
 

 

 

 

 

 

QUALITATIVE EXAMINATION OF MENTAL HEALTH DISCLOSURE IN THE 

WORKPLACE 

 

A Thesis 

Submitted to the Faculty of Graduate Studies and Research  

In Partial Fulfillment of the Requirements 

for the Degree of 

 

 

Masters of Arts  

in  

Clinical Psychology 

University of Regina 

 

By 

Yvonne Nichole Faller 

Regina, Saskatchewan 

August, 2017 

© Copyright 2017: Y. Nichole Faller 



 
 
 
 
 
 

UNIVERSITY OF REGINA 
 

FACULTY OF GRADUATE STUDIES AND RESEARCH 
 

SUPERVISORY AND EXAMINING COMMITTEE 
 

Yvonne Nichole Faller, candidate for the degree of Master of Arts in Clinical Psychology, 
has presented a thesis titled, Qualitative Examination of Mental Health Disclosure in 
the Workplace, in an oral examination held on August 16, 2017.  The following committee 
members have found the thesis acceptable in form and content, and that the candidate 
demonstrated satisfactory knowledge of the subject material. 
 
 
External Examiner: Dr. Magdalena Cismaru, Faculty of Business Administration 
 

Supervisor: Dr. Mary Hampton, Department of Psychology  
 

Committee Member: Dr. Shadi Beshai, Department of Psychology 
 

Committee Member: Dr. Gina Grandy, Department of Psychology 
 

 

Chair of Defense: Dr. Larena Hoeber, Faculty of Kinesiology & Health Studies 
 
 
 



 

 

i 

 

Abstract 

Disclosure of mental health concerns in the workplace has been shown to benefit 

those who disclose, and such benefits can lead to a reduction in societal costs. In Canada, 

it is estimated that 20% of the population will suffer from a mental health issue leading to 

social and occupational impairments. These impairments may lead to increased 

absenteeism and presenteesim (i.e., employees present to work despite illness), which 

cost Canadian employers approximately $6 billion in lost productivity. It has been 

posited that disclosure of mental health concerns to employers may help reduce societal 

costs through workplace accommodations, the discovery of informal or formal supports, 

and/or a reduction in public and self-stigmas. The purpose of the present study was to 

document the experiences of those in an employment setting who have disclosed a mental 

health concern, and those who have been disclosed to. Grounded theory methodology and 

analysis were used to evaluate open-ended interviews with 25 people leaders and 

employees of a national organization. This analysis led to the discovery of a conceptual 

model that explained how eight interconnected codes/factors influenced perceptions of 

disclosure in the workplace. In turn, these perceptions impacted how the act of mental 

health disclosure was experienced by the discloser and the disclosed to. For instance, 

perceptions influenced how disclosure was performed, to whom, when it was disclosed, 

to how many people, and how it was reacted to. Research findings will be used to 

develop educational campaigns aimed at improving mental health disclosure within 

employment settings. 
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CHAPTER 1: Introduction 

1.1 Overview 

Disclosure of a mental health concern benefits individuals through the discovery of 

social supports, the creation of workplace accommodations, increased self-efficacy, and 

the reduction of public and self-stigmas (Brohan et al., 2012; Corrigan et al., 2009; 

Granger, 2000; Jones, 2011). Smetanin et al. (2011) have estimated that approximately 

20% of the Canadian population struggles with mental health concerns, which result in 

social and occupational impairments. These impairments are associated with $50 billion 

in costs to the Canadian economy, with a projected increase to $2.3 trillion dollars by 

2041 (Smetanin et al., 2011). Canadian employers specifically will lose approximately $6 

billion in productivity attributed to presenteeism (i.e., employees present to work despite 

illness), turnover, disability claims, and absenteeism (Mental Health Commission of 

Canada [MHCC], 2013; Sairanen, Matzanke, & Smeall, 2011; Schultz & Edington, 2007; 

Smetanin et al., 2011; Stonebridge & Sutherland, 2016). It is further estimated that only 

33% of those with a mental health condition accessed required services and treatment, 

which may have further exacerbated workplace difficulties (Statistics Canada, 2003). It 

has been hypothesized that employee disclosure of mental health concerns in the 

workplace might reduce the societal and financial burden of mental illness and improve 

access to care (Corrigan & Rao, 2012; Evans-Lacko & Knapp, 2014; McGahey, 

Waghorn, Lloyd, Morrissey, & Williams, 2016). 

The impetus for this study came after many years of working for a member-based 

organization (The Co-operators) with corporate strategies centered on employee health 

and wellbeing. The Co-operators had a reputation of being one of Canada’s top 
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employers, in part, due to their flexible work hours, compensation packages, and their 

treatment of employees. A few years ago, the company began to implement national 

recommendations on mental health; however, and despite these recommendations, 

ignorance about mental health and its ill effects remained. For example, after many 

lengthy discussions with managers and co-workers it became apparent that stereotypes 

perpetuated in the media continued to be discussed by employees and presented as 

factual, individuals with visible symptoms continued to be ostracized by some, and 

managers were still uncertain about how to approach and manage mental health concerns 

despite receiving training on mental health in the workplace. Despite the overt stigma, 

discrimination, and ignorance there remained a select few who were unafraid to speak 

about their mental health issues. As stated by a fellow colleague “I wouldn’t hide a 

diagnosis of high blood pressure or diabetes, so why would I hide a diagnosis of Post-

Partum Depression?”. As such, congruent with grounded theory strategies (Corbin & 

Strauss, 2008), I used this personal experience to frame the overarching research question 

discussed below.  

1.2 Research and Methodological Objectives 

The objective of this study was to understand how individuals experienced 

disclosure of a mental health concern in the workplace. After reviewing the literature on 

mental health disclosure in the workplace it became apparent that the research focused 

predominantly on the reasons for nondisclosure, most notably mental health stigma 

(Angermeyer, Matschinger, & Schomerus, 2013; Corrigan et al., 2008; Corrigan & Rao, 

2012; Rüsch, Angermeyer, & Corrigan, 2005; Wahl, 1999). Although there has been a 

more recent surge in disclosure research, there remains a paucity of research on 
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disclosure as a distinct phenomenon. In fact, most studies have focused on disclosure as a 

secondary topic to stigmatic issues (Korsbek, 2013), while other empirical studies have 

attempted to understand disclosure through the application of decision aids and 

interviews on the decision making process (Hatsumi, 2014; Henderson et al., 2012; 

Hielscher & Waghorn, 2015; Peterson, Currey, & Collings, 2011; Toth & Dewa, 2014). 

To-date, relatively few qualitative studies have examined the experiences of individuals 

who have disclosed or been disclosed to in an employment setting (Brohan et al., 2014; 

Korsbek, 2013). Accordingly, a theoretical understanding of mental health disclosure in 

the workplace is missing from the literature. This study attempted to fill this gap in the 

research by using a grounded theory approach to develop a conceptual understanding of 

mental health disclosure in the workplace (Corbin & Strauss, 2008). 

 A second objective of this study was to minimize the influence of existing 

theoretical assumptions prior to commencement of the research. As Korsbek (2013) has 

argued, most research on disclosure has been secondary to research on stigma, in that, 

stigma was the primary research focus and disclosure was a secondary finding or subset 

of research on mental health stigma. Although I recognized that disclosure may be 

secondary to stigma, I feared that if the data was analyzed through the lens of stigma 

theory, then stigma would become the primary focus of the research as opposed to 

disclosure. Furthermore, although theories of disclosure existed, these theories tended to 

be either all-encompassing theories on self-disclosure (Derlega & Berg, 1987) or focused 

on other topics (e.g., disclosure of sexual assault) rather than focusing on mental health 

specifically (Korsbek, 2013). As such, I did not want to risk interpreting or influencing 
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the data in a way that made it “fit” within an incomplete theory, thus I chose grounded 

theory as a methodological approach. 

The methodological objectives of this study were congruent with grounded 

theory, in that, I attempted to refrain from forming my own hypotheses prior to 

commencement of data analysis (Corbin & Strauss, 2008). Consequently, any theories 

that emerged were inductive, in that, they came from the collected data (Creswell, 2007). 

Despite abstaining from hypothesizing a theoretical foundation at the onset, it is 

important to note that I also did not engage in a traditional grounded theory approach. In 

other words, I did not connect with or analyze the data from a tabula rasa state, as I had 

some knowledge of the topic from previous research on disclosure and by conducting a 

preliminary literature review. I attempted to minimize the impact of this existing 

knowledge on the interpretation of the data through reflexive thinking, consultation with 

my advisor, and memo writing (Breckenridge, Jones, Elliott, & Nicol, 2012; Glaser, 

2005; Mills, Bonner, & Francis, 2006). 

 A second methodological objective was to obtain a comprehensive understanding 

of disclosure through the collection of data from multiple perspectives (Corbin & Strauss, 

2008). As per Corbin and Strauss (2008), gathering information from multiple sources 

provides a more thorough understanding of the interactions and influences on the 

experiences of those involved in the event. As such, it was decided that to fully 

understand the experiences of disclosure, data from the two parties involved in the 

disclosure experience (i.e., the person disclosing and the person disclosed to) had to be 

included in the analysis. To conclude, based the research and methodological objectives 
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addressed, it was determined that grounded theory was the most suitable methodological 

and analogical approach. 

1.3 Thesis Structure 

Following this introduction is an overview of the current literature on mental 

health disclosure including research on nondisclosure, disclosure, and predictors of 

disclosure. This will be followed by a review of the methodology and analysis used. The 

results section will include an examination of the core category of perception along with 

discussions on the eight interconnected codes. Following the review of the results, the 

discussion section will address how this study contributes to the current research on 

perceptions, disclosure, and reveals stigma as one factor in the disclosure experience. The 

study will conclude with a section on the strengths, limitations, future research directions, 

and the practical implications of the study.  

CHAPTER 2: Literature Review 

The following section is a review of the current research literature on mental 

health disclosure. It will begin with a discussion of the research documenting why 

individuals choose not to disclose. This will be followed by a section on the current 

research addressing the benefits of disclosure in and outside of the workplace. This 

section will conclude with an examination of the predictors of mental health disclosure 

and/or nondisclosure.  

2.1 Nondisclosure  

This section will begin with a review of the literature that supports why 

individuals choose not to disclose mental health concerns. This includes public stigma 

and discrimination, failure of legislation to protect individuals, self-stigmas, passing 



 

6 

 

(defined below), and job compatibility. Each item will be discussed in turn to provide a 

holistic understanding of the reasons for nondisclosure.  

2.1.1 Stigma and discrimination. Despite protective legislation in most 

countries, individuals plagued by a mental health condition continue to be subjected to 

public stigmas (Angermeyer et al., 2013; Corrigan et al., 2008; Corrigan & Rao, 2012; 

Rüsch et al., 2005; Wahl, 1999). Public stigma occurs when an individual is ostracized 

and negatively labelled (e.g., lazy or unfit to work) because of a mental health condition 

(Brown & Bradley, 2002; DeLuca & Yanos, 2015; Goffman, 1963). These labels and 

stereotypes may lead to perceived or actual discrimination in employment settings. For 

example, individuals may be denied a promotion due to past mental health concerns or 

they may refrain from applying for a promotion due to fear of discrimination (Brouwers 

et al., 2016). In fact, Brouwers et al. (2016) found that 62.5% of respondents with a 

mental health condition had experienced discrimination in the workplace, while 60% 

stated they would not apply for work due to anticipated discrimination. For many 

individuals, this fear led to secrecy and nondisclosure of mental health issues. 

Furthermore, individuals must decide how much they want to disclose to potential 

employers. In some instances, the employer may be the one who is encouraging early 

disclosure (i.e., during the application process), so they may accommodate the applicant’s 

needs (Goldberg, B. Killeen, & O'Day, 2005; Jones, 2011; Little, Henderson, Brohan, & 

Thornicroft, 2011). Unfortunately, this is not typically the norm. For instance, several 

studies have shown that it was more likely that applicants who disclosed mental health 

concerns would be assessed as less employable than individuals with a physical disability 

(e.g., cancer) or no disability at all (Angermeyer et al., 2013; Goldberg et al., 2005; 
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Gouvier, Sytsma-Jordan, & Mayville, 2003; Mendel, Kissling, Reichhart, Buhner, & 

Hamann, 2015; Pearson, Lo, & Yip, 2003; Reilly, Bocketti, Maser, & Wennet, 2006; 

Zissi, Rontos, Papageorgiou, Pierrakou, & Chtouris, 2007). These reactions occurred in 

spite of legislation aimed at reducing incidences of mental health discrimination. 

Discrimination based on mental health is still common despite the existence of 

legislation designed to protect individuals from such practices (Brohan et al., 2012; 

Peterson et al., 2011; Reilly et al., 2006). To understand why legislation alone is not 

enough to foster inclusive workplaces, an examination of how stigmatic attitudes and 

discriminatory behaviours are formed is in order. Corrigan and Rao (2012), suggested 

that discriminatory behaviours are initiated by negative stereotypes or beliefs (e.g., group 

is dangerous) that led to adverse feelings and emotional reactions towards the afflicted 

group (i.e., individuals with a mental health concern). Additional studies have found that 

negative stereotypes about mental health were partially formed through news reports, 

television and movie portrayals, and through other forms of media (Brohan et al., 2014; 

Brown & Bradley, 2002; MacDonald-Wilson & Whiman, 1995). For example, people 

with a mental health condition were commonly portrayed as having intellectual 

impairments with an inability to learn new skills, unproductive work habits, violent 

behaviours, and were considered a hindrance to society (Brohan et al., 2014; Brown & 

Bradley, 2002; Holland, 2012; MacDonald-Wilson & Whiman, 1995). The emotional 

reaction(s) to these stereotypic portrayals may have led the unafflicted individual to 

engage in discriminatory behaviours (e.g., reject a job application) in an effort to reduce 

their own fears by physically and socially distancing themselves from the person they 

fear (Corrigan & Rao, 2012).  
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This physical distancing may be even more pronounced if the unafflicted 

individual believes that the causes of the mental health concern are related to something 

within the individual’s control (Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003). 

For instance, research by Martin, Pescosolido, and Tuch (2000) found that attributing 

mental illness to moral causes (e.g. bad character) led to more stigmatization than if the 

cause was related to a physical defect. These results were confirmed by Corrigan et al. 

(2003), who found that unafflicted individuals were more likely to avoid and abstain from 

helping persons with a mental health condition if they believed the condition was within 

the individual’s control. More recent research by Larkings, Brown, and Scholz (2017), 

expanded on these findings when they found that causal beliefs about mental illness 

extended to afflicted individuals, as well. For instance, they discovered that persons with 

a mental illness were more likely to endorse self-stigmas if they believed their illness was 

the result of biogenetic factors. In these circumstances, afflicted individuals believed that 

their illness was out of their control, which negatively impacted their feelings of hope 

around recovery. Consequently, they were more likely to adopt self-stigmas. 

2.1.2 Self-Stigmas. Self-stigma is the internalization of negative stereotypes (e.g., 

unproductive work habits), whereby the individual comes to believe the public perception 

of their condition/illness. This internalization can lead to negative emotional reactions 

(e.g., low self-esteem) and poor self-efficacy (Corrigan et al., 2008; Rüsch et al., 2005; 

Rüsch, Corrigan, Todd, & Bodenhausen, 2010). Individuals may also succumb to self-

fulfilling prophecies whereby they accept the negative label and begin to behave in ways 

that confirm this negative self-concept (Rosenhan, 1973; Wheeler & Petty, 2001). By 

behaving in stereotypic ways, the individual is also reaffirming public perceptions about 
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mental health concerns, which may perpetuate the cycle of stigma (Evans-Lacko, Brohan, 

Mojtabai, & Thornicroft, 2012). 

2.1.3 Passing. For some individuals, their symptoms are manageable and 

concealable until symptoms impair functioning or the individual decides to disclose 

(Brohan et al., 2012). Passing, according to Goffman (1963), occurs when an individual 

is able to conceal their stigmatized traits and continue to participate in the social world as 

a non-stigmatized individual. Accordingly, others in the workplace continue to treat such 

individuals without discrimination. (Brohan et al., 2012; Goffman, 1963). As such, 

individuals may choose to not disclose because disclosure could jeopardize their current 

employment.  

2.1.4 Job Compatibility. Some workplaces or specific characteristics of a job 

allow for the concealment of mental health concerns (Brohan et al., 2012). For example, 

employees with social anxiety or attention deficit disorder may find working at home less 

impairing than working in a busy office environment. Since their symptoms are managed 

and they remain functionally working there is no requirement to disclose their concerns. 

In other circumstances, employees may choose to not discuss their illness even if it would 

be beneficial for them to disclose (Boyd, Zeiss, Reddy, & Skinner, 2016; Brohan et al., 

2012). For instance, it may benefit clients in a mental health setting to know that their 

support workers have experiential knowledge of their illness. Yet, support workers may 

choose to not disclose to employers, colleagues, or clients due to a variety of personal 

reasons. This was the case in the study by Boyd et al. (2016) who found that despite the 

numerous benefits associated with disclosure (e.g., increased therapeutic alliance) only 

one third of support workers in their study had disclosed to a client.  
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In conclusion, there are several valid and understandable reasons why individuals 

choose not to disclose. Stigma and discrimination in the workplace may dissuade 

individuals from telling their employers about their mental health concerns. In addition, 

ineffective government legislation may do little to counteract these discriminatory 

practices which, may lead to mistrust of protective policies and nondisclosure. In other 

circumstances, individuals may choose not to disclose because they have adopted or 

internalized the negative stereotypes surrounding mental health. Alternatively, their 

symptoms may be currently managed or they are in a job that helps them mask 

symptoms, therefore disclosure is deemed unnecessary. Despite these valid concerns, 

there are still numerous reasons to support disclosure of mental health in the workplace. 

2.2 Disclosure 

The intent of the following section is to highlight some of the reasons why mental 

health disclosure is beneficial to all. For example, it could result in the reduction of 

stigmas, improve employee access to workplace accommodations, it may be used to 

explain odd or damaging behaviours at work, or it could help afflicted employees find 

informal and formal supports. In an effort to enhance these benefits, the section will 

conclude with an overview of the predictors associated with disclosure.  

2.2.1 Reduce public stigma. It is possible for negative stereotypes and stigmatic 

behaviours to be diminished through disclosure (Rüsch et al., 2005). First, it appears that 

connections or contact between stigmatized and non-stigmatized groups can reduce rates 

of stigma and discrimination (Corrigan, Morris, Michaels, Rafacz, & Rüsch, 2012). For 

example, employees who interacted with individuals with a mental health condition have 

been found to be more supportive of hiring future workers with a similar condition 
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compared to those who did not have this contact (Brohan et al., 2012; Jones, 2011; Peters 

& Brown, 2009; Rüsch et al., 2005). Second, disclosure may be the mechanism by which 

contact decreases discrimination. This suggests that disclosure may act as a mediator 

between contact and reduced discrimination. For instance, Korsbek (2013) described how 

disclosing a mental health condition was vital in anti-stigma campaigns, where the 

opportunity for the public to meet and interact with individuals with a mental health 

concern was an important part of discounting prejudice and stigma. Third, there appears 

to be a cyclical pattern to contact, disclosure, and stigma reduction. To explain, contact 

has been found to not only reduce stigma through disclosure, but it also functioned to 

increase incidences of disclosure. To further illustrate this point, Peters and Brown (2009) 

found that, if employees believed that a co-worker with a mental health condition was 

treated equitably after disclosing, they were more likely to self-disclose and seek 

employer assistance for their own mental health concerns. Moreover, they found that self-

disclosure was a pre-condition to receiving workplace accommodations.  

2.2.2 Workplace accommodations. Workplace accommodations are important in 

helping individuals maintain employment and thrive within the workplace while dealing 

with a mental health condition (Brohan et al., 2012; Garcia & Crocker, 2008; Jones, 

2011). These accommodations could include a reduction in work hours to allow the 

employee to adjust to new medications or time off to engage in intensive treatment 

options only available during the day. If employers intervene early enough with these 

accommodations, longer-term disability leaves could be reduced, which may decrease 

costs (e.g., insurance premiums or loss of wages) for both the employer and employee 

(Cavanaugh, 2014). Workplace accommodations should also consist of a comprehensive 
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employee benefits plan that includes an employee assistance program (EAP). With the 

right benefits program, employers can effectively reduce psychological burdens by 

supporting employees’ access to mental health services (MacDonald-Wilson & Whiman, 

1995; Rothman, 1986). 

2.2.3 Explain behaviours. In some circumstances, individuals must disclose a 

mental health concern to explain odd or stigmatizing behaviours. Lee, Chiu, Tsang, Chui, 

and Kleinman (2006) found that 36% of their 320 respondents were mistakenly labelled 

as lazy due to the side effects of their psychotropic medication. Another 20% of 

participants were wrongly characterized as drug addicts because of behaviours associated 

with medication side effects. Not disclosing in these situations reportedly leads to an 

increase in stress for the individual who may be fearful of others knowing their secret 

(Brohan et al., 2012; Goldberg et al., 2005). Subsequently, they may experience shame 

(Brohan et al., 2012) and begin to engage in social avoidance and isolating activities 

(Pachankia, 2007). As such, many individuals with visible problematic behaviours will 

engage in disclosure to minimize the damaging effects of nondisclosure. 

2.2.4 Supports. Use of mental health services increase as individuals disclose 

their mental health concerns (Corrigan et al., 2009). Munir, Leka, and Griffiths (2005) 

discovered that rates of disclosure of mental health issues increase if employees believed 

that their manager would be supportive of their mental health concerns. In turn, this 

disclosure may lead to information on available mental health services and/or the 

manager may encourage the use of such services, thereby increasing service usage 

(Corrigan et al., 2009). By disclosing, employees with a mental health condition may also 

become role models for other employees. As a role model, the individual may begin to 
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identify with and accept his or her stigmatized group, which may lead to a reduction in 

feelings of loneliness and isolation and can also reduce self-stigmas and stereotypes 

(Brohan et al., 2012; Corrigan et al., 2009; Garcia & Crocker, 2008; Rüsch et al., 2005).  

2.2.5 Reduce self-stigmas. Group identification has been shown to reduce self-

stigmas by enhancing self-efficacy through the internalization of positive stereotypes 

(Corrigan et al., 2009). Through participation within a stigmatized group an individual 

has the opportunity to garner support from the group while also giving back to the group. 

By adopting a helper mentality, the individual’s self-efficacy and self-esteem may 

increase as they share successful and meaningful personal experiences within the group 

(Corrigan et al., 2009). The individual may also witness positive behaviours that are 

contradictory to existing stereotypes of mental health. If the individual internalizes these 

positive examples, then self-stigmas could also be reduced (Brohan et al., 2012; Rüsch et 

al., 2005). 

