the actual
data as possible, and not to interpret the data. Only after
all transcripts were coded and consensus was reached
between the researchers, interpretation took place. Overarching categories for the codes within the facilitators and
the barriers were identified by the main researcher (RB)
and checked by a second (EB). This led to the subcategories which can be found in table 3. Following, in order to
increase validity, multiple members of the research team
identified the final main categories. The research team
was chosen in such a way that it reflected the perspective
of the military (eg, FL) and of civilian researchers (RB,
EB, JvW and ADR). Analysis remained on category level,
in order to not lose valuable information by summarising
on theme level.

Patient and public involvement
Several stakeholders from the Dutch military (psychologists, psychiatrists, policy-makers and military personnel)
were involved in the development of this study. The stakeholders provided advice on the recruitment of participants. For example, they ensured military appropriate
language was used during recruitment. Additionally, they
provided advice on the conduct of the study. For example,
to ask participants to come in civilian clothing in order
to not emphasise differences in ranks within each focus
group. All participant groups, including patients (group
soldiers with MHC/SA), were involved in recruitment by
using word-of-mouth as a recruitment method.

RESULTS
A total of five main categories of barriers were found, and
three main categories of facilitators. For a full overview,
see table 3.

Measurement
As this study was explorative, the aim was to see what
barriers to and facilitators for disclosure participants
identified themselves, using open questions. Therefore,
the topic list focused on the question ‘What are barriers
to and facilitators for the decision to disclose MHC/SA?’.
When needed, probes were used to encourage participants to elaborate on their answers, which can be found
in the topic list (online supplemental materials). These
probes were informed by existing research.12 15 30 The
same topic list was used for all focus groups. Prior to the
focus groups, the topic list was piloted among experts
within the military, by discussing what they thought was
important for the disclosure decision (N=6).
Analysis
Content analysis was used by applying a general inductive
approach using ATLAS.ti (V.8.4.4) software.31 All transcripts were coded independently by the main researcher
4

Barriers for disclosure
Fear of career consequences
All groups mentioned fear of career consequences as a
barrier for disclosure. First, participants indicated a fear
of losing their job. This was the case for all MHC/SA, but
especially for substance abuse.
Soldier without MHC/SA (male):
You don’t hear soldiers talk about drugs. You will get
discharged for using drugs, so that must always remain a secret.
Second, participants indicated a fear of not being
allowed to do what they like most about their job, for
example, going on deployment.
Soldier with MHC/SA (male):
On deployment, our officer would say ‘if I see that
you are showing signs of MHC/SA, I will send you
home’. Well, you definitely won’t talk about your
MHC/SA anymore.
Third, there was the fear of not being able to advance
in their careers.
MMH-professional (female):
Many soldiers don’t talk about MHC/SA, because
they are afraid that when an opportunity for a promotion comes up, they won’t be able to get it.
Bogaers R, et al. BMJ Open 2021;11:e049370. doi:10.1136/bmjopen-2021-049370
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email/telephone), they received the information letter
and sign-up information.
At the start of the focus groups, participants answered
demographic questions, followed by introduction of the
focus group leaders (names and research background).
All focus groups took place at military locations, lasted
approximately 2 hours and were audiorecorded and transcribed verbatim. One focus group leader led the discussion and the second took notes. Notes were reviewed after
every focus group, and if needed minor adjustments were
made to the topic list to ensure sufficient attention was
paid to all topics in subsequent focus groups. As no major
new topics came up in the last focus group, saturation was
reached. All focus groups were facilitated by two (female)
researchers (first author (RB, MSc) and a coauthor (EB
or ADR, both PhD)), all with a background in psychology
and health sciences and experienced in qualitative
research. None of the researchers were actively involved
in patient treatment. The first author was familiar with
two participants through a friend but had no personal
relationship with them.
Written informed consent was obtained from all participants prior to the start of the focus groups. Anonymity
in reporting of results was guaranteed to all participants.

Open access

Subcategories

Soldiers with Soldiers without
MHC/SA
MHC/SA

MHC/SA
prof.

Losing employment (and subsequent financial concerns).

✓

✓

✓

Not being allowed to do what you like most about your job (eg, no
deployment, no training, no flying).

✓

✓

✓

Lack of career advancement.

✓

x

✓

Fear of being seen as weak.

✓

✓

✓

Fear of being rejected by the group.

✓

✓

✓

Gossip culture of the military.

✓

✓

x

Supervisor’s negative attitude towards MHC/SA

✓

✓

✓

Supervisor’s lack of understanding (and taking it seriously)

✓

✓

✓

Supervisor’s lack of time for a conversation.

✓

x

✓

Supervisor’s lack of knowledge and experience.

✓

✓

✓

No personal (trusting) relationship with supervisor.

✓

✓

✓

✓

✓

✓

✓

✓

x

✓

✓

✓

Denial of symptoms of MHC/SA.

✓

✓

x

‘We can do it’ mind set.

✓

✓

✓

Feeling shame for having MHC/SA.

✓

✓

✓

 Anticipated positive
results

Disclosing to set an example and help others.

✓

x

✓

Disclosing in order to heal/recover.

✓

x

x

 Leadership support

Supervisor who makes time for a conversation.

✓

✓

x

Trusting relationship with supervisor.

✓

✓

✓

Supervisor’s positive attitude towards MHC/SA.

✓

✓

✓

✓

x

✓

Categories
Barriers
 Fear of career
consequences

 Fear of social
rejection

 Lack of Leadership
Support

Soldier’s lack of skills to talk about own MHC/SA.
 Lack of
communication skills
Coworker’s lack of skills to start conversation about MHC/SA.
surrounding MHC/SA
Supervisor’s lack of skills to start conversation about MHC/SA.
 Masculine
 Workplace culture

Facilitators

 Work-related MHC/SA Easier to disclose MHC/SA if they are a result of work/deployment
due to perception that this is respected (especially posttraumatic
stress disorder).

✓Indicates that subcategory was brought up and discussed by participants within a specific group of participants.
XIndicates that subcategory was not mentioned within specific group of participants.
MHC/SA, mental health condition and/or substance abuse.

Fear of social rejection
All groups indicated fear of social rejection as a barrier
for disclosure. Participants indicated a fear of being seen
as weak and of being rejected by the group.
MMH-professional (female):
They are afraid to be seen as weak, to get a label.
Participants also indicated that social rejection was an
especially important barrier, because of high social cohesion within the military.
Soldier with MHC/SA (male):
It is hard. The culture within the military is that if
you can keep up, it is really fun, a very tight group.
But once you can’t keep up anymore, you are the
outsider.
Furthermore, participants indicated a fear of gossip.
Bogaers R, et al. BMJ Open 2021;11:e049370. doi:10.1136/bmjopen-2021-049370

Soldier with MHC/SA (male):
People gossip a lot within the military, and people
quickly know what is going on with someone. So that
made me reluctant to talk about my MHC/SA.
Lack of leadership support
All participants indicated lack of leadership support
formed a barrier for disclosure. This showed in several
ways. First, participants indicated that supervisors often
hold negative attitudes towards MHC/SA and that many
have little understanding and knowledge of, and experience with MHC/SA.
Soldier with MHC/SA (male):
Officers who just started their job, just finished training, no life experience, they won’t see it when a soldier has MHC/SA.
5

BMJ Open: first published as 10.1136/bmjopen-2021-049370 on 27 October 2021. Downloaded from http://bmjopen.bmj.com/ on May 22, 2022 by guest. Protected by copyright.

Table 3 Barriers to and facilitators for disclosure of MHC/SA
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Soldier with MHC/SA (male):
I don’t talk to my supervisor often; I don’t know him
well. I would tell him less.
This lack of trust in the supervisor, was also caused by
how soldiers saw supervisors treat others with MHC/SA.
Soldier without MHC/SA (male):
I had a sergeant, and one of my colleagues talked
to him about MHC/SA once, and during a debrief
this sergeant discussed what my colleague told him.
Suddenly everyone knew, while my colleague told
him in confidence.
Lack of communication skills surrounding MHC/SA
All participants discussed that soldiers themselves often
lack the skills to talk about their own MHC/SA.
MMH-professional (female):
I noticed that a lot of soldiers are not able to put their
feelings into words. When they come to us, they are
still in the phase of recognising their symptoms. They
need to learn a lot before they can put everything
into words.
In addition, it was also mentioned that colleagues and
supervisors often lacked skills to start a conversation
about MHC/SA.
Soldier with MHC/SA (male):
My supervisor kept talking about other things than
my MHC/SA. He did not want to touch upon the
topic. Because that was scary, what if I started crying?
Masculine workplace culture
All participants described the military as a place where
soldiers are expected to be strong (ie, having a ‘can-do’
attitude), rather than showing weakness. This ‘can-do’
attitude is also associated with the denial of symptoms of
MHC/SA.
MMH-professional (male):
Focus is to always keep on going, take your own responsibility, you are trained in that way.
This ‘can-do’ attitude can also lead to a feeling of shame
associated with MHC/SA.
Soldier without MHC/SA (male):
There is also the feeling associated with MHC/SA,
that it means you are not worthy of being a soldier,
because MHC/SA mean you are weak, and that you
cannot be a soldier.
6