2.2.6 Predictors of Disclosure. 

Brohan et al. (2012) engaged in a systematic review of 48 empirical research 

articles to determine the most common predictors of disclosure in the workplace. For 

example, they found that men were significantly more likely to disclose than women, but 

did not provide a rationale for this difference. They also found that supportive work 

environments were more conducive to disclosure of a mental health concern. Beyond 

support, those in a mental health setting were more likely to disclose than employees in a 

social services or business/educational setting (Brohan et al., 2012; Ellison, Russinova, 

MacDonald-Wilson, & Lyass, 2003). Furthermore, individuals who were concerned 

about maintaining employment or were experiencing a decline in professional confidence 



 

14 

 

were also more likely to discuss their mental health. Alternatively, individuals with a 

mood disorder were less likely to disclose compared to individuals with more severe 

illness (e.g., schizophrenia). This may be attributed to the severity of symptoms where 

severe symptoms were more difficult to conceal, therefore disclosure was necessary 

(Banks, Novak, Mank, & Grossi, 2007; Brohan et al., 2012). Finally, familiarity with 

legislation and receipt of government disability benefits were also highly predictive of 

mental health disclosure.  

2.3 Conclusions 

 To conclude, there are a variety of valid and understandable resaons why 

individuals choose to conceal their mental illness, but there are also benefits to 

disclosure. As discussed, fear of stigma and discrimination prevent many individuals 

from disclosing. This is in spite of, government legislation that intends to protect persons 

with mental health concerns. In fact, legislation itself is not enough because it does not 

target the belief systems of individuals who hold stigmatic attitudes. Consequently, 

individuals with concealable symptoms (both formal diagnoses and self-diagnoses) may 

choose to not disclose in an effort to avoid possible discrimination. Alternatively, they 

seek out and find employment that allows them to further conceal their illnesses. 

Unfortunately, by not dislcosing these individuals may unintentionally miss possible 

benefits. For instance, they may miss the opportunity to reduce both public and self-

stigmas by exhibiting positive behaviours that are counterdictory to exising stereotypes. 

In addition, they may be unaware of workplace accommodations and personal supports 

that are available to them as employees. Finally, if their symptoms are negatively 

impacting their work performance they can explain these declines to people leaders and 
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hopefully receive necessary support. To help foster disclosure, Brohan et al. (2012) 

identified common predictors of disclosure in the workplace. They reported that 

supportive work environments, men, performance concerns, severity of symptoms, and 

knowledge of legistion were all predictors of disclosure. This study will expand on these 

predictors and provide a more comprehensive understanding of the entire disclosure 

experience. 

CHAPTER 3: Method 

The following section outlines the methodology and analysis used to examine 

experiences of mental health disclosure in the workplace. The section will begin with an 

overview of the research setting followed by a review of the data collection process. Next 

the eligibility criteria for the study will be examined prior to a short discussion on the 

demographics of eligible participants. A review of the interview process will be followed 

by a discussion of any ethical considerations that arose during data collection. Prior to an 

examination of the analysis process, a section on reflexivity will outline the reciprocal 

relationships inherent between the researcher, the participants, and the interpretation of 

the data. The analysis section will outline the steps and processes (e.g., coding, memo 

writing) taken while engaging in a grounded theory analysis. This section will provide a 

rationale for and background to the discovery of the core category, perception. 

3.1 Research Setting 

The Co-operators was built by farmers who had lost most of their assets, savings, 

and insurance coverage during the great depression. These farmers had a vision and a 

desire to build a national insurance company that conducted business differently than the 

conventional businesses did in 1945. After merging with smaller companies in 
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Saskatchewan, Quebec, Ontario, and the Atlantic provinces the Co-operators was born 

(The Co-operators, 2017). The Co-operators is a fully Canadian owned insurance and 

financial services company. Their three core areas of service include property and 

casualty insurance, life insurance, and institutional investments. They employ over 4000 

employees with over 2500 licensed insurance representatives throughout Canada. Their 

co-operative membership includes more than 5.5 million individual members and almost 

300 credit unions (The Co-operators, 2017).   

In a co-operative structure, the need for profitability is balanced against the needs 

of members and the larger communities in which members reside. In general, a co-

operative is owned and controlled by the people who access their services. These people 

are considered “members” of the co-operative and are rewarded for their membership. 

For example, members will have access to products and services that are modified to 

meet their needs. Additionally, profits based on their service usage are distributed to 

members on a regular and consistent basis (The Co-operators, 2017). All co-operatives 

must adhere to the same seven principles as those defined by The International Co-

operative Alliance (The Co-operators, 2017). The seven principles include voluntary and 

open membership, democratic member control, member economic participation, 

autonomy and independence, education, training and information, co-operation among 

co-operatives, and concern for community (The Co-operators, 2017). The Co-operators 

adheres to these principles by striving to maintain diversity in their membership, allowing 

members to provide input and vote on company business, sharing profits with members, 

allowing the board of directors to approve all strategic decisions, through continuous 

educational programs, by supporting other co-operatives, and through their community 
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initiatives. Overall, Co-operators strives to be different from other insurance companies 

by focusing on people (e.g., employees and member owners) and the surrounding 

community. Profitability is a necessary secondary focus as it allows them to achieve the 

primary focus (The Co-operators, 2017). 

3.2 Data Collection  

3.2.1 Recruitment. Following approval from the University of Regina Research 

Ethics (Appendix A) Board, individuals (e.g., managers, directors, employees, etc.) with 

experience of mental health disclosure within the Co-operators group of companies were 

recruited through purposive sampling. Purposive sampling involved finding information-

rich cases that adequately informed the research (Creswell, 2007). Purposive sampling 

was employed until theoretical saturation was reached. Theoretical saturation is described 

as the point in analysis when the discovered categories are saturated or well developed in 

terms of their properties. In other words, no new information is received with further data 

collection (Corbin & Strauss, 2008). Based on past research findings, theoretical 

saturation is typically reached by 12 participants; however, I continued to interview 

participants until no new information was coming forward that could enhance my 

understanding of the topics being discussed  (Corbin & Strauss, 2008; Creswell, 2007; 

Guest, Bunce, & Johnson, 2006). As previously discussed, to ensure a thorough 

understanding of the experience of disclosure two groups of participants were recruited: 

employees who had disclosed a mental health condition and people leaders who had been 

disclosed to. With the help of the vice-president of human resources, recruitment was 

conducted through the use of the company’s intranet (Appendix B), posters displayed in 

common areas across the group of companies (Appendix C), emails, and word-of-mouth. 
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Snowball sampling was also employed, whereby participants provided information about 

the study to other potential participants (Noy, 2008). It is unknown how many people 

were recruited through each modality, but there was a large response following the 

intranet announcement. 

Approximately 90 days after the initial recruitment effort, participation from both 

groups was assessed. Throughout the 90 days participants were continuing to contact me, 

albeit at a slower rate as compared to the first few days. During this time, I was 

conducting in-person (required travel) and phone interviews, transcribing, and engaging 

in the initial analyses. It was my hope during this time that participating individuals 

would engage in word-of-mouth recruitment. As such, I did not engage in a second round 

of advertising until it was determined that participation from the people leader group was 

half the number of participants from the employee group (i.e., six versus 12 participants 

respectively). To reach saturation and ensure equal representation from both groups, 

additional recruitment efforts were employed after discussion with the vice-president of 

human resources. These additional efforts included extra announcements on the company 

intranet and discussions with people leaders across the organization. The vice-president 

of human resources also provided the names and email addresses of individuals who had 

consented to be contacted directly. This new recruitment strategy was approved by the 

University of Regina Research Ethics Board. (Appendix D). It should be noted, Co-

operators does not know if I contacted these individuals, nor do they know if the 

individuals participated in the study.  

3.2.2 Eligibility. In keeping with a grounded theory approach, it was important to 

ensure that the participants involved in this study shared similar experiences surrounding 



 

19 

 

the studied phenomenon, disclosure (Corbin & Strauss, 2008). As such, to be eligible for 

the study employees were required to have a formal diagnosis (i.e., diagnosis from a 

registered psychologist, psychiatrist and/or medical doctor) based on the criteria set by 

the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR or DSM-5; 4th 

ed., text revision, American Psychiatric Association [APA], 2000; 5th ed., American 

Psychiatric Association [APA], 2013) of a mental health condition and have disclosed 

this diagnosis within the workplace. This formal diagnosis had to be based on the DSM-

IV-TR or DSM-5 criteria (4th ed., text revision, APA, 2000; 5th ed., APA, 2013). 

Confirmation from a registered professional was not required, however verbal 

confirmation from the employee at the beginning of the interview process was requested. 

Since it was unlikely that people leaders would know if employees had received a formal 

diagnosis, this eligibility criteria did not apply to the people leader group. Due to the 

sensitive nature of this study and potential vulnerability of the employee group, access to 

counselling services was also required (e.g., EAP). Finally, all participants had to be over 

the age of 18 years.  

To ensure participants responded freely, disclosure was broadly defined as the 

sharing of personal struggles with a mental health condition (Cozby, 1973). The intent of 

this study was not to enforce disclosure, rather, to highlight the experiences of those who 

had already disclosed or been disclosed to. This was included within the eligibility 

criteria to be respectful of individuals who were not comfortable disclosing due to fears 

of discrimination or stigma (Brohan et al., 2012; Corrigan & Rao, 2012; Granger, 2000). 

Furthermore, the tenets of grounded theory encouraged the inclusion of more varied 

perspectives (Corbin & Strauss, 2008). Therefore, by including the experiences of both 
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those who disclosed struggles and those who disclosed diagnoses this principle within 

grounded theory was satisfied.  

3.2.3 Participants. A total of 26 participants were recruited from across Canada 

(see table 1). Unfortunately, the data from one participant (employee group) was lost 

while transferring data from the recording device to a secure laptop therefore, only 25 

interviews were included in the final analysis. The final analysis included 12 participants 

from the employee group and 13 participants from the people leader group. Most 

participants were female (n = 21), the average age of participants was 42 years and the 

average length of service with the Co-operators was 11.67 years. All of the men 

interviewed (n = 4) were people leaders. The majority of participants identified as 

Canadian-born Caucasian (n = 20), while some identified as non-Canadian born 

Caucasian (n = 2). A small number of participants identified as East Indian, Italian, and 

Latin American (n = 3). Participants were separated into three distinct regions based on 

the province they worked in. The regions included: West (British Columbia, Alberta, 

Saskatchewan, and Manitoba), Central (Ontario and Quebec) and East Coast (New 

Brunswick, Newfoundland, Prince Edward Island, and Nova Scotia). Efforts were made 

to have proportional representation from all regions of the country.  

All participants from the employee group confirmed a formal DSM diagnosis and 

all participants from the people leader group believed staff members who had disclosed 

had been formally diagnosed. It should also be noted that three people leaders disclosed 

to me that they were struggling with a personal mental health concern. Only two of these 

individuals had disclosed in the workplace to employees and their supervisors, while the 

third individual had not disclosed to anyone within Co-operators. All three of these 
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people leaders also had employees disclose to them. Most participants presented with 

multiple diagnoses (e.g., depression and anxiety). The stated diagnoses included: 

Generalized anxiety disorder, depression, panic disorder, bipolar disorder, addictions, 

postpartum depression, and obsessive-compulsive disorder. The most common diagnoses 

were depression and generalized anxiety disorder.  

3.2.4 Interviews. When possible, open-ended interviews were conducted face-to-

face to enhance rapport building and to identify any significant non-verbal cues 

(Creswell, 2007). Rapport building was important in this process to help develop trust 

between participants and the researcher. It was expected that with more trust, participants 

would feel more comfortable divulging personal experiences regarding mental health 

disclosure in the workplace (Creswell, 2007). Non-verbal cues were important to note 

and query as they may have informed or emphasized what the respondent was trying to 

communicate or they could have signaled when rapport was damaged between the 

respondent and the interviewer. Any noteworthy nonverbal cues were immediately 

addressed with the respondent to ensure I was interpreting their meaning correctly. For 

example, upon learning that I once worked at Co-operators a respondent appeared 

surprised and their facial expression indicated concern. When I queried about this 

reaction, the respondent indicated that they were concerned about the confidentiality of 

their responses. I took this opportunity to reiterate the relevant points within the 

confidentiality agreement. I also explained that this research was being conducted 

through the University of Regina and participants had final approval over any personal 

information (e.g., demographic information and direct quotes) contained within this 

thesis.  
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Phone interviews were only conducted when a significant distance existed 

between the participant and the researcher’s locations. Prior to commencement of the 

interview, participants were provided with an overview of the study and were asked to 

read and sign the consent form (see Appendix E). If the interview was completed over the 

phone, the consent form was emailed to the participant and they were asked to sign and 

return the consent form prior to the phone interview. The interview did not proceed until I 

received a signed copy of the consent form. 

An interview guide with general questions developed by me was used to guide 

each interview (see Appendix F). The intent of every interview was to facilitate a guided 

discussion of the topic through a fluid conversational style, as opposed to a structured 

interview format. As such, the exact wording and sequence of questions was not strictly 

followed to help the interview flow like a conversation (Charmaz, 2014; Corbin & 

Strauss, 2008; Creswell, 2007). Based on suggestions by Corbin and Strauss (2008), the 

interview questions were initially broad and became more focused and refined as 

dominant themes emerged. For example, as more participants discussed the importance 

of mental health education in the workplace I began to probe more around this theme. 

After a few interviews, the interview guide was slightly revised to reflect any developing 

themes. For example, age and length of employment with the Co-operators was added to 

the list of demographic questions to identify if there were any notable linkages between 

age, years of service, and disclosure. Also, the question “If someone has disclosed to you 

what was your reaction?” was added to the employee list of questions after the first three 

interviews because it was a question participants were discussing without prompting. As 

such, it was identified as an experience worth investigating further with future 
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participants. Although participants were informed during the consent process that they 

may be re-contacted to gather more data on any emerging themes or theories, this was not 

necessary as themes were emerging organically from the interviews without prompting 

(Corbin & Strauss, 2008; Creswell, 2007).  

3.2.5 Ethical considerations. There were a couple of ethical considerations that 

were evaluated during the data collection process. First, I received several emails (n = 6) 

from individuals who expressed interested in participating in the study, but were not 

interviewed. They were not interviewed because (a) they were from the employee group 

and saturation for the employee group had been reached, and/or (b) they were from the 

Central region that was already disproportionately represented (n = 13). These 

participants were advised of the reason(s) why they were being excluded from 

participating and that they would be contacted in the future if required. There was no 

evidence to suggest that these participants experienced any undue harm from not 

participating.  

Despite no overt evidence of undue harm, it is possible that not allowing these 

participants to be interviewed may have caused unforeseen and unknown harm. First, the 

excluded participants may have felt further stigmatized by the exclusion and this could 

have had detrimental effects on their mental well-being. Second, by excluding these 

participants I may have unintentionally contributed to nondisclosure behaviours. For 

example, a participant may have viewed this study as a forum for discussing their 

struggles with mental health in the workplace. By not allowing individuals to voice these 

experiences, I may have contributed to them not disclosing in the future (e.g., “Why 

bother no one wants to hear my story”). Third, to participate in the study interested 
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individuals had to email me. This meant that I had their name, email address, and 

possibly other identifying information without a signed consent form. As such, the 

individual may have felt at risk of being exposed and having their confidentiality 

breached, which could have contributed to increased stress and anxiety. Although these 

ethical considerations are valid concerns, the likelihood of undue harm was minimized 

through explanatory emails that clearly indicated why the participant was excluded (i.e., 

minimizes risk of feeling stigmatized). Furthermore, the information contained in the 

participants’ emails was so minimal and nondescript that the risk of a confidentiality 

breach was extremely low, therefore it is unlikely that participants experienced any undue 

harm.  

The second ethical consideration was the disclosure of my previous employment 

history with Co-operators. Some participants were aware that I used to work for Co-

operators because they knew of me when I worked there. Other participants were 

informed of my previous work history when we discussed how I became involved with 

research involving Co-operators. It should be noted that I never hid the fact that I used to 

work for Co-operators, but at times I was not as forthcoming as I could have been. The 

reasons for this were (a) it had been over three years since I worked for Co-operators and 

my personal ties (e.g., friendships, involvement) with the organization were significantly 

diminished therefore, it was not always relevant to discuss it, and (b) the research was 

being conducted to satisfy the requirements of a Masters of Arts in Psychology degree at 

the University of Regina as such, I adhered to the standards set by the University of 

Regina Research Ethics Board. Co-operators had no authority over or access to the data 

that emerged from the research, so my previous work history was not considered in the 
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discussion. Based on these ethical considerations, I made the informed decision to not 

discuss my previous involvement with Co-operators unless I was asked or it came up 

during the interview.  

3.3 Analysis 

One of the defining features of a grounded theory approach is the development of 

a theory or conceptual model through the exploration of processes inherent within a 

particular phenomenon (Corbin & Strauss, 2008). To explain, grounded theorists believe 

that theory development should be grounded in or generated from the behaviours, 

interactions, social conditions, and overall experiences with the phenomenon (Corbin & 

Strauss, 2008; Creswell, 2007). A grounded theory analysis begins during the first 

interview where concepts or meanings may emerge (Corbin & Strauss, 1990). These 

concepts are then documented within memos to help the researcher organize and 

understand emerging theories. The researcher also uses the memos to reflexively 

(described in more detail below) consider reciprocal interactions with participants and 

their interpretations of the data (Corbin & Strauss, 2008). During the initial coding phase 

(open coding), the data is analyzed line-by-line mining for further concepts and 

meanings. Additionally, the researcher is constantly comparing the data to other events to 

determine if there are any similarities or differences between the events. Conceptually 

similar incidents are then coded under an umbrella theme that generally describes what is 

transpiring (e.g., stigma). This process will allow the researcher to differentiate between 

and recognize similar properties and elements of specific themes or categories (Corbin & 

Strauss, 2008). The next phase of the analysis (axial coding) involves separating the data 

(e.g., cut and paste excerpts) into separate thematic documents. Once complete each 
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individual thematic document is analyzed for connections or linkages between documents 

or themes (selective coding). Ultimately, the researcher is attempting to find a core 

category or overarching theme that connects the codes and explains the experience with 

the phenomenon; all identified themes should emerge or be connected to the core 

category. 

The intent of this study was to develop a theoretical or conceptual understanding 

of disclosure within an employment setting. This was accomplished through an iterative 

process of data collection, memoing, and constant comparisons between the emerging 

data and developing theory. A conceptual model (see Figure 1) of mental health 

disclosure was developed using grounded theory analysis where data was initially 

analyzed for themes (open coding) before it was separated into individual thematic 

documents (i.e., axial coding) and analyzed for connections between these categories 

(i.e., selective coding). As the data emerged, the core category of “perception” was 

discovered and a conceptual model was developed from this discovery. A more detailed 

explanation of this process follows below. 

3.3.1 Process considerations. For ease of understanding, I have described the 

analysis process as if it occurred in a linear fashion, although this was not necessarily the 

case. At times, the process was linear whereby the interview would occur, then be 

transcribed, and finally analyzed. At other times, multiple interviews were conducted 

before transcriptions were completed, and analysis did not always occur immediately 

following transcription. Despite this nonlinear process, constant comparisons between the 

data and emerging theories were still made. This was partially accomplished through the 

use of memo writing during the interview, transcription, and analysis phases (Corbin & 
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Strauss, 2008). I also compared previous data to emerging data to examine whether or not 

gaps in the research were fully investigated (Charmaz, 2014). In addition to constant 

comparisons, I met with my supervisor and a committee member to discuss emerging 

themes. For instance, my meeting with a committee member early in the analysis process 

led to a discussion about the participants’ descriptions on how experiences with a mental 

health concern impacted their work, knowledge, reactions, and performance. The 

committee member suggested that this was a ‘lived experience with mental health’ and I 

agreed, thus forming a new code to be applied to the data. Once the gaps were addressed 

and the collected data were no longer providing new insight or codes, I assumed 

saturation was reached and data collection was terminated (Corbin & Strauss, 2008). 

3.3.2 Memo-writing. Immediately following the initial interviews, I engaged in 

memo-writing to help inform the emerging theory. Memo-writing was used to document 

any non-verbal cues, themes, categories or codes, and reflections of analytic thought that 

were noticed during the interview (Charmaz, 2014; Corbin & Strauss, 2008). These 

memos also included thoughts and inquiries about the codes and documented any 

possible links between codes. For example, the connections between the codes 

performance, symptoms, support (workplace accommodations), stigma, and education 

were discussed in a note from January 2017: 

Memo #16 

January 26, 2017 

Performance 

For PLs [people leaders] the first indicators of an issue appear to be 

performance issues. For some PLs, with minimal insight, this can lead 

to a discussion about a PIP [performance improvement plan] without 

investigating how the performance is impacted by Symptoms, 

Treatments, and External Stressors [connection between symptoms and 

performance]. Good PLs will use the performance issue to open the 

discussion about potential mental health struggles. This is done to 
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provide support and workplace accommodations to the employee 

[connection between performance and employer reactions]. Employees 

with MHC [mental health concerns] want the message to be known that 

they do want to do well and work, that they don’t wish this on anyone. 

There is an uncertain perception amongst employees with MHC that 

they are treated differently (i.e., lesser work duties) when they return 

from a leave [connection between stigma and employer reactions]. 

These employees were uncertain if this was real or a function of their 

symptoms [connections between perception, symptoms, employer 

reactions]. They are also fearful that knowledge of the MHC will 

decrease their chances of a promotion although there were examples of 

how this was not the case [connection between stigma and employer 

reactions]. In this case disclosure transcends words and is seen in 

performance, but without words or understanding of what is happening 

only the negative performance is perceived [connections of perceptions, 

performance, and education]. If symptoms are VISIBLE as MH [mental 

health] symptoms then they can be discussed, supported, and 

accommodated [connection between symptoms, perceptions, and 

employer reactions]. If not visible or recognized by the affected 

employee this can result in negative performance and ultimate 

termination [connection between employer reactions and performance]. 

 

 Memo-writing was also used during the transcription and coding phases where 

new ideas, theories, and commonalities between participants were discovered. For 

example, following the transcription of a couple of interviews I began to question the 

impact of age, length of service, and past employment experiences on the experience of 

disclosure. This led to an almost immediate change to the interview guide (i.e., questions 

about age and length of service were added) and previous reactions were later considered 

during the analysis phase. 

Memo #5 

September 5, 2016 

Participant <redacted> she is very new to Co-operators and seems quite 

a bit younger than the previous participant. Need to ask about age and 

length of time working for Co-operators as this could impact 

comfortableness of disclosing. Also, how does past employment 

experiences differ from Co-operators? How does this impact their 

willingness to disclose? 

Analysis Considerations 

Age of Participants 
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Length of time employed by Co-operators 

Past employment/disclosure experience 

 

The process of memo-writing also helped organize the emerging ideas and 

theories, and was helpful in the discovery of the connections between codes (Charmaz, 

2014; Corbin & Strauss, 2008). For instance, I used memo writing to document the 

interconnections within each code (see Appendix I) and I also physically drew the 

connections for each axial code (see Figure 2) making it possible to visually see how the 

codes were interconnecting with one another. This point will be discussed in more detail 

in the coding section. 