Facilitators for disclosure
Anticipated positive results
Soldiers who had experienced MHC/SA themselves,
indicated that a facilitator for disclosure was the expectation that it would lead to positive results. They indicated
disclosing their own MHC/SA was necessary both for
receiving treatment themselves and for helping others
who might have similar problems.
Soldier with MHC/SA (female):
I couldn’t do it alone; I had to do something [to
recover]—so I told my supervisor’.
Leadership support
Whereas lack of leadership support was mentioned as
a barrier, positive leadership support was mentioned
by all groups as a facilitator for disclosure. Participants
mentioned that it is important to have a supervisor who
makes time for a conversation, that the supervisor has a
positive attitude towards MHC/SA and that there is a relationship of trust.
MMH-professional (female):
‘It is very important that officers endorse the importance of mental health.’
Soldier with MHC/SA (male):
[I told my supervisor because] I just knew him so well,
had worked with him for a long time. That creates a
different bond than when you have only worked with
someone for two years.
Work-related MHC/SA
Participants mentioned that it was easier to disclose
MHC/SA that were work-related injuries (eg, posttraumatic stress disorder as a result of deployment), than non-
work-
related MHC/SA. Work-
related MHC/SA yielded
more respect from others in the work environment.
MMH-professional (male):
‘When something that happened in public (eg,
deployment) [causing MHC/SA], it has some sort of
status, it is easier to discuss that.’
Differences and similarities in views between groups
Across the three different perspectives, barriers and
facilitators mentioned were highly similar, with almost
all main categories mentioned by all perspectives. There
were only minor differences in the subcategories. MMH
professionals did not mention the gossip culture, the lack
of skills of coworkers to talk about MHC/SA, the denial
of symptoms, and the importance of disclosing to get
better and supervisors who make time for a conversation.
Soldiers without MHC/SA did not mention the fear of a
lack of career advancement, supervisors lack of time for a
conversation, the anticipated positive results as a reason
for disclosure, and that it might be easier to disclosure
work-related MHC/SA.
Bogaers R, et al. BMJ Open 2021;11:e049370. doi:10.1136/bmjopen-2021-049370
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Additionally, supervisors often do not make time for a
conversation. There was also a lack of a trusting personal
relationship with supervisors. Participants indicated that
this often happens because of high turnover within the
military (obligated job rotation every 3 years).

Open access
literacy in these male-dominated workplaces, specifically
the military, could potentially facilitate disclosure decisions.35 This also relates to the lack of communication
skills surrounding MHC/SA found in the current study.
A study among firefighters also found managers’ unease
to discuss mental health as a barrier for disclosure.36 In
order to increase communication skills, interventions
proven to be effective in other settings should be transformed to be applicable within the Dutch military. For
example, a mental health training for managers in an
Australian fire and rescue service improved confidence
in communicating with their employees and could be
adapted for use within the military.37
Majority of facilitators were also related to workplace
culture. When a soldier experienced support from their
supervisor this made it easier to disclose. Importance of
supervisors for the disclosure decision has been found
both in a military population,20 other male-dominated
workplaces,15 and in regular civilian workplaces.21 38
Therefore, it is important to provide training to supervisors to improve their knowledge, attitudes and communication skills surrounding MHC/SA, as mentioned
before, and to improve employee-manager relationships
through team building and lower turnover. Additionally,
the current study showed that it was easier to disclose
work-related MHC/SA, that is, a result of a work-related
incident. There are two explanations for this finding.
First, the current study showed that there was more
respect for MHC/SA related to deployment than if those
health issues were not seen as the result of work. Second,
a study within the German military showed that officers
thought that PTSD could be dealt with better compared
with other MHC/SA, because there was more knowledge
and awareness about PTSD.20 If disclosure is easier when
there is more knowledge and awareness, this highlights
the importance of increasing knowledge and awareness
of other MHC/SA within the military.
As for the comparison of views between perspectives,
all three perspectives mentioned the same main barriers
and facilitators. This high agreement implies that disclosure actually does pose a risk for career consequences
and social rejection, and the supervisor behaviour plays
a crucial role, rather than this only being the perceptions
of soldiers with MHC/SA themselves. Second, high similarity in views stresses the importance of the barriers and
facilitators found, and if dealt with adequately in practice,
barriers can be converted to facilitators that ultimately will
improve health, well-being and sustainable employment.
Interestingly, however, MMH professionals did not
mention several barriers faced by soldiers related to the
workplace, while it would be helpful for professionals to
address these barriers during treatment. They appear less
aware that coworkers do not have skills to start a conversation about MHC/SA. Additionally, professionals did not
mention gossip culture as a barrier for disclosure. Presumably, professionals could help soldiers in making wise
decisions about who to disclose to, with what information,
in order to avoid gossip. Previous research in non-military
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DISCUSSION
Soldiers feared that disclosure would lead to career consequences (losing employment, not being allowed to do
what you like most about your job, lack of career advancement) and social rejection (being seen as weak, being
rejected, gossip). Additionally, the masculine military
culture was found to be a barrier to disclosure as people
were expected to be strong, and soldiers with MHC/
SA, colleagues and supervisors were found to lack skills
to talk about MHC/SA. Supervisor behaviour, attitudes,
skills and knowledge of MHC/SA played an important
role, as it was both a barrier to and facilitator for disclosure. While the workplace can form a barrier for disclosure, results also showed that when soldiers experience
support from supervisors and when their MHC/SA are
work related, this can facilitate disclosure. Finally, motivation to disclose was due to hopefulness of recovery and
helping others with MHC/SA.
Many barriers for disclosure were related to stigma.
In line with research within the German military,20 the
current study found fear of career consequences and
social rejection. Fear of career consequences relates to
structural discrimination (rules and regulations which
disadvantage individuals with MHC/SA32) and fear of
social rejection relates to public stigma (prejudice held
by member of the general population33). These fears
are not specific for the military; a study among Dutch
employees also found fear of career damage and social
rejection as important barriers for disclosure.21 Another
form of stigma, self-stigma (internalised prejudices held
by individuals with MHC/SA34) was not found to play a
role in the current study, opposed to the study within the
German military. Further quantitative research is needed
to examine whether self-
stigma influences disclosure
within the Dutch military.
Comparing the sample of the study within the German
military,20 where a fear of career consequences was also
found, to the sample of the current study, it should be
noted that the current sample included more people with
permanent contracts. Still fear of career consequences
remained of such strong influence on disclosure. The
study within the German military found that soldiers
with MHC/SA on a fixed-term contract did not want to
disclose due to their goal of getting a permanent contract,
and that soldiers with MHC/SA on a permanent contract
found it easier to disclose.20 Another qualitative study in
a civilian setting also found that perceived job security
was of influence on the disclosure decision.30 Since the
current study as well as the study within the German military and among civilians are all qualitative, future quantitative research should further examine the relationship
between contract type and disclosure decision.
Furthermore, the military culture formed a barrier for
disclosure. While existing research into disclosure within
the military is scarce, masculine workplace culture has
been found as a barrier in similar occupations. Research
showed that working in a male-
dominated workplace
makes it hard to disclose.4 15 Increasing mental health