3.3.3 Transcription. When possible, interviews were transcribed verbatim within 

a few days of the interview. In a few instances, I travelled to various regions to conduct 

multiple interviews within a short period of time. Despite a delay in transcribing, all 

interviews were transcribed within four to six weeks of the interview. The interviews 

were transcribed verbatim except, verbal utterances such as, “um”, were removed from 

the transcription to improve readability for analysis. Some individuals who requested to 

see the transcriptions upon completion were sent an email asking where the transcriptions 

should be sent. Once a reply was received, the transcriptions were sent to these 

participants for review. Only two participants requested redactions to their transcribed 

interviews and these requests were granted.  

3.3.4 Coding. Following the transcription of the first three interviews, I began to 

analyze the data using coding strategies developed by Corbin and Strauss (2008). The 

coding was completed by hand, where the interview was printed out and codes were 

documented on the printed copy using an acronym for the code (e.g., ‘S’ represented 

stigma). A code is defined as a short, simple, precise, analytic label that describes what is 
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happening within the data (Charmaz, 2014). I specifically chose to code the data in this 

manner because it allowed for more reflexive thought about the data as it was coded. To 

explain, coding with pen and paper prevents me from mindlessly selecting and coding 

multiple lines of data on a computer program, which is something I have experienced in 

the past. Instead, I must write a code(s) by each line and during the axial coding phase I 

am forced to review my coding decisions as I cut and paste the data into separate 

documents (discussed further below). This method is also congruent with the strategies 

employed by Corbin and Strauss (2008) who actually warned against using computer 

programs to blindly code chunks of data without reflexive thought. Furthermore, they 

argue that reflexively thinking about the data helps to form the foundation of any well-

developed theory by understanding the data in a detailed way.  

 Coding commenced with open coding, where each line of data was analyzed for 

new codes. Initial coding found 17 open codes that were eventually revised and 

amalgamated into 16 distinct codes (see Appendix G). If a code was revised or a new 

code was discovered, any previously analyzed data were re-analyzed to determine if the 

revised or new code was present. For example, knowledge about mental health was 

originally coded as a separate code before it was changed to education or lived 

experience depending on the type of knowledge being discussed. For a list of the original 

codes and the changes made to these codes please refer to Appendix H. Any markings in 

pencil represented a revision to the original codes. All transcript lines were coded for the 

first few transcriptions, but this method was adjusted once themes and connections began 

to develop. For subsequent transcriptions, irrelevant data (e.g., discussions about personal 

connections to celebrities) were disregarded from the analysis. 
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Axial coding was the second phase of the analysis. In this phase, data (e.g., 

participant quotes) from each open code were separated (i.e., cut and paste) into 

individual word documents. Once the codes were separated, I commenced with selective 

coding where the data within the codes were analyzed for relationships and linkages 

between codes (Corbin & Strauss, 2008).  This involved reviewing the data within each 

individual word document named for the code it represented. I used memo-writing to 

document the themes inherent in each code and highlighted (i.e. capitalized code) 

whenever one code was mentioned under another code (see Appendix I). I then began to 

draw connections (see Figure 2) under each theme, so I could visually analyze the 

connections. I even began to use colours for each code so I could more easily see the 

connections. Shortly, after identifying codes with colour it became clear to me that each 

code was influencing or impacting the other codes and they were intrinsically connected 

to one another. What was missing was the core category that explained the overarching 

relationships between the codes. 

The purpose of selective coding was to integrate the relationships between codes 

under the umbrella of a single core category. Corbin and Strauss (2008) described the 

core category as an overarching story that explains what is occurring within the data. 

They recommend assessing the core category using five criteria: (a) it must be 

conceptual, in the sense that all major codes are related to it; (b) it must be common 

within the data and all, or almost all, codes must point to the core concept; (c) it must be 

logical and accurately describe the data (i.e., the data is not forced); (d) it should be 

abstract enough that it can be used to generate a general theory; and (e) it should continue 

to expand as each relationship is examined in depth. Corbin and Strauss (2008) also 
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provided helpful recommendations or strategies for discovering the core category. This 

included writing the story line, the use of integrative diagrams, and reviewing and sorting 

through memos. The use of these strategies will be discussed next.  

By the time I had reached the formal selective coding stage, I had engaged with 

the data in multiple ways (e.g., interview, transcription, open coding, and axial coding 

phases). Furthermore, I had been immersed in the data for several months, which allowed 

time to reflect on the connections and the emerging core category. To further examine 

and develop the core category, I engaged in the strategies suggested by Corbin and 

Strauss (2008). For instance, I verbally articulated the emerging story where I described 

the intricacies of the data in a few short sentences to a fictional and nonexistent audience. 

Once I became stuck, I revisited the data and my memos, including the conceptual 

drawings, for further inspiration. I also engaged in reflective meditations that helped to 

focus my attention on the data and what was transpiring within the data.  

As this point in the process, I could see the connections and influences between 

the nine original codes (e.g., connection between symptoms and performance) and I knew 

that perception was involved, but it’s connection to the codes was missing or incomplete 

(see section on bias). Therefore, I returned to the research question itself and began again. 

To explain, at the beginning of the selective coding phase I inadvertently attempted to fit 

the data within the binary decision model of disclosure or nondisclosure (see Figure 4). 

However, the data went beyond this decision model and included the experiences before, 

during, and after disclosure. By returning to the research question, I was able to shift my 

focus to the experiences of disclosure, which allowed me to discover how perception was 

like a mediator between the eight codes and the disclosure experience.  
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Corbin and Strauss (2008) have described the core category as the main theme of 

the research. It has the power to explain or theoretically convey what the data is telling 

us. In this study, participants described how eight interconnected codes altered, distorted, 

and transformed their perceptions of mental health disclosure, which then influenced how 

they experienced disclosure. For instance, participants reported how their perceptions of 

mental health disclosure were influenced by the reactions they received or gave, 

perceptions altered who they disclosed to, it also influenced the reasons why individuals 

disclosed to them, perceptions were also influenced by mental health symptoms that had 

the power to distort perceptions of the disclosure, reactions to declines in performance 

were influenced by how the decline was perceived, and so forth. In the results section, 

each code (e.g., symptoms) will be reviewed for its connections and influences on other 

codes and for its influence on perceptions. The discovery of how the codes connected 

with perceptions was discussed in the following memo:  

Memo #12 

December 5, 2016 

It is clear the codes are influencing one another, but what are they all 

influencing? It is not simply the decision to disclose. Must look beyond 

the decision making and look at the experience of disclosure. That 

means including decision making, but also all the codes present in the 

data: reactions from others and reactions of self, how do symptoms 

play a part, performance, education, lived experience, stigma. It is more 

than do I disclose or not disclose. After time was spent focusing on all 

the connections I realized it is the perception of disclosure that is at the 

center. I see it as a Kaleidoscope where your perception is changed 

with each spin of the wheel. Each code represents a colour and the 

colours connect and converge to form a picture. With one shift or turn 

of the Kaleidoscope the viewer’s perception of the disclosure 

experience changes – sometimes slightly, sometimes drastically.  

 

As recommended by Corbin and Strauss (2008), I returned to the data to validate 

the theoretical scheme. Validation of the theoretical scheme involved engaging in a high-
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level analysis of the data where the core category of perception was compared against the 

raw data. The purpose of this action was to ensure that perception as the core category 

could explain what most participants were experiencing and to confirm that the core 

category was connected to each code. This led to the initial conceptual drawing of the 

nonagon, which contained the connections within each code and the code ‘supports’ (see 

Figure 3). To further validate the core category, I reviewed this conceptual model with 

several people including my supervisor, a committee member, and an external visual 

artist (Corbin & Strauss, 2008). It was agreed that the diagram was too detailed, as such it 

was scaled down for easier consumption (see Figure 1). A full discussion of the finalized 

model will be examined in the results section. 

Corbin and Strauss (2008) also recommend trimming the theory to eliminate or 

change ideas that do not fit within the theory. For instance, some codes were identified as 

subsidiary codes to other codes, while another code was removed entirely. For example, 

the code ‘workplace accommodations’ was moved under the umbrella of ‘supports’ 

because it did not directly influence perceptions. Instead it was classified as an example 

of the type of supports provided to participants. In addition, after receiving the initial 

revisions from the committee I reviewed the data for the code ‘supports’. At this point, it 

was identified as a dominant subsidiary code that influenced many of the primary codes. 

Upon further analysis, it was determined that the data within this code primarily 

overlapped with the data for ‘employer reactions’. For example, both discussions within 

the results section included how supportive reactions from employers influenced the 

disclosure experience. In fact, it was difficult to identify and argue for the differences 

between the two codes, therefore it was placed under ‘employer reactions’. The code 
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‘reasons’ was removed entirely as it did not connect with the other codes or the core 

category. Furthermore, the amount of, and quality of, the data within this code did not 

substantiate a separate code. The codes ‘employment’ and ‘reactions’ were combined to 

create ‘employer reactions’ after the similarities between the codes were identified. To 

explain, anything related to or discussed about employment was coded as ‘employment’. 

At the same time, any discussions about reactions to disclosure were coded as ‘reactions’. 

Since, the primary reactions reported were found in the employment setting they were 

often coded as ‘employment’ and ‘reactions’ leading to almost identical data under each 

code. Finally, the code ‘improvements’ was not included within the final diagram 

because it was developed for information purposes only. In other words, it was used to 

inform a report generated for the Co-operators following the completion of the thesis. 

In addition, after discussions with a committee member I changed the open code 

‘intersectionality’ to ‘identity’ as we felt participants were not discussing 

intersectionality, per se, but were reporting on how their identities influenced their 

perceptions of mental health disclosure. To explain further, participants were not 

discussing the intersections of multiple identities (i.e., race, class, gender), but were 

discussing how each individual identity influenced perceptions (i.e., gender roles 

influence on perceptions). Furthermore, it was acknowledged that the code name 

intersectionality may cause some confusion with the theory of intersectionality. As such, 

the code name was altered to a truer representation of the data.  

3.4 Reflexivity 

Reflexivity is defined as the researcher’s conscious self-awareness of their 

influence on the data. It includes the acknowledgement that the researcher and participant 
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co-construct the data through a process of reciprocal influence (Corbin & Strauss, 2008; 

Finlay, 2002). For instance, some people leaders discussed how they addressed 

performance concerns with employees they suspected had a mental health condition. In 

turn, I self-disclosed my own experiences mentoring an employee who I believed was 

struggling with symptoms of an undiagnosed attention deficit disorder. Many responded 

to my disclosure with further insights into my situation that added to the data I was 

collecting. As such, similar to how the participants’ stories influenced my response, I too 

was influencing the data through self-disclosures, reactions to their comments, and even 

through the questions I was asking. 

Reflexivity also includes a recognition of how our own histories, knowledge, 

experiences, and philosophies shape the way the data is interpreted. To reflexively place 

yourself within the research is to demonstrate how the interpretation of the data is 

influenced by your own personal ontology and epistemology (Corbin & Strauss, 2008; 

Finlay, 2002; Ristock & Pennell, 1996). For the purposes of this study, it is important for 

me to be transparent about the influence of intersectionality theory on my interpretative 

lens. This is a theory that I studied extensively during a previous degree and I have 

frequently relied on this theory to inform my interpretations of the social world. 

3.4.1 Theoretical influence. Crenshaw (1991) introduced intersectionality theory 

to explain how multiple marginalizations are connected and cannot be understood 

separately (unitary approach) or through a summation of individual experiences (multiple 

approach). A unitary research approach focused solely on a primary social position (e.g., 

sex/gender), whereas a multiple approach, recognized a variety of social positions, but 

perceived them as separate, allowing the researcher to layer their analyses or add on 
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marginalizations (Hancock, 2007). For example, a unitary approach involved analyzing 

the mental health of a First Nations woman by independently examining her experiences 

with mental health, as a First Nations individual, and as a woman. Consequently, 

ignoring the influence each experience had on the others. Whereas, an analysis using a 

multiple approach would simply add her experiences together as if her experiences with 

mental health, her First Nations identity, and her experiences as a woman were layered on 

top of one another, again not intersecting with one another.  

Alternatively, Crenshaw (1991) theorized that multiple social identities 

intersected to form a whole that was different from the individual identities. As such, she 

argued against analyzing identities as separate from one another for she believed that 

these identities were reciprocally constructing one another and could not be analyzed or 

experienced individually. It was this understanding of the social world that influenced the 

analysis within this study. To explain, I believed that the experience of mental health 

disclosure could not be understood by analyzing it within a single social dimension, or by 

summing the social contexts within which it occurred. For instance, prior to the 

commencement of data collection I was interested in how gender, ethnicity, job title (e.g., 

manager versus front-line employee), and diagnosis would intersect to influence the act 

of disclosure. I was uncertain how job title and diagnosis would intersect with the other 

identities, but I believed it would be easier for a Caucasian woman to disclose because 

her ethnicity granted her power and privileges that would help offset any negative 

repercussions of disclosure. Meanwhile, her experience as a woman would have 

presumably aided in her decision to disclose due to the widely held beliefs/stereotypes 
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that it was more socially acceptable for women to discuss their mental health concerns 

(Pahwa, Fulginiti, Brekke, & Rice, 2017).  

Intersectionality theory (Crenshaw, 1991) was also applied to reflexively consider 

how the interpretation of the data was influenced. In explanation, my interpretations were 

undoubtedly influenced by my own background experiences with multiple identities (e.g., 

race, class, gender, or rural upbringing). For instance, at the beginning of the data 

collection and analysis I was struck by comments from a couple of participants regarding 

mental health in more rural locations. 

Memo #4 

September 4, 2016 

One participant mentions how being a national organization and leaving 

for university from a small rural town broadens your horizons. This is also 

mentioned by another participant (she moved from a small town to large 

western city). This is also mentioned in my first Memo when I question 

whether more populated centers make it easier to disclose? Why is that? 

Ideas: More examples of others who are suffering, not EVERYONE will 

know your business, safety, job security (there are other jobs out there)?  

 

After further interviews where rural versus urban was not discussed and after a period of 

self-reflection I determined that this issue was not considered relevant to the current 

study. Instead, it was tabled as a potential future research direction. 

Memo #10 

September 29, 2016 

Follow-up to Memo#4: Upon review of the transcripts and after 

subsequent interviews I feel like the issue of rural vs urban is more 

about something other than mental health disclosure. It is about the lack 

of resources in rural areas and gaining knowledge from life experiences 

(e.g., moving to larger cities) than it is about disclosure. It is likely that 

I was initially struck by this due to my interest in rural culture or more 

specifically, my parents’ struggle to find resources in their small 

community. This is a separate issue from the purpose of the study and 

should be revisited for future research on mental health in rural 

populations. 
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Furthermore, my status as a white, middle-class researcher may have contributed to 

imbalanced power structures that were continually and critically assessed to prevent 

further marginalization of participants (Corbin & Strauss, 2008; Ristock & Pennell, 

1996). These assessments were made through continual discourse with impartial parties 

(e.g., supervisor) and through self-reflection (i.e., memo-writing). For example, after a 

less than forthcoming interview I spent time reflecting on what may have contributed to 

the participant’s reluctance to divulge information.  

Memo #11 

October 4, 2016 

The interview today was a difficult one to conduct. The participant was 

not very forthcoming with her answers and it was difficult to say why. 

It could have been a language issue, my position as the researcher, my 

interviewing style, preoccupation with work, depressive symptoms or a 

combination of the above. In addition, I pushed the cultural questions 

when it was clear she was either not comfortable talking about it or 

there was nothing she could say. I found myself looking for any 

evidence of a cultural angle and in hindsight I believe I missed an 

opportunity to connect with the participant. I will need to be more 

aware of my intentions in future interviews to ensure I am not pushing 

my own agenda. 

 

In this example, I believe that I was attempting to use my power as the researcher to 

extract information from a participant who either had no information to give or was 

reluctant to talk about it. Following this event, I consulted literary resources on how to 

conduct interviews that would empower participants while still collecting data-rich 

information (Ristock & Pennell, 1996). Consequently, I was more mindful of my role and 

position in future interviews and I managed to adjust my interview style so as not push 

my own agenda. For example, when future participants discussed ethnicity, I let them 

speak freely without a battery of probing questions. This reflection and adjustment to my 

interview style led to more fluid and forthcoming interviews. 
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3.4.2 Bias. The first bias I struggled with was what I referred to as the decision-

making process bias. During my undergraduate degree, I conducted a similar study on 

mental health disclosure, where participants discussed the processes that led them to 

disclose generally, not just to employers. As such, while conducting the current study I 

found myself reverting to the findings from this previous study. Namely, I was looking 

for the reasons why people did or did not disclose as opposed to evaluating the 

experiences of disclosure. This became problematic during the analysis phase when the 

data was not fitting into the decision-making process/framework. It was through the 

strategies mentioned above (e.g., memo-writing, telling the story) that this bias became 

apparent and I began to analyze the data for experiences as opposed to evidence of 

decision-making. 

 To illustrate that I was not biased by intersectionality theory my initial drawings 

of the data (see Figure 4) downplayed the intersections between codes. In fact, it was 

more of a process driven diagram that led to the decision to disclose or not disclose for 

employees (see first bias) and documented how people leaders would potentially react. 

When I tried to explain this framework to others (e.g., classmates, supervisor) holes 

between the diagram and the data emerged. For example, the two separate diagrams 

suggested that people could only be part of one group: The one disclosing or the once 

disclosed to. When I attempted to apply this model to the data where participants 

belonged to both groups I realized the model and the data were misaligned. I then 

returned to the memo-notes written during the selective coding phase where I re-

discovered the interconnections between the codes and the core category. Initially, I 

interpreted these connections as intersections similar to the intersections within 
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intersectionality theory. After feedback from my committee members and a re-evaluation 

of the findings I acknowledged the flaws in this logic and adjusted the presentation of the 

findings. This discovery did not change the analysis or findings it only changed the way 

these findings were presented (e.g., intersections were changed to interconnections).  

CHAPTER 4: Results 

The following section will highlight the dominant interconnections between the 

codes and the core category (perception). It will begin with a fuller explanation of 

perception as the core category to highlight the conceptual understanding of perception 

while providing an overview of the connections to the individual codes. Next, each 

individual code will be discussed separately to document the influences the codes have 

on perceptions of disclosure. Additionally, each section will contain a review of how the 

code is influencing or being influenced by other codes.  

4.1 Core Category: Perception 

To reiterate, the experience of disclosure was contingent upon how it was 

perceived and these perceptions were influenced by eight interconnected codes. Within 

this study, perception was defined as a cognitive impression that determined how one 

understood and interpreted social interactions and behaviours before, during, and after a 

disclosure event. Participants described how these perceptions determined their 

experience of disclosure including the decision to disclose, to whom they disclosed, 

reasons for why individuals disclosed to them, and so forth. Influencing these perceptions 

were eight interconnected codes including performance, symptoms, education, lived 

experience with mental health, identity, employer reactions, stigma, and advocacy. The 
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following is a more detailed account of how perception connects the eight interconnected 

codes to the experience of disclosure.  

The octagon in Figure 1 is a visual representation of the interconnections between 

codes, perception, and disclosure. The circles forming the outer edge of the octagon 

contain the eight themes/codes, while the space in the middle represents a perceptual 

field. Although not labelled, the disclosure experience is situated at the center of the 

octagon, around the letter ‘e’. The lines cutting through the perception space symbolize 

the interconnections between codes and their influence on perceptions. In turn, these 

influences on perceptions shape how disclosure is experienced through how it is 

perceived. Note: the dominant interconnections between codes will be examined more 

thoroughly within the discussion of each code. 

It was evident within the data that individual codes were not influencing or 

impacting perceptions as solitary units. For example, some participants described holding 

contrary perceptions of disclosure depending on the circumstances. For instance, several 

participants, including some people leaders with a mental health concern, told me they 

had no qualms with disclosing or discussing their mental health with others. Yet, most 

were unwilling to be a public advocate within the company (e.g., sharing their stories at 

company events) due to fears of discrimination. In this circumstance, the codes of stigma 

and advocacy were dually influencing the perceptions of participants. Furthermore, 

focusing on the influence of one primary code did not explain the varying experiences 

described by participants within the same company and, at times, the same disclosure 

event. For example, one people leader perceived disclosure in the workplace as a 

welcome and positive event. She attributed these positive perceptions to progressive 
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employer reactions including, comprehensive workplace accommodations and company 

policies against stigmatic behaviours. These perceptions are juxtaposed against another 

participant (employee) whose manager expressed their stigmatic beliefs to the employee 

following a mental health disclosure. When the employee took her complaints about the 

manager to human resources, she was told she (employee) was the one at risk of losing 

her job. Consequently, the employee’s perceptions of disclosure in the workplace were 

negatively altered and she attributed this change in perception to the employer’s 

unacceptable reaction to her disclosure. 

There was also evidence of how perceptions could be altered through education, 

lived experience, and identity. Most participants described how increased knowledge of 

mental health led to a more understanding perspective, which often led to a more 

empathic experience when an individual disclosed or was disclosed to. For many of these 

participants, this education or knowledge came from their own lived experiences with 

mental health where either they, themselves had struggled, or they were the primary 

support to someone close to them. The powerful impact of lived experiences and 

increased knowledge/education was poignantly described by one participant who’s 

understanding of mental health came from years of research, being a support to family 

members and through his own personal struggles. In this quote, he was explaining how 

experiential knowledge could change how someone perceived the struggles of others. 

P117: I’ll never forget the one day I almost punched my uncle in the 

face because they’re (family) really obtuse and they were kind of like 

“Oh just get over it.” Cause they didn’t understand why my brother was 

acting like this. “What’s wrong with him? Just get over it. Do your job” 

right? Cause there wasn’t any depression on that side. … I said [to a 

friend] you know it’s funny when you’re with someone you know 

doesn’t suffer and all you want to say to them is “Do you know how 

lucky you are?” and they’ll be like “No I’m fine”. You just wished they 
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knew what this felt like, right? That’s all. Not forever, I don’t wish this 

on my worst enemy, but just for a day, right? (People Leader) 

 

Alternatively, some participants explained how their cultural and gender identities had a 

negative impact on perceptions of disclosure. These impacts were attributed to long-held 

beliefs or perceptions of mental health as a weakness. For a more in-depth discussion 

please refer to the section entitled ‘identity’.   

 In addition, many participants illustrated the influences symptoms, workplace 

performance, and employer reactions had on perceptions of disclosure. For instance, they 

described how symptoms could distort how they perceived the reactions of others. This 

was the case for one employee who discussed how she was treated differently after 

returning to work from a medical leave. In hindsight, she admitted that she was now 

uncertain about her perceptions of the reactions at that time due to the affects her 

symptoms had on her perceptions. 

P#103: [In reference to a previous employer] I felt like people treated 

me differently when I came back. You know some people are bitter 

because they think you took vacation right? You were off on vacation 

for a little bit whereas that’s not the reality at all.  

I: Did anybody outright say that to you or did you just hear it through 

the grapevine? 

C: No, nobody outright said it, they wouldn’t dare, but you just, you get 

a sense right? But, again that’s my perception so I don’t know how 

warped my perception was because I was still very sick, right? 

(Employee) 

 

This same employee went on to describe how her symptoms led to a decrease in 

performance. In this circumstance, she perceived disclosure as necessary to explain these 

performance concerns to employer. Unfortunately, the employer’s response was less than 

encouraging. 

P#103: [In reference to a previous employer] So when things got a lot 

worse I ended up um I actually went to my direct manager and told her 
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I was struggling, but that I was going to start getting help. So she 

arranged a meeting with HR. This was, this was probably the worst 

memory I have of it cause yeah the HR manager informed me that I 

could get fired if I showed up at work drunk. Great thanks for the 

support (laughs). I’m reaching out for help and you’re telling me I 

could be fired. (Employee) 

 

This unsympathetic response discouraged the participant from disclosing further and 

eventually she made the decision to leave this employment setting due to the reactions 

she had received. Alternatively, other employees described how people leaders with 

open, trusting, and empathetic management styles led to a positive disclosure experience. 

Meanwhile, people leaders explained how they foster a positive perception of disclosure 

through open discussions about performance issues, discussing their own experiences 

with mental health concerns, highlighting workplace accommodations/supports that are 

available, and so forth. For a more thorough discussion on the connections between 

symptoms, performance, employer reactions, and perceptions please refer to the 

individual sections below. 

 Finally, many participants reported on how programs and individuals advocating 

for mental health changed their perceptions of disclosure. Employees and people leaders 

discussed how public disclosures from celebrities and others struggling with mental 

health concerns helped them perceive disclosure as a positive event. Further to this point, 

most of these participants reported that they would perceive disclosures from colleagues, 

friends, and family as more encouraging than disclosures from celebrities. For example, 

the following participant described how a disclosure from a personal contact would 

impact her differently than a celebrity disclosure. 

P115: You feel more of a connection I think [when someone you know 

discloses]. Like if I had a celebrity tell me, it’s like “Oh okay, well 

that’s, that’s sad, that’s too bad” but I don’t feel the connection with it 
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as if I heard from somebody else at the Co-operators that went through 

the same thing. Or, you know they, say they were scared to tell their 

boss, “You know what? I went through mine and it was a positive 

experience with my boss.”  (Employee) 

 

Overall, participants described any attempts to advocate for mental health as having a 

positive impact on their perceptions of disclosure. 

In the sections that follow, each individual code will be examined for its influence 

on perceptions of disclosure as well as the interconnections between codes. Although the 

influences of each code are discussed individually they should not be viewed as having a 

solitary impact. As discussed above, the experience of mental health disclosure in the 

workplace can only be understood by comprehending how perceptions of disclosure are 

influenced and formed by eight interconnecting themes: performance, mental health 

symptoms, education on mental health, lived experience with a mental health concern, 

employer reactions and behaviours, stigmatic attitudes, the participants’ gender and 

cultural identities, and advocacy. Once these influences on perception are collectively 

understood then initiatives and strategies can be put in place to more effectively and 

efficiently improve the experience of mental health disclosure in the workplace. 

4.2 Performance 

This section will begin with a discussion on how performance levels affect the 

decision to disclose for employees. This will be followed by an examination of how 

people leaders perceive performance concerns and the consequences of recognizing or 

not recognizing symptoms that may be impacting performance. The section will conclude 

by acknowledging how symptoms, stigma, education and lived experience interconnect to 

influence performance levels of employees.  
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4.2.1 Employees’ perceptions of disclosure due to performance. For afflicted 

employees, the decision to disclose was not always considered a necessity. In situations 

where symptoms were not impacting performance, employees often did not perceive a 

need to disclose. This is in line with Goffman’s (1963) idea of passing where symptoms 

are considered manageable and can remain concealed until they have an impact on 

functioning. This was the case for one employee who indicated that there was no reason 

to disclose her mental health concerns to her employer since the symptoms were not 

currently impacting her work performance. 

P113: Gosh, like I guess fortunately for me its very manageable and 

I’ve been able to work on myself quite a bit to not really let it [mental 

health] affect myself here at work. (Employee) 

 

In contrast, other employees were unable to manage the influence mental health 

symptoms had on their performance. As such, they disclosed their struggles to their 

people leaders as an explanation for poor performance levels. In these cases, they 

perceived disclosure as necessary to maintain employment with the company and/or 

receive workplace accommodations (e.g., flexible work hours) while managing 

symptoms. This was the case for one employee who shared their experience disclosing to 

their manager following multiple absences from work and disrupted work schedules (e.g., 

leaving early to attend doctor’s appointments). 

P118: Well I told my manager that I was having a really hard time and 

then she recommended I go to counselling. … She was super 

supportive like she told me counselling can be really helpful. 

(Employee) 

 

4.2.2 People leaders’ perceptions of disclosure due to performance. For people 

leaders declining performance was often described as the catalyst for discussions with 

employees. If the people leader could recognize how symptoms, stressors, and treatments 
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were impacting performance they were more likely to empathetically address the 

performance issue along with the mental health concern. They believed that this approach 

helped employees feel more comfortable in disclosing their concerns and the people 

leader was then able to discuss supports and workplace accommodations with the 

employee. As one people leader noted, you must go beyond the overt performance 

concern and address the underlying issues that might be impacting that performance. 

P119: What have I learned? You know, you can’t just judge someone 

by what they’re producing and how they’re doing things. There could 

very well be underlying issues and in this case, there are underlying 

issues which maybe one of the reasons <name redacted> came forward. 

So that, he doesn’t wind up losing his job over the problem over the 

fact he’s got, you know some mental health issues. And you can’t just 

judge somebody’s performance, sometimes you need to dig down a 

little deeper and find out. (People Leader) 

 

People leaders also reported stories about poor performing employees with 

suspected mental health concerns who refuted supportive gestures and attempts to 

manage the circumstances. As a result, people leaders were unable to provide 

accommodations for the employee and/or the accommodations were repeatedly refused. 

Most of these people leaders expressed their regret in having to discipline and ultimately 

release the employee due to performance issues that were linked to a suspected mental 

health concern.  

P126: Then there was one employee who had significant performance 

issues, but I swear, well he said he dealt with the anxiety, but he never 

declared it. What worries me a lot sometimes are people that don’t even 

quite realize, you know or haven’t sought um diagnosis or treatment for 

issues. (People Leader) 

 

P106: There is one staff member that I terminated last year and she’s 

been an issue for years and I don’t think she, herself, knew that she has 

anger management issues, so I was working on her interpersonal skills 

… This is a person that fell through the cracks and now I know that 

she’s not employed and I feel bad, but you know we were not able to 
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help her, help herself because you can only coach somebody who wants 

to be coachable. So, there’s a big difference. (People Leader) 
 

4.2.3 Interconnections with performance. Some participants discussed how 

symptoms, stigma surrounding mental health treatments, and workplace stressors could 

exacerbate performance issues. For instance, multiple employees reported the negative 

impacts that symptoms associated with a mental health concern had on their job 

performance. As evidenced in the following quotes symptoms affected many things 

including the ability to organize or prioritize tasks, attention, concentration, and 

productivity. 

P110: I am working 5 days a week. It’s taking a lot of effort and a lot of 

energy. And it’s like I really have to tell myself “Okay no now you’re” 

because I’m, usually very good at multi-tasking and I’m very structured 

and, and very good at making decisions and now of course it’s the total 

opposite. Like 180 degrees the other way around. So, I really have to 

tell myself “Okay now I’m working on this, don’t let me, let myself get 

distracted” and then I take the next task which is kind of tough because 

like as an <redacted> you get interrupted constantly. (Employee) 

 

P105: I think there’s some days that have caused me to feel like ill or 

sick and you know what I mean? It’s just been escalated by that. If I’m 

feeling anxious then I don’t want to eat and therefore I feel sick to my 

stomach, so I don’t want to go to work and sit there and for, you know 

what I mean, 8 hours. Otherwise, I’d say sometimes it would impact 

like productivity. So, you know if there’s days where my mind is just 

not there then it’s going to be a less productive day so not centered at 

work as much as you try to keep them separate. It’s really hard when 

something is drawing your attention and personally I try to make up for 

that. (Employee) 

 

In addition, poor performance was exacerbated if symptoms increased due to 

treatment or medication changes, stressful workloads, and/or external stressors. Some 

participants described a cyclical effect between outside stress, symptoms, and 

performance. For instance, respondents indicated that personal stressors outside of work 

often led to an increase in symptom severity. This increase in severity would ultimately 
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impact the individual’s ability to function at work leading to performance concerns. Poor 

performance would then contribute to higher stress levels which would further exacerbate 

symptoms and the cycle would begin again. This was the case for a people leader and a 

staff member living with a chronic illness. The people leader described how the illness 

was impacting the employee’s mental health and ultimately the employee’s performance. 

When the people leader attempted to discuss the performance issue with the employee the 

employee became more stressed and more fearful about losing her job. This led to an 

increase in the employee’s symptoms and more time off work (i.e., decreased 

performance). 

P121: Then you know of course her performance dipped a bit too 

because if you’re not doing the job, you’re not this, you’re not that, but 

you know then she became very stressed about that “You’re going to 

fire me. You’re going to fire me and I’m not going to have a job <panic 

tone>” and I’m like “I’m not going to fire you. I’m trying to help you 

right?” … She wasn’t acknowledging the depression she was just 

acknowledging I believe this is my life and I have to figure it out and 

it’s very common when you get, when you have chronic disease to start 

to feel depressed and so forth. (People Leader) 

 

Symptoms were also reportedly influenced by treatment protocols. This influence 

was both positive and negative. For example, some employees and people leaders 

provided evidence to prove that medications, talk therapies, reduced stress levels, and 

exercise could help alleviate and reduce the presence of symptoms and minimize the 

impact on performance. While for other participants treatments, particularly side effects 

due to medications, were blamed for declines in performance and an increase in symptom 

severity. 

P120: Yeah no it’s unbelievable how I went from, well the fact that I, 

you know, reorganized and got a supervisor, you know less staff, less 

pressure on me, so that I think that helped a lot. Along with the 
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medication, I think, I think it was a good combination. I feel, you 

know, great. (People Leader) 

 

P117: Then she had high sick time because she was taking new drugs. I 

mean these drugs, people don’t appreciate what your brain goes 

through. When I came off the <redacted> I’d be walking downstairs, I 

exercise every week, I don’t smoke cigarettes, I’m in good shape. 

When I came off the <redacted> I’d be walking down the stairs I’d get 

these head, you get these pulsations, I’d almost fall down. I was getting 

vertigo. I was thinking “What is this little drug doing to my brain?” It 

was scaring the shit out of me. (People Leader) 

 

Many employees and people leaders reported how stigmatic beliefs about mental 

health symptoms and treatments further disrupted their ability to perform the duties of 

their job. For example, if an employee was fearful of retribution, they indicated that they 

were more likely to refrain from disclosing their condition to a people leader (see quote 

below). Consequently, the employee was at an increased risk of not receiving available 

workplace accommodations or support services (e.g., EAP) that would have helped to 

reduce symptoms and improve performance. 

P107: Also, she was not sure how that would impact her in the 

workplace and this was someone who had been with the organization 

for many, many years. Solid performer not someone who has really had 

concerns from a performance perspective and she was quite concerned 

about her performance or lack thereof and how that was going to 

impact people’s perception of her. (People Leader) 

 

Finally, there was a consensus across participants that more education about the 

symptoms/behaviours associated with mental health concerns was required. Some 

respondents who were familiar with mental health discussed how their knowledge helped 

them recognize symptoms in co-workers and/or junior staff members. In turn, this 

recognition helped these participants understand and empathize with the employee 

experiencing a mental health issue and possibly a decline in performance. For example, 
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the people leader in the quote below is describing her desire to know more about how to 

handle symptoms in the workplace so she can be a more effective manager.  

P121: All supervisors should be able to recognize the basic signs of 

bipolar or some of the basic signs of schizophrenia, the basic signs, 

we’re not therapists, so we can’t go into anything detailed but there are 

basic signs for a lot of the mental health issues that are out there. And 

to be able to like recognize that and to-so you could have a bit more of 

a focus on your person because you know like I said with <Name 

Omitted> we all knew that something was up, but once she got referred 

to mental health, you know Lifeworks, this and that you sort of feel it’s 

out of your hands now because she’s being taken care of by someone 

else, but we should still be taking care of her on this end. (People 

Leader) 

 

Unfortunately, not all people leaders had the education or comfort level to discuss 

mental health concerns with their staff. Subsequently, they reacted less empathetically to 

performance concerns and employees were left feeling discouraged by the experience. In 

fact, some employees described how this led to decreased professional morale and further 

decline in workplace performance. This was the case for an employee who was 

experiencing deteriorating performance due to mental health concerns. The employee 

wanted to explain this decline to her manager, but the manager was unwilling to engage 

in a discussion about mental health. Consequently, the employee’s workplace functioning 

continued to deteriorate and the employee eventually engaged in a medical leave. Later in 

our discussion the employee indicated that they would refrain from disclosing in the 

future due to this experience. 

P108: It’s not that I was telling her explicit details I was telling her I 

was suffering from depression, I was seeking medical treatment, it was 

in fact affecting my performance. I knew that and she said “I don’t feel 

comfortable discussing it with you.” (Employee) 

 

In conclusion, performance heavily influenced perceptions of disclosure while 

interconnecting with other codes such as symptoms, education, stigma, and lived 
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experiences. Many participants, particularly people leaders, described declines in 

performance as the catalyst for disclosure where employees disclosed to explain the 

decline and people leaders used the decline to open discussions with the employee. 

Interestingly, it was not strictly performance that was influencing this event. Participants 

also attributed these declines in workplace functioning to debilitating mental health 

symptoms that impacted not only their performance, but also their perceptions of the 

work environment (see section ‘employer reactions’). In addition, education was 

influencing how these conversations about performance were being conducted. It 

appeared that with more knowledge and awareness came more empathy, understanding, 

and compassion for the employee. Unfortunately, this approach was not always used, nor 

was it always effective in helping afflicted employees. One possible reason could be 

attributed to mental health symptoms that were possibly impairing the individual’s 

functioning, perceptions, and relationships. 

4.3 Symptoms 

This section will begin with an overview of how specifically, mental health 

symptoms impacted participants’ functioning at work. This will be followed by a review 

of the workplace and biological factors that reportedly influenced how symptoms were 

experienced. The section will conclude with a discussion of the impacts symptoms had on 

perceptions of disclosure along with the common interactions with other codes. 

4.3.1 The impact of symptoms on individuals. Participants described the 

profound impact that mental health symptoms had on their work and personal lives and 

their perceptions in each domain. Staff explained how symptoms would cause paralyzing 

panic, sleepless nights, upset stomachs, fear, decreased motivation, low energy, and so 
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forth. Subsequently, participants reported that they were unable to work for periods at a 

time, they were unable to engage with their families, they were even unable to get out of 

bed. As was the case of one respondent who spent the first moments of every day 

convincing themselves to move forward despite debilitating thoughts about staying in 

bed. 

P117: I wake up you know what I think “How do I get to this bed 10 

hours from now?” That’s all my goal is just get back into this bed. And 

everything in between I just want it to not happen. Seriously that’s my 

whole goal. I just don’t want it to happen because it’s going to be hell 

cause every moment. I’m just, my brain will just be rrrrrr just going 

crazy. (People Leader) 

 

Many respondents described how the work environment had both a positive and 

negative impact on symptoms. For instance, various people leaders discussed how work 

from home arrangements reduced stress for some employees who still benefited from a 

structured work schedule, but were unable to be physically present in the office due to a 

mental health concern.  

P106: I felt that if you’re always coming to work whether you’re sitting 

at your desk doing nothing, but being here you know that there’s people 

that are going to help you. You can talk to them, you can go for a walk 

then being home alone in a house that, who knows what you’re 

thinking about. So we do let her work from home a few days a week 

because she finds it is noisy. We do accommodate her. We give her a 

quiet place to work, she has a lap top so she can come and go as she 

needs to. She can come and work in a meeting room if it gets to be too 

overwhelming. (People Leader) 

 

Other people leaders described how work from home arrangements contributed to 

concealment of symptoms and led to increased feelings of isolation. To counteract these 

effects, they suggested frequent check-ins with staff working from home especially in 

circumstances where staff members exhibited a drastic change in mood.  
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P121: It’s not easy he has been suffering from anxiety and depression 

since he was young. So, I had no idea and I was with him for a few 

years, but I knew that something wasn’t right because you could tell he 

had some great days and then you could tell he had some not so great 

days. And prior to knowing this I had approved work from home, 

which I would never have approved work from home. I would have 

kept him in the office surrounded by his peers this because work from 

home you’re by yourself. (People Leader) 

 

Respondents also discussed the biological causes (e.g., chemical imbalance, 

genetics) of mental health symptoms. These participants explained that their illnesses had 

no environmental cause and this was a source of frustration for them because they could 

not simply correct the environment they lived in and feel better. 

P123: And then my depression like it’s on another level like I have a 

great family, I have great friends, I have a great home, I have a great 

job overall, I have a dog that I love, like there’s nothing that should be 

causing me to be depressed. It’s not situational so I definitely just 

struggle with depression. (Employee) 

 

4.3.2 Symptoms influence on disclosure perceptions. Many participants 

described how symptoms could influence their perceptions of disclosure in the 

workplace. For some respondents, a semi-critical response or reaction from a manager or 

co-worker was often perceived as a severe reprimand. Due to these altered perceptions, 

many participants would refrain from disclosing for fear that they would be stigmatized 

or further reprimanded. When symptoms decreased these participants felt uncertain about 

their previously held perceptions of the event. For example, I interviewed one employee 

who had recently returned from a medical leave due to a mental health condition. She 

reported that she did not disclose her concerns prior to her medical leave because she 

held negative perceptions about her work environment (e.g., untrustworthy manager). 

Following effective treatment protocols, including therapy and medication, the employee 

is now feeling uncertain about those previously held perceptions.   



 

56 

 

P123: Has work improved since you’ve come back? Drastically. I don’t 

know how much the office has changed or if it’s more me and my 

perspective and the work that I’ve done on myself. I don’t know. It’s a 

combination I think? (Employee) 

 

As discussed in the last section on performance, some participants acknowledged 

how the recognition of symptoms led to a conversation about how symptoms were 

influencing workplace behaviours. Unfortunately for some participants they perceived 

disclosure as difficult or uneasy, either because they were uncertain about their own 

symptoms or they were uncertain about the relationship with the person they were 

disclosing to. For example, some participants described the challenges of explaining 

symptoms to others when they, themselves, had difficulty understanding what was going 

on. 

P103: I guess learning what symptoms are would be a good thing cause 

some people could recognize when there are issues. Um, but uh, you 

know what to do with that is, is it’s very difficult. Cause sometimes 

with depression there’s, there’s nothing wrong except you simply can’t 

get out of bed in the morning, right? And you can’t, can’t explain that 

to your family let alone explaining that to work. (Employee)  

 

They also described how difficult it was to discuss symptoms with people they did not 

have a close, trusting relationship with. To explain, some people leaders and employees 

perceived symptoms as a taboo topic to have with acquaintances or strangers. This was 

the case for the first participant quoted below who described her reluctance to engage 

with unfamiliar co-workers who were exhibiting symptoms in the workplace. The second 

participant was explaining how she tried to open a conversation with an employee that 

she suspected was struggling with mental health concerns. In this situation, the employee 

dismissed her attempts to connect and she decided to discontinue the conversation. Both 
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examples highlighted the importance of close relationships when discussing mental 

health symptoms.  

P108: I: Do you see it in other people like symptoms and stuff? P: 

Yeah. I: Do you ever approach them or? P: Well if I know, if I, if I 

knew them well enough if it was somebody that I was just an 

acquaintance with no I wouldn’t approach them, but people that I know 

well enough. (Employee) 

 

P102: If there was something really obvious I would or if I thought it 

would be helpful. There was one individual on my team who just 

seemed to be down and people said “You know he’s just never happy.” 

So, I did have conversations with him to say “Hey how are things 

going?” And this person was taking a lot of sick time, I said “You don’t 

have to disclose with me, but is there something that you’d like me to 

know about or that I can help you with?” And he said “No” so, I left it 

at that. (People Leader) 

 

4.3.3 Interconnections with symptoms. Beyond the interconnections with 

performance, stigma, and education that were discussed in the section on performance, 

symptoms also interconnected with employer reactions/supports and advocacy. Many 

employees experiencing symptoms described various workplace accommodations that 

were available to them following a disclosure event including receiving information 

about a comprehensive EAP, moral support from co-workers and people leaders, and 

flexible work days. For afflicted participants, these supports were crucial during the 

recovery process. 

P123: [In reference to a previous employer] And so, I couldn’t work for 

about a month and they were really good about it. Very understanding 

they gave me all the time I needed when I came back they were really 

good about helping me so I wasn’t interacting with a bunch of people 

right away. Especially cause I, it was anxiety too, and so, to be thrown 

back into it would have been awful. And they were very good about 

letting me ease back into it and working in the back if I needed to and 

yeah. (Employee) 
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In addition, some people leaders documented how recognizing and confirming symptoms 

with the employee helped them intervene before symptoms became problematic. As was 

the case with the people leader below who intervened with a discussion about available 

supports whenever an employee indicated even a small concern. It should be noted, that 

not all participants had a positive experience with disclosing symptoms and this will be 

discussed in more detail in the section on stigma. 

P126: I think when people allow themselves to be vulnerable it’s 

actually, it can be the pathway to the best thing because it’s by saying 

“I don’t know what’s wrong with me right now. I just feel really sad” 

for example. And that’s a vulnerable statement to make but, all of a 

sudden just by making it and allowing it, finding the courage to say, 

you know, I feel this then they may have opened the door to the leader 

to say “Well I think you should talk to such and such” or “I think you 

could talk to your Doctor” or you know? And maybe then something 

that might have evolved into a severe clinical depression or God forbid 

right on to Bipolar, you name it, could have kind of gotten snuffed out 

right at, you know, right at the get go of the I’m feeling a little bit sad 

stage and never have a day off of work, but actually, you know turn it 

around right there. (People Leader) 

 

Finally, discussing symptoms publicly allowed some employees the opportunity to 

advocate against stigmas by refusing to hide symptoms and by demonstrating that 

symptoms are difficult to fake (see section on stigma). 

 To conclude, mental health symptoms not only disrupted participants lives, but 

they also influenced how they perceived the disclosure experience. Some participants 

described how previously held perceptions of the work environment resulted in 

nondisclosure were then questioned following effective treatment protocols. While other 

participants discussed how difficult it was to disclose symptoms due to their own 

uncertainty about the symptoms. In addition, some participants acknowledged their own 

reluctance to disclose to individuals with whom they did not have a trusted relationship. 
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Despite these accounts of reluctant disclosures (or nondisclosure) some participants 

described how company supports and supportive managers led to conversations about 

their symptoms. While others advocated against mental health stigmas by publicly 

discussing their symptoms. 

4.4 Education 

This section will begin with a discussion on how education influenced mental 

health disclosure. This will be followed by a review of the types or modalities of 

education that participants believed would be most effective for changing perceptions. 

The section will conclude with an overview of the interconnections between education 

and other codes. 