Open access

Strengths and limitations
The first strength was the explorative qualitative method
used to gain insight into a complex subject matter, which
will be used to inform further quantitative research.
Second, the current study included multiple perspectives
(soldiers with and without MHC/SA and MMH professionals) on disclosure within the military.41 42 Third, as
research on disclosure of MHC/SA, especially within
the military, is scarce, and completely lacking within the
Dutch military, this study provides insights for development of interventions specific for the Dutch military.
Fourth, several measures were taken during data collection to ensure that soldiers could speak freely (eg, participants did not know each other, use of civilian clothes
to not emphasise difference in ranks and focus group
leaders were independent researchers and therefor had
no influence on participants’ careers).
The first limitation relates to the generalisability of this
study. Even though a stratified sample was approached,
the sample contained a relatively low diversity of age
and rank, with a majority of older and higher-ranking
soldiers. Additionally, there was an over-representation of
the army within the soldiers with MHC/SA group and the
navy within the soldiers without MHC/SA group. Results
might differ for different layers and branches of the military organisation, and younger, lower-ranking soldiers,
may face different barriers than older, higher-
ranking
ones. For example, a study among Dutch employees
showed that compared with people who had disclosed
their MHC/SA, those who had not were significantly
younger.22 However, generalisability was not the purpose
of the study. As with other qualitative studies, the aim
was to provide insight into a complex challenge of which
more knowledge is urgently needed. Future quantitative
research should further examine disclosure using a representative sample, which will also provide opportunity to
examine actual disclosure rates within the military and
whether disclosure depends on certain demographics,
but also whether it depends for example on type of MHC/
SA, beyond whether MHC/SA are work related or not.
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Second, the current study did not include the perspective of supervisors, while supervisor support was found
to be important for the decision to disclose. A previous
study within the German military did include the supervisor perspective and found similar results. Supervisors
indicated more knowledge and awareness surrounding
PTSD compared with other MHC/SA and recognised
that stigma was a barrier for disclosure. However, to gain
more insight into supervisor support, and how to increase
it, future research should further examine the perspective of supervisors.
Third, risk of self-selection bias cannot be ruled out, as
participants could freely sign up for this study, meaning
that views on the topic could be different for other
soldiers and MMH professionals. Additionally, there is a
risk of researcher bias, as the researchers coded the transcripts. However, to limit this bias and prevent the subjective interpretation of one researcher, multiple researchers
coded the data.
Fourth, a limitation of using a focus group study is that
participants are not anonymous to each other. This poses
the risk that participants only provide socially desirable
answers, especially when the topic studied is sensitive
topic such as in this study. However, focus groups were
chosen because compared with individual interviews,
focus groups have the advantage that participants can
respond to each other’s answers, providing additional
insight into the topic.25 Furthermore, the first author
was familiar with two participants, also forming a risk
for socially desirable answers. However, as there was no
personal relationship and only familiarity, it is expected
that effects of socially desirable answers are negligible.
Additionally, several measures were taken to allow participants to speak freely, as discussed in the strengths section.
CONCLUSIONS
The results showed that the disclosure process is complex,
and suggest that discrimination and stigma are considerable barriers to disclosure and subsequent well-being and
sustainable employment. To enhance health, well-being
and sustainable employability, it is of crucial importance
that stigma is eliminated. Focus should be on interventions
that create a more supportive workplace environment for
soldiers with MHC/SA. For example, by improving supervisor–worker relationships and by creating more knowledge and awareness about MHC/SA in general (not just
PTSD), to increase mental health literacy, as this makes
disclosure easier. This is especially important at the level
of the supervisor, as they play such a crucial role in the
disclosure decision.
Furthermore, soldiers showed fear of career consequences and social rejection. High agreement across
different perspectives implies that disclosure actually
does pose a risk for career and social relations. Future
research should focus on interventions that assist soldiers
in disclosure decisions, in order to stop these adverse
outcomes from occurring.39 43 MMH professionals could
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settings has shown that thorough preparation of mental
health disclosure in the work environment, such as being
selective in information you share, and with whom, can
help avoid adverse occupational outcomes.12 39 40 As there
seems to be a disconnect between the MMH professionals
and the soldiers, MMH professionals could benefit from
more awareness about the barriers faced by soldiers. They
could likely benefit from training about how the workplace
culture forms a barrier for disclosure. It is also interesting
to note that soldiers without MHC/SA did not mention
fear for lack of career advancement as a barrier for disclosure. It is possible that this fear is related to self-stigma
of soldiers with MHC/SA, and not recognised by soldiers
without MHC/SA. However, a study within the Dutch
military into the decision to seek treatment for MHC/SA
did find that soldiers without MHC/SA reported lack of
career advancement as a barrier for treatment seeking.24
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Topic List
Introduction to the topic.
‘How prevalent do you think mental health conditions and substance abuse are within the
military?’
‘What types of mental health conditions and substance abuse do you think are common within
the military?’
Experiences/associations with the topic.
‘What are your experiences (associations) with the decision to disclose mental health
conditions and substance abuse?’
Barriers for disclosure.
‘What are barriers in the decision to disclosure mental health conditions and substance abuse?’
Example probes used when needed:
What are possible disadvantages of disclosure?
How would disclosure influence someone’s career?
What role does a supervisor play in the decision to disclose?
What are consequences of disclosure within the military?
Facilitators for disclosure.
‘What are facilitators in the decision to disclose mental health conditions and substance
abuse?’
Example probes used when needed:
What are possible advantages of disclosure?
What role does someone’s social environment play in the decision to disclose?
What are possible positive consequences of disclosure?
Future needs as a closure of the topic.
‘What is needed in the future to assist soldiers with the decision to disclose mental health
conditions and substance abuse within the military?’.
Note: Per focus group the questions were formulated slightly differently to make them suitable for the
participants of that specific focus group. This means that for the military personnel with mental health
conditions and substance abuse the questions were directed at their own experiences, for military
personnel without mental health conditions and substance abuse the questions were directed at their
experiences in general and with colleagues, and for professionals who provide mental health care the
questions were directed at their experiences with the people they provide care for. All questions were
asked in Dutch during the focus group.
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