4.4.1 Education influence on disclosure perceptions. Almost every participant 

discussed mental health education in some way. They discussed wanting to understand 

symptoms, knowledge on how to reduce stigma, where to go for resources, and how to 

react to a mental health disclosure. They felt that if they or others could understand more 

about mental health, they would have the power to change how mental health disclosure 

was perceived in the workplace. The underlying hope was that if perceptions were altered 

than reactions to mental health would also change leading to increased rates of disclosure. 

For instance, the people leader quoted below discussed her beliefs that knowledge could 

change the way mental health was perceived in the workplace. It was her belief that with 

the power of knowledge individuals could fight against stigma that leads to 

nondisclosure. The second quote is from an employee who believed that education could 

help individuals understand symptoms better leading to more sympathetic reactions. 

P111: Like anything else I think that the more awareness and 

understanding, like education is power or knowledge is power, right? 
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The more we can understand it the more that we can make a difference. 

(People Leader) 

 

P113: There’s just such a, unfortunately such a stigma attached to it and 

I know that there’s been push pretty much in every industry to try and 

get those stigmas removed. I guess education is really more what needs 

to be done. Like people need to be educated on what, cause like 

everyone can have a certain amount of anxiety, but when it gets to the 

point where they can’t even function on a daily basis like that’s serious. 

And you know it’s for people who have never, luckily have never, 

experienced any kind of debilitating situation that can come with 

anxiety or depression they really can’t relate. Like it would be really 

hard for them to try and understand like “What do you mean you can’t 

get out of bed in the morning? Why not? Just get out of bed.” And it’s 

like trying to extract water from a rock right? Like they’re not going to 

be able to understand. They might be able to sympathize. Might just be 

more education? (Employee) 

 

Many participants regularly brought up wanting to understand symptoms in a 

more concrete and experiential way. Concretely, they wanted to know what constituted 

symptoms for each mental health condition. This included both people leaders and 

employees who wanted to understand and recognize symptoms better. Experientially, 

many people leaders wanted to understand the impact symptoms had on an affected 

individual’s behaviours and functions, and how they could support the individual in an 

employment context. In addition, some people leaders wanted knowledge about the range 

of workplace accommodations that were available, so they could provide supports to their 

afflicted employees. They also wanted education on how to approach conversations about 

mental health symptoms with staff. For instance, what could or could not be said, how to 

start the conversation, or how do you encourage the individual to disclose. Additionally, 

some people leaders wanted to comprehend what triggered symptoms, so that prevention 

strategies aimed at addressing these triggers could be implemented. Finally, respondents 

wanted to know how they could reduce the stigmas surrounding mental health symptoms. 
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Many participants felt this knowledge would help them experience mental health 

disclosure in a more positive way. 

P112: What are the signs? As a people leader, what strategies can you 

use that would be really helpful? I don’t even know what I can say to 

them. I want to say something. I want to tell the girl to go to yoga like 

try different strategies to help you relax or I don’t know. What can we 

say to them exactly would be a good thing? … I’m not uncomfortable 

with it, by any means, but I’m always afraid that I’m crossing the line. 

(People Leader) 

 

P104: I guess my concern is when they do come back whether crossing 

that HR line I guess is making a mistake and making an assumption of 

“Oh I’ve got to treat them this way” or “I’ve got to treat them that 

way.” … My plan is to treat them the same way I do for all staff, but 

again I’m not sure and I’m probably going to consult with HR with 

regards to that. Do I just treat this person the same way I did before and 

almost say okay they’re healed quote on quote? And I treat them 

normally or do I have to make any accommodations? And if I don’t 

make the right accommodations, you know, have I opened myself up to 

failing this individual? … Do I feel like they should provide people 

more, supervisors more education on people returning from chemo 

therapy? And so, how do we do that? And how do we if the whole 

return to work idea and probably more education on how to handle a 

return to work regardless of what it is. But with that being said, when it 

comes to mental illness I think it is something that there is a stigma 

about it and definitely I think there should be more training with not 

necessarily just supervisors, but everyone when it comes to it. (People 

Leader) 

 

4.4.2 Forms of education. Participants also provided suggestions on effective 

strategies for delivering mental health education. Education interconnected with lived 

experience when many employees and people leaders asked for education from someone 

with lived mental health experience would be the most effective. This lived experience 

could be from individuals who have or are currently suffering from a mental health 

condition, therapists or professionals from the mental health field, or even education from 

human resource staff/people leaders who have encountered mental health concerns on the 

job. As quoted below, one people leader educated her fiancée by disclosing and 
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describing her own experiences with mental health. Another people leader wanted to 

educate others through the stories of staff members who had experienced mental health 

struggles in the past. Overall, almost all participants wanted education from resources 

beyond just EAP staff and websites.  

P102: I think that we can put all the research and the studies and the 

articles out there, but until people start sharing their personal 

experiences and really being raw and vulnerable and open about it I 

think it’s hard for them to understand. And I say that because my 

fiancée had never had any experience with this and so we’ve had a lot 

of conversations. He had little understanding of what anxiety and 

depression could do to a person until he saw what it was doing to me. 

(People Leader) 

 

P117: What I would love to see and it would be hard. It would be very 

difficult. It’s funny you asked me this question, I just thought of about 

this so many times, is, have maybe even people like me and my friend 

go around and talk to people. You know, there is a company and it’s 

driving me crazy cause there’s a company somewhere, where the CEO 

came out and told his entire company that he struggled right? And it 

was in the states, the board of directors probably just fired him, right? 

But who cares, I mean the fact is I think you know I think if you could 

have real life people tell their stories, if we could get <Name redacted> 

and <Name redacted> those are the two people I know that took their 

lives. Maybe we could get their stories told through their families if 

they’d be willing, but people need to hear real life. Not take, you know, 

a half hour Powerpoint that just scratches the surface. Like when I take 

that Powerpoint, I could teach that Powerpoint. Do you know how 

many times I’ve read that? It’s just a pamphlet that my Doctor’s given 

me 20 times like that’s not going to help people. People want to see that 

it’s real, right? (People Leader) 

 

Many employees and people leaders indicated that they wanted education to be 

presented in different modalities beyond the traditional ways. They felt that manuals, 

online courses, pamphlets, and emailed information were not enough and more needed to 

be done. For example, they wanted dedicated workshops that included role plays or the 

opportunity to attend post secondary classes on mental health concerns. Some 
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participants also wanted knowledge that went beyond symptoms and discussed the 

biological and environmental causes of mental health conditions. 

P121: Workshops. Like have a day, sign up for this, you get a lunch 

you know? Like what if you, like I’ve seen that in other companies like 

you know different types of stuff like “What can you do for a person” 

but I just hate seeing “Call Lifeworks”. Like what can we do as a group 

right? Right like if you notice things I just think talking about it more. 

Sending out an email on mental health week is not enough for mental 

health awareness. Sending out a communication every week on mental 

health is something that will make people stop and listen right? And 

stuff, but only doing it when everybody else does it doesn’t make sense 

to me. (People Leader) 

 

4.4.3 Interconnections with education. Education had dominant 

interconnections with almost every code. It interconnected with stigma and advocacy as 

participants wanted more education on mental health to advocate against stigma in the 

workplace. There were interconnections with support as people leaders wanted more 

education on the supports that were available and how they could be more supportive 

directors and managers to afflicted employees. Many participants wanted education on 

symptoms so they could understand how it affected workplace performance. They also 

believed that more education would result in more positive and empathic employer 

reactions (i.e., from managers, co-workers, etc.). Finally, education interconnected with 

lived experience as many participants believed that mental health education should come 

from those who have lived with mental health concerns as this will help others to 

understand that it is a real concern. 

4.5 Lived Experience with Mental Health 

Many participants discussed how their experience with mental health changed 

their perspective on mental health disclosure in the workplace. For instance, they 

believed it gave them a deeper understanding of mental health issues, and as such, they 
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believed that they were better equipped to recognize symptoms and potential triggers. For 

many people leaders with lived experience, this recognition of symptoms allowed them to 

engage in discussions with employees who they suspected might be struggling. These 

people leaders also described using their own experiences as a method of helping 

employees feel more comfortable disclosing their own concerns. 

P102: They can feel pretty helpless in that situation and I can only 

imagine a manager who doesn’t have the personal experience like I 

have, it’s terrible to say, but I have the advantage of having gone 

through depression/anxiety myself. I had a woman who was in my 

office daily and inconsolable. Every day she would just come in and 

close the door and start crying. She just couldn’t catch her breath. She 

told me that her doctor recommended that she take medication, but that 

she didn’t want to do that and she doesn’t believe in that. I can 

understand that. You know I’ve been on medication myself for the last 

10 years and it’s really turned my life around.” So, I can kind of, 

without offering any advice, I can share experiences. But if I didn’t 

have that personal experience then I’m just at a loss like I really don’t 

know what to say or what advice to offer besides, here’s the number for 

the employee assistance program. (People Leader) 

 

Experiencing a mental health concern also helped afflicted participants feel more 

empathetic to others in a similar state as they were. Subsequently, the demonstrated 

positive reactions through supportive and empathic behaviours (e.g., people leaders 

sending staff home to recover). Behaving in this way showed others who may have been 

suffering that disclosure of a personal mental health concern would not be met with 

stigmatic beliefs, attitudes, or behaviours. It also provided a tangible example of how 

others without a mental health concern should react in a comparable situation; further 

helping to reduce stigmas, while changing perceptions of disclosure. 

4.6 Identity2 

For the purposes of this study, identity was defined as any qualities, beliefs, or 

characteristics that distinguished or defined a person or thing (Crenshaw, 1991). There 
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were two notable identities discussed by participants: gender and ethnicity. Consistent 

across these identities was a fear that the individual would be perceived as “weak” 

because of their mental health concerns. With regards to gender, this theme of weakness 

was more apparent for male respondents who believed it impacted their strong masculine 

identities. This was the case for the first participant who described his relationships with 

male athletes that he believed embodied the definition of masculinity. The second 

quotation is from a participant who readily discussed how mental health was perceived as 

weak within her ethnic group. She reported that many of members of this group 

perceived mental health as simply “mind over matter.” It was this perception of weakness 

that influenced many participants to perceive disclosure as a negative experience; 

something to be avoided. 

P104: It could be generally the people that I’ve been around a lot of 

them are ex-hockey players. So, testosterone is high, the whole 

Neanderthal type thing. You play through an injury kind of thing, and 

this is one of those things that you can’t see. It’s not a broken leg, it’s 

not something that you can see and perform because of something you 

can’t see. And similar to this individual that I’ve got, people question 

your “quote on quote” heart, desire to perform and that kind of thing. 

And then think you’re weak, you can’t handle the strain and stress and 

all those kind of things. (People Leader) 

 

P121: So he’s changed some of his patterns, but he did say that he 

should have started seeing the doctor awhile back but he just didn’t 

want to because he said, you know, very negative stigmas attached by 

his parents, by his sister: “Nothing’s wrong with you” “Everything is 

fine” “Toughen up” like he goes his whole life. 

Is there a reason that they felt this way do you think?  

I think that cause he said it a couple of times I guess when he originally 

told me he was likes You’re not going to tell <Name redacted> right?” 

Cause <Name redacted> is my boss. I was like “Well you know I’d like 

him to know the reasons for your absences” and he’s like “Yeah, but 

he’s a man” So that really stayed with him about a man having 

depression. He goes “You could just tell him that I had an ulcer” cause 

he just didn’t want to be, feel embarrassed and that’s when I’m was like 

“You have nothing to feel embarrassed about” (People Leader) 
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Additionally, participants discussed how their gender identity influenced their 

perceptions on disclosing a mental health concern in the workplace. For example, one 

woman described the gender barriers she encountered while employed in a male 

dominated field. When she developed postpartum depression, she chose to disclose her 

concerns to her employer. After her disclosure, she was confronted with scorn and 

comments about her inability to handle stress. In reflection, she admitted that if she was 

presented with a similar situation in the future she would not disclose (i.e., working in a 

field where she was marginalized due to her gender).  

Some employees and people leaders also discussed how mental health was more 

stigmatized in some cultures. For example, participants relayed stories about a member of 

the Muslim community that had taken their own life. They described how a funeral was 

uncertain because the death was considered controversial and the family was unwillingly 

to talk about it. Another participant described how in her home country there were more 

workers than jobs, so time off for mental health was a valid reason to find a new, 

“stronger” worker. There was also a belief or perception by some employees that 

managers from specific cultures placed too much emphasis on performance, as such, they 

were less empathic to mental health concerns. Thus, when a staff member disclosed a 

mental health concern and received a stigmatized response from a non-Caucasian people 

leader, they attributed this response to the people leader’s cultural perceptions of mental 

health.  

4.7 Employer Reactions 

Employer reactions included behaviours, statements, and responses to mental 

health at the organizational and individual levels. This section will begin with a review of 
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the impact that organizational responses had on mental health disclosure in the workplace 

(e.g., workplace accommodations). This will be followed by an analysis of the influences 

that responses from individual employees had on afflicted employees’ disclosure 

experience. The section will conclude with an overview of the dominant interconnections 

with symptoms, lived experiences, and stigma. 

4.7.1 Reactions at the organizational level. Many employees described how 

reactions to mental health in the workplace influenced their perceptions of mental health 

disclosure in the workplace. For instance, some employees and afflicted people leaders 

indicated that they would be more willing to disclose if mental health was considered as 

important as physical health. This was the case for the participant below who received 

positive feedback and support from management following her disclosure of a mental 

health concern. 

P114: So yeah, I think different things that they were accepting, that’s 

the only difference and that they treated the whole situation as if it were 

like any physical condition that people may have. They did not 

discriminate or anything like that I had a mental illness. So, I think that 

is it, yeah, just why they are different. (Employee) 

 

These participants believed that by creating work environments and cultures that 

emphasized the importance of mental health more individuals would feel more 

comfortable disclosing their mental health concerns. For example, they mentioned 

adopting mission statements that outlined the company’s dedication to mental health, 

more internal campaigns directed at reducing mental health stigma, and encouragement to 

behave in ways consistent with these values. One people leader quoted below described 

how she and other employees were supported by these company initiatives.  

P124: I feel like they do so much and I think that it would be, you 

know, I don’t have a lot of knowledge, but I just feel like we do so 
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much for our staff that I don’t know what’s it like in other 

organizations because I’ve been here so long that I can’t imagine that 

it’s as good. I feel like we are at, we lead things and, and our managers, 

my manager, and her manager supports that right? Like if you’re off on 

an approved leave then it’s an approved leave and let’s figure out how 

we make a plan to work around that and what we do to pick up the 

slack? Do we hire other people? I always feel like we are very well 

supported in that regard. And you know, there’s a lot of literature 

online about mental if, you know, if I chose to really read up on that 

subject I’m sure it would be quite a bit of information coming to me. 

(People Leader) 

 

4.7.2 Reactions at the individual level. Some respondents, including people 

leaders, also felt more comfortable disclosing if they believed that they were viewed as 

more than just an employee. Participants felt this human aspect of work could be 

accomplished by having open and understanding people leaders who could see beyond 

performance issues. For example, people leaders who were unafraid to discuss mental 

health with their staff particularly in situations where mental health was affecting 

performance. As well, people leaders who were brave enough to discuss their own 

experiences with mental health to help further support staff when they were struggling. 

Finally, participants felt more human when people leaders provided support in the form 

of workplace accommodations or by suggesting available company resources. The 

following participant spent most of the interview describing the positive experiences and 

reactions she received from her manager since starting at the Co-operators.  

P115: I started being a little bit different and that’s when my boss came 

up to me and said “I think there’s something.”… And then he told me 

about his wife and he said “Don’t think that it’s something that you 

need to be embarrassed or ashamed of.” He said, “When you tell 

someone they’re not going to think any less of you.” And then he 

actually said like “Take the afternoon, go see the Doctor, see what they 

can do.”… I don’t think if I had the boss that I had though, like he was 

really, and because Co-operators was really big into the mental health 

and everything. He was amazing with it. (Employee) 
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Some participants also discussed the reactions of fellow co-workers to mental 

health concerns. Supportive co-workers provided a welcoming social environment to 

reduce the risk of isolation and social withdrawal. They demonstrated compassion and 

caring when a co-worker was struggling and even increased their own workloads to help 

reduce stress. While some people leaders with lived experience with mental health 

seemed to have a deeper understanding of the type of support that was required to help 

the afflicted employee. 

P107: So, it was through that process that she kind of got a little bit 

teary and just said “You know I’ve been struggling a little bit” and of 

course our entire team is very, very supportive and compassionate so 

she felt comfortable doing that. So, I think because she was able to be a 

little bit more up front with it people supported her and there was no 

you know harsh feelings or you know “Where is she?” or “Why isn’t 

she doing this?” and I also think we have a team that the expectation is 

that we support each other, we collaborate, you know we work 

together. (People Leader) 

 

P119: This is a real sickness, a real issue and unfortunately I’m well 

aware of it. I lost somebody a long time ago to depression and so I’m 

aware of what it is, where it can take you and I just wanted to be there 

to try to help <Name redacted> as much as possible too. I don’t think 

you can ever beat it, but you can manage it, you know? And that’s 

where I want him to be. No absolutely not, no I’m truly a supporter of 

like let’s get this out there and let’s find out what’s going on and get 

you fixed up. (People Leader) 

 

In contrast, some employees described the impact of negative reactions on 

perceptions of disclosure. For example, a few people leaders reported that some co-

workers reacted negatively to being assigned additional responsibilities in support of a 

team member unable to perform their duties. Unfortunately, this negative response was 

compounded if the employee with a mental health concern had previous performance 

issues or uncooperative behaviours. The following people leader described how difficult 
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it was for co-workers to react sympathetically towards a struggling co-worker due to his 

past uncooperative behaviours. 

P107: He had always kind of been a bit more withdrawn from the team 

and not necessarily overly participated I would say making, you know, 

not that you have to be friends with everyone but being part of the 

team. Always kind of withdrew from that quite a bit. So, there wasn’t 

really that level of support when he was going through something like 

this so very much a different scenario than the first one where there was 

disclosure and support provided. People just had questions. I’m not 

sure they weren’t comfortable with how to approach that or you know 

how to talk about it. They were impacted by missed work, missed 

deadlines, you know having to pick up the slack for things that wasn’t 

getting done that sort of thing. So there was a bit more of a negative 

feeling around that one unfortunately. (People Leader) 

 

Additionally, a few people leaders indicated co-workers were more likely to behave 

poorly if the circumstances surrounding or reasons for the additional work was unclear 

(i.e., mental health condition was not disclosed). Finally, some people leaders indicated 

that personal external stressors made it harder to react empathically and provide support 

when they were having difficulty managing their own stress. 

P106: And also it’s our age. I’m at a point in my life where my kids are 

all independent of me. I’m in a good place personally that I can cope 

with this added stress. If they were to have given me her years ago 

when I was at home, having marital problems I don’t think I would 

have been able to cope as well as I am now. So it could be life stage as 

well. … Going back thinking to the scenario before I got her. I know 

her director was going through some personal stress, so maybe that’s 

why she reacted the way she did cause I know her and she’s a nurturer 

as well, but it’s just all the situation. (People Leader) 

 

Afflicted employees were not the only ones requesting additional supports. There 

were also discussions about how people leaders and their teams could be better supported 

when helping a staff member with a mental health concern. For example, some people 

leaders discussed possible methods to help team members handle the extra workload 

when a co-worker was struggling. People leaders also expressed a desire for more 
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information on how to assist and support other people leaders who were taking on more 

work to accommodate staff. Finally, people leaders with mental health experience 

expressed an interest in becoming a knowledge resource or support for other people 

leaders.  

P106: So, you know what the company could possibly do is to find an 

accommodation for the manager So, if you have a manager, like our 

management team, we have about what? 8 of us? So, if I ever got to a 

point where I knew I needed to accommodate my staff member and I 

knew I had other staffing things that needed to be done, but it’s going 

to take me more time to do it. It would be great if I had another peer 

that could say “You know what, my plate is fairly manageable right 

now. How about I help you with performance evaluations with these 

key people or how about I take this project off your plate whenever 

your one staff member starts to go down and you need to start picking 

up the pace to help her out.” (People Leader) 

 

4.7.3 Interconnections with employer reactions. Employer reactions had 

dominant interconnections with lived experience and symptoms. For example, some 

people leaders described how having an open discussion with co-workers about an 

employee’s struggles with mental health led to more sympathetic reactions and a 

willingness to help (this was with the approval of the employee with a mental health 

concern). Participants indicated that by doing this it made the struggles seem more human 

and tangible for those who did not have a lived experience with mental health. In fact, 

employees and people leaders who had lived experiences with mental health expressed 

more empathy for their co-workers and indicated that they reacted with more compassion 

and caring because of these experiences. For example, the following people leader 

described how her experience aiding a family member with mental health concerns 

helped her decrease her own judgmental reactions towards staff members exhibiting 

symptoms in the workplace. 
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P125: Does experience with mental health help me? I think so. Yes, I 

think it does. People are sometimes quick to judge. My team members 

one their biggest worries are what are people going to think? What are 

they going to say? That sort of thing so, in coming back will they think 

that I’m capable of doing my job again? That sort of thing. So, there 

was really, really a lot of anxiety for that and I think people who’ve 

been touched by this a little bit maybe in their personal lives or even 

with close staff members or whatever are not as quick to judge. Like 

you don’t, you’re not walking in other people’s shoes. There’s usually a 

lot behind, it can look like something, but there’s usually a lot behind 

it. Like I said in the scenarios where I’ve been involved in it wasn’t just 

one thing. There’s multiple factors normally associated with it and in 

the workplace dealing with peers or staff or whatever you don’t know 

the whole story. Everybody has their own mountains I think. So, has 

personal experience impacted how I viewed this? I think it does. 

(People Leader) 

 

Supportive employer reactions that included workplace accommodations typically 

had a positive effect on symptoms. Participants indicated that adjusting the work 

environment so staff could continue to work resulted in a decrease of symptoms 

attributed to a sense of empowerment (i.e., being able to work through the illness). This 

was the case for one employee who wanted to continue working and feel like a 

contributing member of the team while managing incapacitating mental health symptoms. 

P107: She doesn’t do a lot of the behind the scenes work she’s very 

much internal facing. So we did scale back on some of those 

interactions so she had time to work from home. She could do project 

work, could catch up on emails, could feel like she was successful in 

producing something while she was working limited hours. We 

basically pulled her from some of her more regular duties…And 

knowing her situation and that she wanted to contribute we were able to 

work that out. So, I think she did that for about six weeks and then 

returned to a more full time situation back to her regular hours and it 

was just that enough time frame for her to get her medication adjusted, 

which she shared and to get the counselling process in place and to 

have regular doctor’s visits. That was enough for her to get the support 

she needed so that she could come back and be producing again full 

time. (People Leader) 
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Despite these positive effects, workplace accommodations were not always 

possible or were more difficult to implement. For example, participants recognized that 

these accommodations were easier in departments where multiple people were trained on 

and available to complete tasks. Alternatively, departments or work positions with 

inflexible work hours were less amendable to accommodations. As was the case for 

employees working in call centres who are expected to adhere to specific work hours that 

are difficult to amend. 

 

P122: Like I say I don’t know would another manager have done that 

for me? I don’t know and because of the way my job is too like for 

instance if I worked in like the call centre, customer service, you need 

to be there. People are relying on you. In my position, they’re relying 

on me, but I have some windows, you know? I can prioritize mine and 

get that done, you know what I’m saying? Whereas with that one 

you’re on 24-7. That might affect how a people leader allows you do 

certain things. (Employee) 

 

Respondents also discussed the ways in which their workplace environments 

negatively impacted symptoms. For example, a few employees described how they were 

relegated to less important jobs upon returning to work from a mental health leave. 

Despite their assertion that they could perform the duties of their job, they were tasked 

with menial responsibilities that undermined their sense of empowerment. For many of 

these participants this meant having to change careers so they could feel like a valued 

employee again. Subsequently, this led to an increase in stress levels and impaired the 

recovery process. 

P103: [In reference to a previous employer] I’d been gone for 14 

months and most people there knew why I was gone and nobody really 

had very much confidence in me to be able to the job so the work that 

was given to do when I came back was just it was a joke. And like real 

basic stuff which was fine for a week or two to kind of get my feet wet 

again, you know? But it was after a couple of months when it became 
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very clear that, that’s all it was going to be. It became very clear that 

my career there was over. (Employee) 

 

Participants also noted an increase in symptoms whenever work stress intensified. 

Although some respondents did acknowledge that their perception of increased stress 

level may have been influenced by their symptoms, others thought the additional stress 

was due to people leaders’ poor understanding of how work stress could impact mental 

health. In these latter cases, employees felt that people leaders were ignorant to the signs 

and impacts of mental health in the workplace and instead pressured employees to keep 

up. Consequently, these poor reactions led to a reduced willingness to disclose. 

P123: Well there had been a few days of me kind of not doing the best 

and no one really said anything about it and then it just kind of blew up 

where “Okay now I’m off work for 4 months.” And part of it to had 

been like we get one extra day off every 9 days and we had those taken 

away for like 6 months because we were doing overtime and overtime 

and we couldn’t get caught up so we just kept doing it and doing it and 

then we were coming in on the weekends too and it just became a lot of 

work and then with all the little things coming up it really compiled. So 

maybe if they had taken into account our mental status before it got to 

that point or considered maybe something is going on. I know I didn’t 

seem happy before because I had been told that I didn’t seem very 

chipper and I just seemed kind of blah and not really happy. That’s 

what I was told but I don’t know how much they can do from an 

employer’s standpoint you know? I mean I know they’re concerned but 

it’s hard, it is hard because they still have to be the boss and they still 

need you to work and if we need to do overtime, we need to do 

overtime. So it’s hard for them. (Employee) 

 

 Although most participants discussed how supportive environments fostered 

disclosure, there were exceptions to this rule. Some symptoms associated with mental 

health made supporting the individual more difficult. For instance, some individuals 

presenting with anxiety symptoms exhibited irritability and were known to lash out at 

other co-workers. Consequently, co-workers were less inclined to provide support and the 

individual with anxiety was more likely to perceive this lack of support as another 
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example of an unaccommodating work environment. One people leader quoted below, 

described how an employee with anxiety would become irritated and unfocused in the 

workplace due to her anxiety symptoms. Subsequently, they had to adjust their training 

methods and/or approach on ‘bad’ days. 

P124: Not in a fly off the handle way, but just she would get short or 

you know you can tell she wears everything on her face, so you could 

tell when something was wrong and she was upset about something. 

And she has very good relationship with her now team lead and I think 

you know just seems like she even with her team lead she would get 

short and take things the wrong way. Not in a vein that they were meant 

to be taken or that she’s taken them in the past when the same sort of 

information was delivered to her. So, you could give her the exact same 

information on two separate days and if she was feeling good one day 

and not good the other the end result of her receiving and hearing that 

information would be completely different. (People Leader)  

 

Additionally, mental health concerns were not always obvious to either the workplace or 

the individual. As such, it was more challenging to support something that was invisible, 

intangible, and undisclosed. Some people leaders managed this challenge by 

demonstrating more support through direct conversations with the individual, while 

others were unsuccessful in their attempts to help. 

P106: This individual just couldn’t see beyond the situation to want to 

improve herself so, I felt badly that it didn’t work out because I was 

willing to go to bat for this individual, but she was very different from 

the current one that I have. She was never diagnosed with anything so I 

think that a disclosure helps. Like if she would have said that “I’ve got 

interpersonal skills, I was abused as a child” or whatever “This is what 

my situation is” I think we could have helped her, but she was affecting 

the rest of the team in such a negative way because of her personality. 

So, that’s what’s very different from my other staff member, so I think 

if I had another staff member similar to the one with anxiety disorder 

that would be more manageable, but it all depends on the degree 

because it is a lot more work. (People Leader) 

 

In conclusion, employer reactions at the organizational and individual level had a 

substantial impact on perceptions of disclosure. For many participants, they perceived 
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disclosure in the workplace more favourably when the organization implemented and 

enforced policies that viewed mental health as important as physical well-being. At the 

individual level, people leaders and employees explained how disclosure could influence 

the reactions of co-workers who may have held misconceptions about the afflicted 

employee. For example, when some individuals shared their lived experiences with 

mental health this reportedly helped others to understand the situation better and they 

subsequently reacted with more compassion and empathy. Finally, many participants also 

described the impact that positive and negative reactions had on symptom severity. 

Including the impacts of stigmatic reactions, which will be discussed in more detail next. 

4.8 Stigma 

This section on stigma will begin with an overview of how stigma influences 

perceptions of mental health disclosure. This will be followed by a review of the 

dominant interconnections with other codes. Primary these interconnections were 

centered around strategies (e.g., more education) to reduce stigma in the work 

environment, but also include interconnections that may compound fears of stigmatic 

beliefs and/or behaviours (e.g., negative employer reactions). 

For several employees and people leaders, there were fears about how their 

mental health would be perceived in the workplace. For example, many participants 

discussed mental health conditions as being perceived as a weakness, something 

unacceptable, or as shameful.  

P108: Yes, because it [mental illness] is seen as something shameful. 

It’s a sign of weakness that somehow, you’re less than a, a you’re of 

weak character because you can’t cope or whatever. (Employee) 
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Consequently, they feared that they would be labelled as unemployable or unable to 

handle the stress of the job. In other circumstances, respondents feared they would be 

perceived as lazy employees who were malingering to avoid work. These participants 

believed that because there were no visible or physical manifestation of their symptoms, 

others would doubt the veracity of their illness. It was this presumed belief of being lazy 

and faking illness that led many respondents to vehemently protest such allegations, as 

they knew from experience that mental health is not easy to fake nor is it a condition 

anyone would want to fake. In addition, participants recognized that treating someone in 

this way only compounded already troubling symptoms.  

P117: Are you kidding? They want to work. They don’t want this 

disease. Who would fake it? It’s easier to fake cancer than mental 

illness. … You just cry on impact, on the snap of the fingers? That’s 

hard to do, right? The symptoms are hard to fake. That’s why I say I 

can tell when people have it cause I can see it. Cancer is, sorry I’m 

rambling but it just bugs me cause that’s a lot easier to fake, right? … 

You know, how many, I laugh I’m like how many people said to 

themselves “Someday I want to get a career and then I want to get paid 

70% of that pay cause I’m depressed, stay at home, have everyone 

think I’m a nut bar and not be able to enjoy my life” like no one wants 

to do that. No one is going to do that on purpose. One out of a thousand 

people maybe. … No one wants to do that so to be made, like my one 

friend made to feel like, like a criminal. That’s only compounding her 

depression. Like it made her more depressed.  (People Leader) 

 

Perceived stigma in the workplace had a detrimental effect on disclosure where 

employees and some people leaders were fearful of job opportunities following a 

disclosure. For instance, many employees and people leaders indicated that they were less 

willing to disclose a mental health concern if they believed that others would judge them 

unfavourably. This was the case for one employee who had just overheard a conversation 

about mental health stigma before our interview began. 
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P105: I think people have a fear of being judged when they bring it up. 

In fact, I was sitting over there early [in coffee shop] and some man 

was talking to whoever he was with and he said I interviewed some 

intern and she had told me during the interview that she was diagnosed 

with anxiety. And I thought wow this lady is crazy and I didn’t hire her 

because of that.” And I thought “Wow you’re a giant…” And I thought 

like you know what I think that’s why people are still afraid is because 

as soon as they bring it up whether someone wants to admit it or not 

they’re judging you based on that now. Just like women used to be 

judged on whether or not you were married or going to get pregnant as 

a potential employee. You know what does it say if you hire someone 

who’s depressed and might have more sick days and someone else is 

healthy and not, right? (Employee) 

 

Some participants were also less willing to disclose if it was perceived that disclosure 

would have a negative impact on job stability and/or career advancement. This point was 

confirmed by an employee quoted below who was fearful of losing her job due to her 

anxiety concerns.  

P114: [In reference to a previous employer] It was very hard in the 

beginning because I was scared of losing my job and I was kind of 

connecting the, the anxiety with the work experience. So, I mentioned 

to my boss that I had this problem and I guess it was normally kind of a 

taboo. We don’t want to talk about that very much, but my boss was 

kind of understanding and I stayed there working and then I mean he 

was understanding, but I never asked to stop working at that place 

because otherwise I don’t know if he would be that understanding 

because he didn’t have a lot of awareness so understanding about 

mental illness or anything like that. So, yeah, so then after I left the 

company for other reasons I wanted to leave I worked in some other 

places, but I never disclosed the information because especially I come 

from (Redacted). It’s an undeveloped country so we have a lot more 

workers available than companies offering jobs. So, if they kind of find 

out this kind of thing it’s very um likely they’re not going to hire you. 

Cause normally the workplaces are very stressful and they don’t want a 

person who cannot, I mean their head cannot deal with those kinds of 

things. (Employee) 

 

4.8.1 Interconnections with stigma. Lack of knowledge or education of mental 

health was the most cited reason for stigmatic beliefs. Participants felt it was this lack of 

understanding that led to insensitive, and at times, inappropriate comments about mental 
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health in the workplace. There was a common perception that the less someone 

understood the symptoms, causes, triggers, and consequences of mental health the more 

likely they were to act in a stigmatizing way. The first employee quoted below, explained 

how her cousin did not understand mental health until her son was diagnosed with 

attention deficit disorder. In this scenario, education interconnected with lived experience 

to help the cousin develop a more understanding and empathic view of mental health. 

The second employee was describing her reaction to a previous employer’s uneducated 

and insensitive comments to her co-worker’s mental health concern. The final comment 

from a people leader referenced the importance of education in reducing stigmatic 

believes and behaviours.  

P109: I had some family members too that like had zero pity or 

understanding for me in all this. And I just recently, my cousin, who 

I’m really close with, who lives close to me, her son just was diagnosed 

with ADD. So now that her son was diagnosed now she’s doing all the 

research on ADD and now she understands, but she’s the only person in 

my whole life and anyone I deal with every day that ever took the time 

to actually sit down and like learn it. (Employee) 

 

P118: I think just like, especially one of my previous bosses. I knew 

one of my colleagues had some like, I don’t know, I wouldn’t say 

mental health issues, but I knew she was on like medications for 

something and I heard him like telling her like “This is just in your 

head you just need to be like more, like you just need to power through 

it.” I just wanted to like talk to him and be like hey like “I didn’t know 

you were like this and also a doctor” like you know? I’m pretty sure 

like whoever prescribed it knows better than you. (Employee) 

 

P111: Oh, for sure cause there’s a, right or wrong or indifferent, there 

seems to be a stigma somewhat attached to mental illness. Just because 

you can’t physically see it like a broken arm or leg, so you know, it’s 

sad that it’s like that, but I think a lot of it has to do with understanding 

and education. So, there’s again there’s a huge educational opportunity. 

(People Leader) 
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Respondents also described ways to help decrease stigma in the workplace 

through education. For instance, if a lack of knowledge of mental health increased 

stigma, education on mental health would presumably reduce such stigma. Several 

participants felt that the most effective type of education was from a lived experience 

perspective. For example, disclosure from someone with a mental health concern (e.g.., 

other co-workers or celebrities) or knowledge disseminated from professionals in the 

mental health field (e.g., psychologists). Regardless, of the source of delivery, all 

participants felt that more education was required in the workplace. 

P102: Yeah and I mean the, the two individuals that I shared my 

personal story with they really opened up to me after that. I felt there 

was almost a sense of relief that they were being heard and they 

weren’t being judged and that it wasn’t going to impact their position. 

… It is interesting what you say about the you know worrying about it 

impacting whether you get a promotion. I myself I had been going 

through probably one of the darkest periods of my life a few ago. I 

really wanted a supervisor job and I had been working towards it for 

years and I was at the point that I was just breaking down at my desk 

and I couldn’t hold it together any longer. I had to go out on medical 

leave and I thought “Well there goes my chances of getting a 

promotion. I’ll never be a supervisor now.” And so, I was out for over a 

month and I came back and I applied for the supervisor position that 

I’m in now, I applied for it within the month of being back and was 

successful. (People Leader) 

 

Many employees and people leaders felt that companies needed to go beyond 

education and foster a positive and supportive work environment to help reduce stigma. 

As previously discussed, if an employee trusted their people leader and were confident 

that their leader would react positively, they were more likely to disclose. This could be 

accomplished in ways such as, treating mental health like they would physical health, 

allowing vulnerability in the workplace, or retelling stories of successful disclosure. This 

was discussed by one people leader (see quote) who acknowledged that education was 



 

81 

 

not enough to counteract stigma; the company also needed to foster a work environment 

where employees could be vulnerable. Overall, all participants were eager to provide 

suggestions on how to counteract stigma and it was clear from their responses that there 

is no one way to accomplish this. 

P126: In addition to education somehow allowing vulnerability to be, 

you know like allowing employees to be vulnerable and that’s okay, 

you know? One of the reasons why people don’t want to disclose these 

things is that even if they know they’re afraid that it’s going to 

jeopardize their future and their career. And it’s some ways I guess, 

you know, it could but it really shouldn’t because would a broken leg 

jeopardize your future career, right? (People Leader) 

 

Participants also discussed how culture and gender beliefs could lead to an 

increase in mental health stigma. For instance, in some cultures mental health was 

considered a taboo topic, a weakness, or not real due to its intangibility. Please see 

section on Identity for a full discussion on how culture and gender influence and 

interconnect with stigma. 

Unfortunately, there were circumstances or workplace conditions that contributed 

to a negative perception of disclosure in the workplace. For instance, many participants 

stated an unwillingness to disclose to individuals they did not trust. Their reasons for not 

trusting these individuals varied, but the underlying theme for many was a fear of stigma, 

possible discrimination, or a negative reaction from the person disclosed to. In fact, 

despite company policies against discrimination, some employees and people leaders, 

retold stories of suspected discriminatory comments from people leaders after disclosure 

had occurred. Luckily, these comments and stories were not common nor were they 

considered the norm. 

P123: I don’t necessarily trust her with everything I say and so then 

looking at it now and how everybody just somehow knows why I was 
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on sick leave and I had disclosed that to her even though I didn’t have 

to, when I didn’t trust her. It just, I don’t know. … Like it’s been a lot 

better since I’ve gotten back, but a lot of it is, it’s very much everybody 

is like out for themselves including your boss. So yes, to an extent I 

mean it’s been a lot better since I’ve been back and I’m trying to be 

really positive, but even still I’m very careful with the words that I 

choose what I’m disclosing to who and you just never know. You just 

never know. (Employee) 

 

P103: I do get the odd comment now then from my manager about “Oh 

I don’t know how”. I was hired to take over her job years ago, and she 

was going to retire soon after. She makes comments whenever we talk 

about “Well I don’t know whether you can handle it and whether you 

can handle the stress”. So, she definitely has a different opinion now 

than when I was hired, but how much of that is because of what I told 

her about my mental health issues or whether that is just who she is? I 

don’t know cause apparently, she’d been saying she was going to retire 

for years before I got here. (Employee) 

 

Interestingly, nondisclosure in circumstances where employees had performance 

issues related to a mental health concern were particularly risky. Without knowledge of 

how mental health was impacting performance, employers were less likely to provide 

workplace accommodations to help manage performance issues attributed to mental 

illness. As such, employment action, such as termination, was a more probable 

consequence (see section on performance for a more thorough discussion). 

To conclude, both people leaders and employees expressed concerns and fears 

about disclosing a mental health condition in the workplace. They feared retribution, 

discrimination, and negative reactions following a disclosure about mental health. Many 

participants used these fears as motivation to discuss how the organization could decrease 

stigma through education, support, positive reactions, and sharing of lived experiences 

with mental health. They also recognized how gender and/or cultural identities and 

negative employer reactions could compound the issue of stigma in the workplace. 

However, some people leaders did acknowledge the risk of termination due to 
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nondisclosure and indicated that this was a probably possibility despite their supportive 

efforts. 

4.9 Advocacy 

The underlying theme for all participants wanting to be an advocate for mental 

health disclosure was their desire to help. Respondents wanted to help others by 

demonstrating that they were not alone and it was okay to talk about mental health in the 

workplace. This was the case for one employee who expressed her desire to help despite 

being unable to help herself. While another participant wanted employees and co-workers 

to know that there was someone to talk too; someone who had lived through a mental 

health concern and survived.  

P122: In a way because I could, this sounds so stupid, but it feels like 

I’d be able to help them. I’d want to help them. I can’t even help myself 

and I want to help someone else. You know what I’m saying? There’s 

just something wrong there. (Employee) 

 

P116: I try to talk to people especially if I think they may be going 

through it so that they know, you know what, here’s someone that’s 

coping and managing to leave what I call a pretty normal life. So, that 

they have someone to talk to so they realize that you know, this you 

could beat this or at least live with it. (People Leader) 

 

Some participants also, advocated for mental health by educating others on mental health 

concerns. They talked about their own positive experiences with disclosure and 

encouraged staff to do the same. In fact, many believed that their own disclosure would 

help others perceive the disclosure experience as a moot point (note the interconnection 

with lived experience). For instance, one employee described how talking about her 

mental illness helped her feel like her struggles were okay, in fact, they were common 

and accepted. 
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P103: That’s definitely a part of it for me because I figure like if I talk 

about it there’s nothing wrong with me, right? I have a condition and 

you just can’t see it. But yeah, it’s to try and remove the stigma. The 

more of us talk about it, you know, it becomes more common, it 

becomes more accepted. (Employee) 

 

Finally, a few participants were advocates for themselves. For example, one afflicted 

people leader explained how cathartic talking about their mental health symptoms was. 

As this participant walked me to the door he reported feeling better than he had in months 

and thanked me for allowing him to participate. This people leader also indicated that 

because of the interview experience they felt compelled to talk more about their struggles 

with others.  

Some participants also advocated for both community and organizational change 

by acknowledging and addressing stigma in public and private ways. Employees and 

people leaders both recommended a variety of change techniques including macro and 

micro level disclosures. At the macro level, many participants felt supported and 

comforted by public stories from celebrities who had struggled with mental health 

concerns. Other respondents acknowledged the courage of these celebrities, but they 

wanted to hear stories from individuals like themselves (i.e., other co-workers or people 

leaders). Meanwhile, some respondents wanted to advocate at a private/micro level where 

they would approach trusted co-workers who appeared to be struggling.  

P120: Clara Hughes coming out and saying that she suffered like I 

think that’s what Co-operators needs. I think that’s what, I think that’s 

what we need to do. I think people need to come out of their shell and 

say “Listen I’ve been suffering.” You know, you want to know about 

mental health? I’ll tell you about mental health. This is what it is right? 

This is the stigma,” Maybe go out and talk to staff. right? Explain to 

them what it is and you know have some real stories of people sharing 

their experience right? (People Leader) 
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P116: Most are rather uncomfortable they will not disclose in a-a group 

setting or we’re standing around having coffee. They may, typically it’s 

a one-on-one. Very rarely would anyone disclose in a-in a group 

setting. (People Leader) 

 

CHAPTER 5: Discussion 

The intent of this study was to understand how individuals who had disclosed and 

those who had been disclosed to experienced mental health disclosure. By studying the 

experiences of disclosure, the research went beyond the decision to disclose or not 

disclose and the impacts of stigma. Instead it highlighted how disclosure was performed 

in an employment setting, to whom disclosure occurred, how it was reacted to, how these 

reactions were perceived, and so forth. Using grounded theory methodology and analysis 

it was discovered that these experiences were dependent upon how the disclosure event 

was perceived. In turn, these perceptions were influenced by eight interconnecting factors 

including performance, symptoms, education, lived experience with mental health, 

identity, employer reactions, stigma, and advocacy.  

The following section will review the findings of this study in more detail. It will 

begin with an overview of the results to highlight the major discoveries found within the 

data. A full discussion on how the results contribute to the existing knowledge will 

follow this overview. This will include how the current research adds to the existing 

literature on perceptions of disclosure of mental health, the disclosure decision model, 

and stigma. The section will conclude with a review of the strengths, limitations, future 

directions, and practical implications of the findings. 

5.1 Overview of Results 

Whether the experience of mental health disclosure was considered positive or 

negative (or something in between) was dependent upon the individual’s perception of 
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the event(s). In turn, these perceptions were influenced by eight codes/factors that not 

only impacted perceptions, but also influenced one another. In this study, the core 

category of perception was critical in the understanding of the disclosure experience. For 

instance, perception helped to identify the interconnections between codes. To explain, 

participant accounts regarding their perceptions of the disclosure event(s) were rarely 

focused on one code/factor, but rather encompassed multiple interconnected codes. For 

example, they described their experiences disclosing to others (publicly and privately), 

but were unwillingly to discuss their mental health concerns to a larger group within the 

company due to fears of discrimination and stigma. Perception also helped to explain the 

contrasting experiences of participants within the same company, and at times, the same 

disclosure event. In these circumstances, perceptions were dependent upon on how the 

individual was impacted by the eight interconnected codes. For instance, it appeared that 

the more education or experiential knowledge someone had the more empathic the 

response to the disclose (positive experience). Whereas, masculinity and certain cultural 

identities reportedly contributed to the perception that mental illness was a weakness, 

therefore disclosure was more difficult to engage in. Participants also talked about how 

their symptoms could distort their perceptions of disclosure, leaving them uncertain about 

their interpretations of the event(s). In other circumstances, a decline in performance due 

to an increase in symptoms often led to the perception that disclosure was necessary to 

avoid job loss or other repercussions. Unfortunately, negative employer reactions led to 

negative perceptions of the disclosure event. Finally, many participants indicated that 

their perceptions of mental health disclosure were positively influenced by celebrity and 

personal advocates. To conclude, the eight factors discovered in this study were found to 
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have both positive and negative effects on perceptions of disclosure, but they were also 

influenced each other. 

Each code was discussed individually to highlight the code’s influence on 

perceptions and to also document the interconnections between other codes. The theme of 

performance was discussed first because declines in performance levels were often 

described as the catalyst for mental health disclosure in the workplace. Participants 

explained how other codes, such as symptoms, education, stigma, and lived experiences 

connected with performance to further influence how disclosure was perceived. For 

example, some participants stated that people leaders with a deeper knowledge of mental 

health appeared to be more understanding, compassionate, and empathic when discussing 

performance declines related to an employee’s mental health. Furthermore, most 

participants expressed a desire to improve the perceptions of mental health disclosure 

through more education on mental health symptoms, workplace accommodations, and 

supportive workplace behaviours.  

With regards to mental health symptoms many employees described the cyclical 

effect of symptoms, performance, and stress, where an increase/decrease in one often led 

to an increase/decrease in the other two. Some employees and afflicted people leaders 

also discussed how their symptoms could negatively skew their perceptions of the work 

environment resulting in nondisclosure. In additions, a few participants reported on how 

their gender and cultural identities contributed to perceptions of mental health as a 

weakness, something that should not be discussed. Stigma and negative employer 

reactions were also described as negative influences on mental health disclosure and were 

often provided as reasons for nondisclosure. 
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Alternatively, participants described how positive/supportive employer reactions 

and discussions about lived experience with mental health helped them perceive 

disclosure more favourably. Many participants indicated that organizational policies that 

highlighted the importance of mental health were influential in their positive perceptions 

of disclosure in the workplace. In addition, co-worker reactions towards afflicted 

employees could be positively influenced through disclosures of lived experiences. 

People leaders also used discussions about their own lived experiences as a facilitator for 

disclosures from afflicted staff members. While for others, publicly discussing their lived 

experience was a form of advocacy to help others feel supported, decrease mental health 

stigmas, and foster positive perceptions of disclosure in the workplace. 

5.2 Contribution to Knowledge 

5.2.1 Perceptions of mental health disclosure. There is a paucity of research on 

perceptions of mental health disclosure. The studies that do exist focused either on 

perceptions of the disclosure experience without addressing the factors influencing 

perceptions (Wood, Bolner, & Gauthier, 2014) or on how perceptions of mental illness 

impacted disclosure preferences (An & McDermott, 2014). For example, Wood et al. 

(2014) used a phenomenological qualitative research approach to analyze the interview 

data from students involved in mental health self-disclosures in the classroom. They 

found that during and after the disclosure experience students who had been disclosed to 

felt concern, discomfort, interest, respect, indifference, and enhanced understanding. The 

current study expanded on the experience of disclosure by addressing how perceptions of 

the disclosure event influenced the experience. This study also, acknowledged the eight 

interconnecting factors that impacted these perceptions. For instance, like Wood et al. 
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(2014) it was discovered that experiential knowledge led to an enhanced understanding, 

increased empathy, and more supportive people leaders. This enhanced understanding 

contributed to a positive perception of disclosure, however there were seven other factors 

also influencing these perceptions. In addition, the current study included the experiences 

of both the discloser and the disclosed to. This inclusion of both sides of the disclosure 

event helped to develop a more comprehensive understanding of the disclosure 

experience. Finally, this study went beyond a classroom setting and included data from a 

more naturalistic research setting. By studying the real-life experiences of disclosure and 

practical suggestions/applications could be made on how to improve perception in the 

workplace. For instance, perceptions of disclosure could be improved through workplace 

educational programs, increased sharing of lived experiences, and advocacy work. In 

addition, organizations can use this information to develop training programs and 

educational campaigns for people leaders to help them be more supportive to afflicted 

staff members. To conclude, the current study moved beyond the classroom experience of 

disclosure by documenting how disclosure experiences were influenced by perceptions in 

the naturalistic world. 

Other studies have focused on how perceptions of mental illness impact or 

influence disclosure events. For example, a study by An and McDermott (2014) explored 

the impacts of sociocultural factors and perceptions of mental health on disclosure styles. 

They found that members of collectivistic cultures, those who endorsed stigmatic beliefs, 

and individuals who had limited prior contact with mental illness were more likely to 

adopt an indirect disclosure style (i.e., discloser noes not explicitly state they have a 

mental illness). Similar to An and McDermott (2014) the current study found that stigma, 
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masculine and certain cultural identities, and less experiential knowledge of mental 

illness led to a less positive perception of disclosure. Consequently, the disclosure was 

less likely to occur (An & McDermott, 2014) or the experience would be perceived more 

negatively. Unlike An and McDermott (2014), the current study addressed how these 

factors were interconnected and related to perceptions of the disclosure experience. For 

example, although some participants discussed the stigmatic beliefs of some members of 

their gender or culture they also described how they were advocating against these beliefs 

through disclosure. By adopting this (advocate) perspective their reported experience of 

disclosure was more positive. Furthermore, An and McDermott (2014), primarily focus 

was on how sociocultural factors and perceptions of mental health influenced how or if 

disclosure occurred. The current study went beyond the decision to disclose and this will 

be discussed next. 

5.2.2 To Disclose or Not Disclose. Traditionally, research on disclosure has 

focused on the individual factors that contribute to the binary decision of disclosure or 

nondisclosure (Brohan et al., 2012; Evans-Lacko & Knapp, 2014; Munir et al., 2005). For 

example, Brohan et al. (2012) identified nine predictors of mental health disclosure in the 

workplace. These predictors included gender, emotional and workplace support, severity 

of symptoms, performance concerns, and so forth. Their findings suggested that men 

were more likely to disclose than women, employees were more likely to disclose in 

supportive work environments over unsupportive settings, visible symptoms at work led 

to increased rates of disclosure, and concerns about performance was a motivator to 

disclose over no overt performance issues. These predictors were confirmatory for some 

of the findings of this study, but taken individually they are misleading. 
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By studying each predictor individually, the reader may miss how interconnecting 

social and employment contexts influence the decision to disclose. For many participants 

in this study, the decision to disclose was not based on one predictor or factor alone. For 

example, gender alone was not a predictor of disclosure or nondisclosure, instead gender 

was described as one consideration in the disclosure process. For instance, this study 

found that if a female felt supported by her work environment and had previously 

experienced positive reactions, then they were more likely to disclose. Alternatively, if 

they felt unsupported and oppressed because of sexist attitudes and stigmatic comments 

about mental health then disclosure may not occur. This was the case for one female 

people leader whose perceptions of disclosure changed when she started working at the 

Co-operators. While working in a male-dominated field she endured many adverse 

comments about her role as a woman and a worker. This included comments about how 

she should be at home tending to the house not taking the job from a more capable man. 

When she began to struggle with a mental health concern she made the decision to 

disclose to her employer. This resulted in more negative comments about her femaleness 

(e.g., “women can’t handle stress”), her inability to perform at work, and disparaging 

comments about her mental health. She persevered for several years before moving to 

Co-operators. Due to this previous experience with disclosure she was uncertain about 

discussing her mental health history with her new employer. She described how her 

perceptions quickly changed when she realized how supportive Co-operators was of 

women and individuals with mental health concerns. She is now a self-described 

advocated for mental health in the workplace. 
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In addition, it was identified that performance concerns and symptoms were not 

independent influencers on the decision to disclose. Instead it was discovered that they 

influenced one another while influencing how disclosure was perceived. This influence 

was found to be cyclical in that as symptoms increased, performance usually started to 

decline. This decline in performance often led to increased feelings of stress, which 

exacerbated symptoms and the cycle would continue. Performance and symptoms also 

influenced perceptions of disclosure, in part, by making mental health concerns more 

visible. To explain, symptoms contributed to declines in performance that made 

performance an observable indicator of symptoms, which led to discussions with people 

leaders. These discussions often resulted in disclosures as the afflicted employee 

explained the reasons behind the performance decline. Note: Disclosures were often 

further encouraged by the people leader’s positive reactions and disclosure of their 

(people leader) own lived experiences with mental health. Unfortunately, there were 

examples where employees did not disclose because of the influence of symptoms. In 

these circumstances employees described how their perceptions of the work environment 

were skewed by negative and/or unhelpful thoughts about their experiences at work. 

Following successful treatment many of these employees explained their uncertainty 

about their previously held beliefs (e.g., “Was that truly how it was”). In conclusion, 

factors or contexts associated with disclosure or nondisclosure are not independent of one 

another, but rather are interconnecting with one another and influencing how we perceive 

the decision to disclose. 

Furthermore, studies that have focused solely on the decision to disclose or not 

disclose are missing other facets of the disclosure experience. The findings of this study 
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go beyond the decision to disclose by highlighting the circumstances in which employees 

disclosed. For example, one employee discussed how she disclosed to her people leader 

after attending a company sponsored presentation on mental health in the workplace. The 

findings also documented to whom employees disclosed. This included stories of 

disclosure to supportive people leaders with some people leaders even sharing their own 

experiences with mental health. In addition, the reactions of those who were disclosed to 

were also examined. Most reactions to disclosures were very positive and this was 

partially attributed to the people leaders’ knowledge of mental health. In fact, there was 

only one people leader who indicated that they felt less sympathy towards employees 

exhibiting anxiety symptoms. This people leader indicated that they did not understand 

anxiety, therefore they could not sympathize with the employee’s struggles. Finally, this 

study examined how reactions to disclosure were perceived by the afflicted employee. 

For many the perceptions of the disclosure event(s) was positive, but for others the 

experience was questionable. These questionable experiences were attributed to 

symptoms that were possibly distorting perceptions, unsupportive people leaders, and 

stigma. In conclusion, the findings of the current study indicate that mental health 

disclosure is not simply about the decision to disclose; it includes the circumstances and 

contexts in which disclosure occurred, reactions to the disclosure event, and perceptions 

of these reactions. 

5.2.3 Stigma. The alternative to researching the multiple factors that influence 

disclosure is to focus on the impact of a single factor: Mental health stigma (Angermeyer 

et al., 2013; Brouwers et al., 2016; Corrigan et al., 2008; Corrigan & Rao, 2012; 

Goffman, 1963; Rüsch et al., 2005; Wahl, 1999). From Goffman’s seminal work on 
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stigma theory to modern day research on disclosure the focus has typically been on how 

stigma impacts the individual with a mental health concern (Korsbek, 2013). For 

instance, studies have concentrated on the consequences of disclosing or not disclosing a 

stigmatized condition (Bos, Kanner, Muris, Janssen, & Mayer, 2009; Corrigan et al., 

2009; Dinos, Stevens, Serfaty, Weich, & King, 2004; Rüsch et al., 2005; Rüsch, Brohan, 

Gabbidon, Thornicroft, & Clement, 2014). More specifically, Pachankia (2007) found 

that navigating social situations with a concealable stigma led to increased stress and 

psychological challenges. This claim was substantiated by Rüsch et al. (2014) who found 

that individuals who anticipated stigmatic responses and believed they would be unable 

to cope with the stress of discrimination were more vulnerable to nondisclosure stress. To 

counteract the effects of stigma, researchers have also focused on the reduction of stigma 

(Brown & Bradley, 2002; Corrigan & Watson, 2007; Holland, 2012; Szeto & Dobson, 

2010). For example, Szeto and Dobson (2010) documented workplace interventions 

aimed at reducing stigma in the workplace. They also provided suggestions on how to 

deliver and evaluate anti-stigma interventions. As invaluable as this research is it is still 

only one facet of the disclosure experience.  

Research has shown that stigmatic beliefs and behaviours often lead to 

nondisclosure (Corrigan et al., 2012), but there are other interconnecting factors 

influencing the disclosure experience. As discovered in this study, stigma interconnects 

with positive and supportive reactions to mental health, educated employees, experiential 

knowledge, advocacy, positive social identities, and perception changing symptoms. 

Pachankia (2007) and Rüsch et al. (2014) found that fear of stigma can lead to 

nondisclosure possibly resulting in increased stress levels. The current study, takes this 
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further by explaining the cyclical relationship between performance, symptoms, and 

stress. In fact, I would argue that higher stress levels lead to more disclosures in the 

workplace because with as stress exacerbates symptoms performance is more likely to 

decline, and as discussed, poor performance is often used to open conversations about the 

factors influencing performance levels.  

In addition, although this study confirms some of the findings of Szeto and 

Dobson (2010) it goes beyond the researching how to reduce rates of mental health 

stigma in the workplace. Similar to Szeto and Dobson (2010), the current study found 

that positive organizational policies, sharing of lived experiences, and educational 

programming typically reduced the incidence of stigma in the workplace. This study went 

beyond the reduction of stigma by describing the contexts and influences on perceptions 

of disclosure. For instance, it described how people leader’s disclosure of personal 

experiences facilitated disclosure from afflicted employees. The study also, discussed 

how educational programming can be helpful in other areas. For example, people leaders 

described how their knowledge of mental health helped them empathize and react 

sympathetically towards employees. To conclude, stigma does influence disclosure, but 

its influence also interconnects with seven other factors.  

Corrigan and Watson (2007) demonstrated how demographics influenced 

perceptions of stigma by documenting how the gender, race, and education of the 

perceiver predicted the likelihood of stigmatic beliefs and behaviours. In contrast to 

Corrigan and Watson (2007),  this study identified how interconnected factors (e.g., 

identity, stigma, and education) influenced perceptions of disclosure, not stigma. 

Highlighting these connections helped to provide clarity and understanding of why 
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disclosure occurred in certain circumstances and not others. The results also emphasized 

how stigma was only a part of the disclosure experience, not the whole experience. For 

instance, all participants were aware and expressed concerns about stigma, but these 

concerns were only a part of their experience with disclosure. They also described 

progressive work policies, people leaders sharing personal stories about their own 

struggles with mental health, and co-workers providing support by taking on extra duties. 

To conclude, the experience of disclosure involved stigma, but there were seven other 

factors interconnecting with stigma to influence perceptions of disclosure. 

5.3 Strengths 

 This study contains several strengths that are worthy of mention. For instance, 

this was the first study to document the experience of disclosure beyond the decision to 

disclose and impacts of mental health stigma. Furthermore, it was the first study to 

document the experiences of workplace disclosure within a Canadian national 

organization. Furthermore, this study contained responses from geographically diverse 

regions of the country, minus the northern territories. The use of grounded theory 

methodology and analysis provided a more comprehensive and theoretical understanding 

of the experience of disclosure. This approach also allowed for a visual representation of 

the emergent theory (see Figure 1). Moreover, the use of open-ended interviews provided 

an outlet for several participants who described the interview experience as cathartic and 

in some cases, therapeutic. For instance, one participant disclosed how much better he 

felt following the interview. For other respondents, they viewed their participation as a 

form of advocacy and they hoped to help others in similar situations. The use of open-

ended interviews also allowed for the collection of information rich data that exemplified 
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the experiences of disclosure in the workplace. It is unlikely that another methodology 

would have provided the same richness in data as grounded theory. This richness of data 

from across varied departments, geographic regions, and multiple job titles allows the 

data to be more easily transferred to similar organizations. To explain, organizations are 

likely to experience similar issues or concerns as the Co-operators because many of their 

employees have similar (transferable) skills to other organizations. For instance, many of 

the participants were professional office workers without specific education in mental 

health, which is likely the case for many organizations across Canada.  

5.4 Limitations 

Despite the important and novel findings of this study on mental health 

disclosure, there are multiple limitations that need to be addressed. One limitation of this 

study is the transferability of the findings due to a small number of participants, the 

individualized contexts of the data, and singular research setting (Lincoln & Guba, 1985). 

Although the criteria for saturation was met (Guest et al., 2006), it remains difficult to 

transfer the experiences of 25 individuals to a population of thousands or millions. 

Additionally, the data was highly individualized in that the stories were told from the 

perspective of one party in the disclosure process. As such, the information shared has 

not been corroborated by external information (e.g., discussion of events with the other 

party in the mental health disclosure). Instead information shared by respondents was 

considered a truthful representation of the incident(s) as opposed to an examination of the 

historical accuracy of the event(s). Finally, the study was conducted within a single 

organization that was unique in its structure and its industry. As a single case, it reduces 

the transferability to other businesses or industries. To minimize the effects of 
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transferability detailed background information about the participants and the 

organization were retained to help future researchers/consumers determine how 

transferable the data is to other organizations (Krefting, 1991; Lincoln & Guba, 1985). It 

is recommended that future research examine additional respondents (e.g., respondents 

from both sides of the disclosure) and consider participants from multiple organizations. 

 Another limitation is the influence of my previous education on the analysis of the 

data. Despite engaging in reflexive memo writing and discussing my findings with 

academic professionals throughout the data collection and analysis it is still possible that 

I made the data fit within the presented model. To further ensure this was not a concern, I 

have also presented these findings to a small group of individuals from the Co-operators 

and members of the outside community. They have expressed understanding of the model 

and have noted its usefulness for the development of intervention strategies. I will also be 

presenting the model to larger audiences in the coming months including dissemination to 

participants to ensure the model fits within their experiences. It is also possible, that my 

previous education and work experience helped to facilitate the conversations with 

participants. For instance, this education and experience allowed me to be more sensitive 

and empathic to their concerns, which may have helped participants feel at ease and less 

fearful of discussing their experiences with me. To further confirm the applicability of the 

model, future research should concentrate on applying the model in alternative business 

settings and social environments. 

A third limitation is the demographics of the participants. The majority of 

participants were female, indicating that our knowledge of the male experience with 

disclosure may be lacking. It should be noted, that this composition of females 
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corresponds with the company demographic structure. I also had significantly more 

difficulty recruiting people leaders to participate in this study. Furthermore, many of the 

people leaders volunteering to participate reported experiences with mental health 

concerns in their personal lives. As such, a selection bias may have occurred whereby 

people leaders with experiential knowledge were more likely to respond to the study 

advertisement. Additionally, no people leaders demonstrated or expressed overt stigmatic 

beliefs or behaviours. This suggests that people leaders with these beliefs chose not to 

volunteer or the participants may have chosen to hide these beliefs due to social 

desirability bias. Future research should include more male respondents and people 

leaders with a variety of views and experiences, including beliefs that are socially 

unacceptable. Lastly, the criteria for the study required a formal diagnosis of a mental 

health disorder for participants disclosing. As such, the experiences of employees with 

less severe psychological symptoms is missing from the data. Future studies should 

include the experiences of participants who exhibit less severe psychological symptoms 

to ensure a full understanding of disclosure in the workplace. 

5.5 Future Directions 

Several areas of future research have already been identified throughout this 

section.  In addition to these suggestions, future directions could focus on the strength of 

the interconnecting relationships. For example, statistical measures could be used to 

determine how closely the codes are connected or correlated to one another. Furthermore, 

similar measures could also be employed to better understand the impact of these codes 

on our perceptions of mental health disclosure in the workplace. Performing these 

additional analyses would provide confirmatory evidence of the interactions discovered 
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therefore, allowing for a more comprehensive understanding of the model. These 

additional analyses may also be used to develop a theoretical understanding from the 

concepts discussed within this study. This could be achieved by testing the components 

(e.g., factors and perception) of the model to prove or disapprove the findings. In 

addition, the additional analyses may be used to verify the conceptual model’s usefulness 

in other organizations. This could include using the model to inform or develop mental 

health strategies and initiatives. Future research could also focus on which factors have 

the biggest impact on changing negative perceptions or beliefs about mental health. By 

doing so, future strategies or initiatives could focus more heavily on these factors to help 

make a change within the work environment. 

Demographics of the participants could also be explored further. For instance, the 

participants in this study were predominantly Caucasian and their experiences are likely 

to differ significantly from non-Caucasians. As such, it is recommended that more 

research is conducted with a larger variety of ethnic groups. Furthermore, the theory of 

intersectionality could be applied to the code ‘identity’ to assess if there are any 

intersections between gender, class, sexuality, ethnicity, etc. that are impacting 

perceptions of disclosure. In addition, although there was an attempt to sample from a 

variety of geographic regions, many of the participants came from the Central region and 

most were urban dwellers. Future research should consider the experiences of individuals 

from other areas of the country including the northern regions (e.g. Yukon). Furthermore, 

the experiences of individuals in rural and remote areas should be explored further as 

their stories may differ from the ones we have heard.  
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5.6 Practical Implications 

It is my intent to use the findings of this study to generate change within Canadian 

organizations. I will begin with a formal report for the Co-operators documenting the 

strengths and weaknesses of the organization’s mental health culture, strategies, and 

initiatives. Following this report, I will begin to disseminate the larger concepts to other 

organizations across Canada. I will begin with local organizations and will expand to 

areas outside of Regina as requested. This work will be accomplished through 

consultation work, presentations, sharing results with employees, and information 

sessions. The results will also be made available to individuals with mental health 

conditions outside of the Co-operators, so they too can understand the benefits of 

disclosing and contexts in which it is safe to disclose. Lastly, I will use this research to 

inform the development of mental health strategies and courses of action that can be 

applied within a variety of organizations. These strategies and courses of action will be 

disseminated to additional organizations through lunch-learn presentations and by 

request.  

5.7 Conclusion 

The experience of mental health disclosure within an employment setting is not 

solely about the decision process or the impacts of stigma. It also includes understanding 

how disclosure is performed, to whom it is disclosed to, and the reactions that follow. 

This study found that the experience of disclosure is contingent upon how it is perceived, 

while these perceptions are influenced by eight interconnecting workplace factors (i.e., 

performance, symptoms, education, lived experience with mental health, identity, 

employer reactions, stigma, and advocacy). In fact, not one factor alone explained how 
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the experience of disclosure was perceived. To fully understand the perceptions of 

disclosure one must take a macroscopic view to see the interconnecting contexts or 

factors that are in play.  

Researchers have shown that disclosure of a mental health condition had positive 

effects on the mental health of employees (Corrigan et al., 2009; Peters & Brown, 2009; 

Szeto & Dobson, 2010), but what was missing from the literature was a conceptual 

understanding of the factors that fostered disclosure (Korsbek, 2013). The current study 

filled this gap in the research by presenting a conceptual model of the factors that 

influenced how we perceived disclosure in the workplace. By understanding perceptions 

we can then comprehend how individuals experience disclosure. Theoretically, if 

perceptions are positive then it is more likely that the experience with be positive leading 

to future disclosures in similar circumstances. As a result, this model can be used to 

develop practical solutions that aim to create and foster disclosure in the workplace (e.g., 

supportive people leaders). Moreover, future research could expand this model by 

applying it to different organizational environments and assessing how it impacts 

disclosure rates.  

The conceptual understanding of disclosure documented in this study can also be 

used to create social change by reducing stigma through knowledge and awareness 

campaigns. Lack of knowledge and education can breed fear and prejudice (Corrigan et 

al., 2008; Goffman, 1963). If individuals are exposed to more positive stories and 

examples of mental illness this fear may be diminished (Corrigan & Watson, 2007; Rüsch 

et al., 2005). This study substantiated these claims by documenting how experiential 

knowledge and educational opportunities positively influenced how disclosure was 



 

103 

 

perceived. Additionally, Corrigan et al. (2009) documented the positive impacts on gay 

men and lesbian women following disclosure of their sexual orientation. They suggested 

that similar feelings of empowerment and social change can also be fostered for 

individuals who disclosed a mental health concern (Corrigan et al., 2009). Their findings 

were confirmed by the current study through participant stories documenting how 

disclosure had empowered them to advocate, educate, and support other employees with 

similar concerns. 
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Footnotes 

1 The quotes and any demographic information used within this thesis were sent to 

participants for review prior to including them in the final thesis. Requests for minor 

changes (e.g. removal of “you know”) and/or complete removal of quotations were 

adhered to. 

2 I have intentionally refrained from including direct participant quotes in this section on 

identity to perserve the anonymity of the participants. There were a small number of non-

caucasian participants, therefore including their stories would only help to identify them. 

Furthermore, any other quotes used under their participant number will also be 

identifiable.  
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Table 1. Participant Demographics 

 

Participant Demographics 

 

 

 

 

 

 

 

 

 

 

 

  

Participant 

# 

 

Group Length of 

Service 

(years) 

Gender Age 

(years) 

P101 

(Excluded) 

Employee >20 F 50 - 59 

P102 People Leader 10 – 19 F 30 - 39 

P103 Employee 0 – 9 F 40 - 49 

P104 Employee 10 - 19 M 30 - 39 

P105 Employee 0 – 9 F 20 - 29 

P106 People Leader >20 F 50 - 59 

P107 People Leader 10 – 19 F 30 - 39 

P108 Employee 10 – 19 F 50 - 59 

P109 Employee 0 – 9 F 30 - 39 

P110 Employee 0 – 9 F 40 - 49 

P111 People Leader 0 - 9 F 40 - 49 

P112 People Leader 0 - 9 F 30 - 39 

P113 Employee 0 - 9 F 20 - 29 

P114 Employee 0 - 9 F 30 - 39 

P115 Employee 0 - 9 F 40 - 49 

P116 Employee 10 - 19 F 50 - 59 

P117 People Leader >20 M 40 - 49 

P118 Employee 0 - 9 F 20 - 29 

P119 People Leader >20 M 60 - 69 

P120 People Leader >20 M 50 - 59 

P121 People Leader 10 – 19 F 40 - 49 

P122 Employee 0 - 9 F 40 - 49 

P123 Employee 0 - 9 F 20 - 29 

P124 People Leader 10 – 19 F 40 - 49 

P125 People Leader >20 F 40 - 49 

P126 People Leader >20 F 40 - 49 

Note. To protect the identity of participants, some demographic information 

(e.g., region and ethnicity) have been excluded from this table. The 

participant numbers have also been randomly assigned to ensure further 

confidentiality. 
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Figure 1. Influencers on Perceptions of Disclosure 
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Figure 2. Memo-Writing: Drawings during the Selective Coding Phase 
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Figure 3. First Conceptual Drawing of the Hexagon 
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Figure 4. Memo-Note: Initial Drawings 

 

Figure 2. The top image represents a schematic drawing of how employees experienced 

disclosure. The bottom image represents a schematic drawing of how people leaders 

experienced disclosure. The acronyms within the drawing correspond to the acronyms 

used during the open coding process (see Appendix E). Acronyms not in the open codes 

include Rs (Reasons), PR (Positive Reaction), NR (Negative Reaction), PIP 

(Performance Improvement Plan), and W (Workplace Accommodations) 
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Appendix A: Research Ethics Board Certificate of Approval 
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Appendix B: Intranet Announcement (Co-operators “The Source”) 

Cost of Mental Illness:  

It is estimated that in any given year approximately 25% of the Canadian population will 

suffer from a mental health issue. Canadian employers will lose approximately $6 billion 

in productivity attributed to absenteeism and presenteeism (presenting to work, but being 

unable to work). It is further estimated that only 33% of those with a mental illness will 

access required services and treatment, which may further exacerbate any workplace 

difficulties (Statistics Canada, 2003).  

Benefits of Disclosure: 

Research has shown that are many benefits to disclosing a mental health concern. These 

include: 

 Workplace accommodations  

 Reduction of mental health stigmas 

 Reduced stress 

 Discovery of formal and informal supports  

Unfortunately, there are a lack of studies examining disclosure in an employment 

setting. The objectives of this study are to understand the processes that lead to 

disclosure, and to document the experiences of disclosure within employment settings.  

 Research questions 

1) What are the experiences of employees who disclose a mental illness to their 

employers?  

2) What are the experiences of managers whose employees have disclosed a mental 

illness?  
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We need Volunteers! 

We need 24 participants from across the group of companies to take part in an 

anonymous interview (approx. 1hr) Identities of all participants will be kept strictly 

confidential and any identifying attributes will be removed from any written analyses. 

To be eligible, volunteers must have a formal mental health diagnosis and have disclosed 

said diagnosis to their employer OR managers/directors/etc must have had a staff member 

disclose a mental illness to them.   
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Appendix C: Recruitment Poster 

Department of Psychology 

University of Regina 

PARTICIPANTS NEEDED FOR RESEARCH IN ISSUES OF MENTAL HEALTH  

Have you disclosed a mental health diagnosis to your supervisor or manager? If you are 

in management has an employee disclosed to you?  

If yes, then we want to hear from you! 

As a participant in this study, you will be asked to take part in an anonymous interview 

about your experiences with a disclosure of a mental health diagnosis. Your participation 

would involve 1 interview session, approximately 60 minutes in length. For more 

information about this study, or to volunteer for this study, please contact: 

Nichole Faller, B.A. (Hons) 

Clinical Psychology Master’s Student 

Department of Psychology 

Advisor: Dr. Mary Hampton at 

306-530-8040 

Email: faller2y@uregina.ca 

This study has been approved by the University of Regina Research Ethics Committee. 
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Appendix D: Research Ethics Board Amendment Approval 

 

 

 

 

 

  



 

129 

 

Appendix E: Consent Form (Employee Group) 

Title: A Qualitative Examination of Mental Health Disclosure in the Workplace 

Researcher: Y. Nichole Faller, Clinical Psychology Master’s Student, University of 

Regina, Regina, Saskatchewan, nichole.faller@uregina.ca 

Supervisor: Dr. Mary Hampton, Professor, Department of Psychology, University of 

Regina. Phone: 306-585-4826, mary.hampton@uregina.ca 

Introduction:  The objectives of the proposed study are to document the experiences of 

those who have disclosed within an employment setting. Documenting the experiences of 

disclosure will provide valuable insights into possible methods of disclosure promotion 

with the intent of maximizing benefits such as: Workplace accommodations, reduced 

stigmatic attitudes, increased self-efficacy, etc..  

Procedure: We are asking you to participate in an open-ended interview based on a 

series of specific questions asking you to describe your experience disclosing your 

diagnosis. The interview will be one hour or less in length, and will be audio taped and 

transcribed.  Please feel free to ask any questions regarding the procedures and goals of 

the study or your role. 

Risks and Benefits: There is a small possibility that your employer will be able to 

identify you as a participant through direct quotations in the final product. This risk will 

be minimized by allowing you to review your quotations and the final draft before it is 

released to the public. There is also a small possibility of stigma, ostracization, or 

negative judgments as a result of participating in this study. The risk of this occurring is 

reduced since disclosure of a mental health concern has already occurred. Furthermore, 

steps (e.g. removal of identifying information from the final product) have been taken to 
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ensure your confidentiality, privacy, and anonymity. This project will contribute to a 

greater understanding of the contexts and experiences of individuals who disclose within 

a workplace. If you feel any discomfort during the course of the interview or feel that you 

cannot continue, the interview will be stopped immediately and you will be referred to 

your Employee Assistance Program or Dr. Mary Hampton, a registered Saskatchewan 

clinical psychologist, at 306-585-4826 for support.   

Research Personnel: This project is being conducted by Y. Nichole Faller and Dr. Mary 

Hampton of the University of Regina. If you have any questions about the project, please 

feel free to contact the researchers at faller2y@uregina.ca  

Confidentiality: Any information derived from your participation in this project will be 

kept confidential by the researchers. The audio tapes and transcribed written records will 

be stored securely, will be available only to the researchers, and will be destroyed in 

seven years. Data from the interviews will only be used for the purposes of this project, 

and names and other identifying information will be omitted or disguised in any 

presentations or publications of the analysis of the data.  All communications by email 

will be kept confidential, will be accessed only by the researchers for the purpose of this 

study, and will be deleted upon completion of the study.  There are no risks involved in 

contacting this secure and confidential email address. 

Voluntary Participation: Participation in this project is completely voluntary. You can 

decline participation or withdraw from the study with no negative consequences until 

December 31, 2016. After this date, it is possible that some results have been analyzed, 

written up, and/or presented and it may not be possible to withdraw your data.  You have 

the right to answer only those questions that you feel comfortable in answering.  Whether 
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you choose to participate or not will have no effect on your access to services or how you 

will be treated. 

Follow up: To obtain a transcript of your interview or a copy of the completed study 

please indicate below or contact the researcher at faller2y@uregina.ca. If the transcript or 

completed study are sent via Dropbox at the participant’s request the participant should 

be aware that the data on Dropbox is stored within the US and thus falls under the US 

Patriot Act.   

Ethics Approval: This project was approved by the Research Ethics Board, University of 

Regina. If you have any questions or concerns about your rights or treatment as a 

research participant, you may contact the Chair of the University Research Ethics Board 

at 585-4775 or by e-mail at research.ethics@uregina.ca.  

Consent Statement 

Having read the above, I agree to voluntarily participate in this project. The procedure 

and goals of the project have been explained to me and I understand them. I understand 

that I am free to withdraw from this project until December 31, 2016. I also understand 

that, although data from this study may be presented and published, my identity will be 

kept confidential. Finally, I acknowledge that I have received a copy of this consent form 

for my records.  

______________________________        ______________________________      

____________ 

(signature of participant)   (signature of researcher)  

 (date) 

I have received a copy of the consent form: ____ yes   ____ no 

mailto:faller2y@uregina.ca
mailto:research.ethics@uregina.ca
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Would you like to see a copy of the transcript of your interview?   Yes    No 

Would you like to see a copy of the completed study?    Yes   No 
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Consent Form (People Leaders) 

Title: A Qualitative Examination of Mental Health Disclosure in the Workplace 

Researcher: Y. Nichole Faller, Clinical Psychology Master’s Student, University of 

Regina, Regina, Saskatchewan, nichole.faller@uregina.ca 

Supervisor: Dr. Mary Hampton, Professor, Department of Psychology, University of 

Regina. Phone: 306-585-4826, mary.hampton@uregina.ca 

Introduction:  The objectives of the proposed study are to document the experiences of 

those who have been disclosed to within an employment setting. Documenting the 

experiences of disclosure will provide valuable insights into possible methods of 

disclosure promotion with the intent of maximizing benefits such as: Workplace 

accommodations, reduced stigmatic attitudes, increased self-efficacy, etc..  

Procedure: We are asking you to participate in an open-ended interview based on a 

series of specific questions asking you to describe your experience with an employee who 

has disclosed. The interview will be one hour or less in length, and will be audio taped 

and transcribed.  Please feel free to ask any questions regarding the procedures and goals 

of the study or your role. 

Risks and Benefits: There is a small possibility that your employer will be able to 

identify you as a participant through direct quotations in the final product. This risk will 

be minimized by allowing you to review your quotations and the final draft before it is 

released to the public. There is also a small possibility of stigma, ostracization, or 

negative judgments as a result of participating in this study. The risk of this occurring is 

reduced since disclosure of a mental health concern has already occurred. Furthermore, 

steps (e.g. removal of identifying information from the final product) have been taken to 
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ensure your confidentiality, privacy, and anonymity. This project will contribute to a 

greater understanding of the contexts and experiences of individuals who disclose within 

a workplace. If you feel any discomfort during the course of the interview or feel that you 

cannot continue, the interview will be stopped immediately and you will be referred to 

your Employee Assistance Program or Dr. Mary Hampton, a registered Saskatchewan 

clinical psychologist, at 306-585-4826 for support.   

Research Personnel: This project is being conducted by Y. Nichole Faller and Dr. Mary 

Hampton of the University of Regina. If you have any questions about the project, please 

feel free to contact the researchers at faller2y@uregina.ca  

Confidentiality: Any information derived from your participation in this project will be 

kept confidential by the researchers. The audio tapes and transcribed written records will 

be stored securely, will be available only to the researchers, and will be destroyed in 

seven years. Data from the interviews will only be used for the purposes of this project, 

and names and other identifying information will be omitted or disguised in any 

presentations or publications of the analysis of the data.  All communications by email 

will be kept confidential, will be accessed only by the researchers for the purpose of this 

study, and will be deleted upon completion of the study.  There are no risks involved in 

contacting this secure and confidential email address. 

Voluntary Participation: Participation in this project is completely voluntary. You can 

decline participation or withdraw from the study with no negative consequences.  You 

can freely withdraw your data from the study until December 31, 2016 After this date, it 

is possible that some results have been analyzed, written up, and/or presented and it may 

not be possible to withdraw your data.  You have the right to answer only those questions 
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that you feel comfortable in answering.  Whether you choose to participate or not will 

have no effect on your access to services or how you will be treated. 

Follow up: To obtain a transcript of your interview or a copy of the completed study 

please indicate below or contact the researcher at faller2y@uregina.ca 

Ethics Approval: This project was approved by the Research Ethics Board, University of 

Regina. If you have any questions or concerns about your rights or treatment as a 

research participant, you may contact the Chair of the University Research Ethics Board 

at 585-4775 or by e-mail at research.ethics@uregina.ca.  

Consent Statement 

Having read the above, I agree to voluntarily participate in this project. The procedure 

and goals of the project have been explained to me and I understand them. I understand 

that I am free to withdraw from this project until December 31, 2016. I also understand 

that, although data from this study may be presented and published, my identity will be 

kept confidential. Finally, I acknowledge that I have received a copy of this consent form 

for my records.  

______________________________        ______________________________      

____________ 

(signature of participant)   (signature of researcher)  

 (date) 

I have received a copy of the consent form: ____ yes   ____ no 

Would you like to see a copy of the transcript of your interview?   Yes    No 

Would you like to see a copy of the completed study?    Yes   No 

 

mailto:research.ethics@uregina.ca
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Appendix F: Interview Guide 

(Describe the project and the interview process; review interview guide with participant) 

Date: 

Place: 

Interviewer: 

Interviewee: 

Gender: 

Age: 

Ethnicity: 

Employment Status: 

Length of time working for Co-operators: 

Diagnosis: 

Date of Diagnosis: 

In counseling/treatment? Describe treatment 

Date of first disclosure in the workplace (approximate)? 

Purpose: I am interested in understanding the experiences of employees who have 

disclosed a mental illness 

Employees who have disclosed probing questions: 

1. Who have you revealed your diagnosis to? 

2. Why did reveal/not reveal your diagnosis? 

3. What happened when you revealed/did not reveal your diagnosis? 

4.  If someone has disclosed to you what was your reaction?  

5. Is there anything I have not asked you that I should have asked you? 
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Non-verbal cues: 

People leaders who have been disclosed to probing questions: 

1. Who revealed their diagnosis to you (i.e., co-worker, junior employee)? 

2. Why did they reveal their diagnosis? 

3. What happened when their diagnosis was revealed to you? 

4.  What action(s) did you take after the diagnosis was revealed? 

5.  Did your views/opinions of the employee change? 

6. Is there anything I have not asked you that I should have asked you? 

Non-verbal cues: 
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Appendix G: Open Coding Categories 

A – Advocacy – any mention of advocating or wanting to help others; public figures 

talking about mental health 

D – Disclosure- anything related to disclosing 

E – Employment – status, type of job, length of time on job, education, comparison to 

past employers; workplace culture 

Ed – Education – anything related to education or lack of education 

Ex – Lived experience - Personal experience w/mental health 

I – Identity – when disclosure is impacted by other marginalized identities (e.g., gender); 

mention of ethnicity/culture  

Im – Improvements – any suggestions for improvements (e.g., work, symptoms) – coded 

primarily for Co-operators report and for suggested future directions 

P – Performance – issues w/performance at work/school (e.g., presenteeism) 

Pc – Perception – talking about how things are perceived by staff/managers 

R – Reactions – reactions to mental health; others’ reactions/participants’ reactions) 

Rs – Reasons – reasons for wanting to participate; reasons for disclosure or nondisclosure 

S – Stigma – anything related to stigma; confidentiality; worry about work impact  

Sx – Symptoms – any description of mental health symptoms or the cause of symptoms 

Su – Supports – discussion about supportive behaviours, supportive culture, or lack 

thereof 

Tx – Treatment – anything related to treatment of a Mental Illness 

W – Workplace Accommodations/Strategies – any suggestion of workplace 

accommodations or lack thereof – sub category under  



 

139 

 

Appendix H: Original Open Coding Categories 
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Appendix I: Memo-writing during the selective coding phase 

 

Performance 

- Poor attendance/performance is the first sign and often opens the conversation 

between people leader (PL) and employee - DISCLOSURE 

o Lack of motivation/drive was also a conversation opener 

o Watch for increased sick days after years of no sick days 

o Impact on employee and the team 

o Managers who have EXPERIENCE with mental health seem to be better 

at seeing symptoms over performance 

- SYMPTOMS can impact performance in a negative way: 

o Managers want to know how to SUPPORT employee/team when 

symptoms are present 

o Managers not comfortable discussing SYMPTOMS/mental health will 

defer to human resources, external services, and/or employee assistance 

program 

o Team SUPPORT is more relevant in small departments/offices where only 

one person does the job 

o Team morale can be affected if mental health is not understood or 

communicated – need something they can relate too (LIVED 

EXPERIENCE) 

- Employees who cannot recognize or admit SYMPTOMS are difficult to 

accommodate due to (NONDISCLOSURE): 

o Limited PL’s ability to ACCOMMODATE the employee 

o Led to a lack of understanding – negative REACTIONS  

o Lack of treatment 

o Worsening PERFORMANCE with limited abilities to help 

- Negative impacts on PERFORMANCE and SYMPTOMS: 

o High stress jobs/Over worked – lack of PL recognition 

o Medication changes 

o External factors (e.g., divorce) 

- STIGMAs about SYMPTOMS/DIAGNOSIS can negatively impact 

PERFORMANCE 

o Employees want to do well (STIGMA) and poor performances will impact 

SYMPTOMS 

o People want to work!! STIGMA 

o Employees fear that the MHC will overshadow their performance when 

being considered for a promotion (STIGMA) 

o Poor employee PERFORMANCE is stressful on PLs - could lead to 

negative REACTIONS – employees as number 

 

Symptoms 

- Symptoms influenced by: 

o Stress 

 Personal – move, divorce, pregnancy, death in family, miscarriage 
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 Work – poor PERFORMANCE 

o TREATMENT  

 Bad: “Fine then they are not”; side effects 

 Good: Can manage symptoms; exercise 

o Work environment – i.e., working from home can increase isolation 

o Biology  

- Impact of symptoms: 

o Work – Paralyzing panic; sleeplessness 

o Personal  

o Perceptions – can turn minimal events into critical things 

- Recognition of symptoms at work - visibility 

o Workplace behaviours that are not “normal”  

 Affects PERFORMANCE and other employees (REACTIONS) 

o Understanding triggers for symptoms can lead to ACCOMMODATIONS 

o Helping staff deal with symptoms while at work (SUPPORT) 

o Discussing symptoms: 

 Recognition can lead to discussion about symptoms 

(DISCLOSURE) 

 People are hesitant to discuss visible symptoms outright with staff 

they are not close with (DISCLOSURE) 

 Symptoms can be difficult to explain to someone else  

 Not acknowledging or recognizing how symptoms are impacting 

PERFORMANCE can lead to termination 

o Fighting STIGMA surrounding symptoms  

 “Symptoms are hard to fake” 

 Through DISCLOSURE – refusal to hide symptoms 

o There was a consensus that staff should understand the basic signs/ 

behaviours (EDUCATION) 

o EXPERIENCE: 

 Helps people see symptoms in others 

 Helps people understand behaviours better 

- Not talking about symptoms due to: 

o STIGMA 

o Self-STIGMA 

 

Treatment 

- Referral: 

o Self 

o Employer – after disclosure of concerns 

- Type of Tx: 

o Family Doctor 

o Counselor – psychologist, coach, psychiatrist 

o Medication 

o Group therapy 

o Exercise 

o Shock Therapy 
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- Effects of Tx: 

o Medication changes can disrupt performance  

o TX was helpful 

o Disclosure of Tx: 

o To help others 

o To show they were working on improving their symptoms 

o To allow for WORKPLACE ACCOMMODATIONS 

o To receive workplace benefits 

- PERCEPTIONS about TX: 

o If you are sick and don’t get help you are taxing the system – no Excuses – 

Get help  

o STIGMA 

o It won’t work 

o Having to explain SYMPTOMS to multiple people 

o Cost 

o Belief that they can find it without TX  

o Taking time to get to the appointment 

 

Reasons 

- For DISCLOSURE: 

o Part of work forms filled out at the beginning of employment 

o Feeling of safety 

o Explanation for missed work/poor PERFORMANCE 

o Explanation for SYMPTOMS at work 

o To remove STIGMA 

o To let others know they are not alone 

- For ADVOCACY/Participating in the study: 

o To show that STIGMA is not present in every work environment 

o To educate people on SYMPTOMS 

o To let people know the services are great (WORKPLACE 

ACCOMMODATIONS) 

- For why there is STIGMA: 

o Viewed as a victim/weak 

- For SYMPTOMS: 

o External stressors – i.e., pregnancy, grief, divorce 

o Work Stressors  

o Fear of uncertainity 

o Biology 

 

Disclosure 

- Things that help disclosure: 

o Trust – close friends, co-workers, understanding PL 

 OPENNESS of PL – if they show vulnerability or show a personal 

side they will be more trusted 

o No judgments 

o Progressive work culture – mental health is as impt as physical health 
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o Others talking about their MHC Publically/privately – Disclosure breeds 

disclosure – even PL talking about how they have dealt with it 

o Wanting to help others 

o Discussion of SYMPTOMS  

 To show SUPPORT 

 Set up WORKPLACE ACCOMMODATIONS 

o When SYMPTOMS (severity impact PERFORMANCE DISCLOSURE is 

almost necessary 

- Reasons for Nondisclosure: 

o STIGMA 

 Used against person/other ees in work environment 

 Lack of SUPPORT – i.e., “you will be fired if you show up drunk” 

 Sign of weakness 

o Difficult emotions 

o Fear of saying the wrong thing to staff leads to no discussion which limits 

disclosure (EDUCATION/LIVED EXPERIENCE) 

o Lack of insight in MH 

- Benefits of Disclosure: 

o SUPPORT 

o Improvement of SYMPTOMS 

o Access to WORKPLACE ACCOMMODATIONS 

o PLs can recognize individual SYMPTOMS better and triggers 

o Co-workers could have more empathy/understanding leading to better 

REACTIONS/SUPPORT 

o Reduction of Stigma – in cases where SUPPORT has been provided 

o Increased EDUCATION of SYMPTOMS 

- Consequences of Nondisclosure 

o Performance improvement plan 

o Termination 

o Lack of evidence for disability benefits 

o No SUPPORT/WORKPLACE ACCOMMODATIONS 

 

Stigma 

- Beliefs about mental health: 

o SYMPTOMS are unpredictable 

o SYMPTOMS are invisible 

o Weakness 

o UNEMPLOYABLE or unable to handle stress of the job 

o Faking SYMPTOMS 

o Lazy – not wanting to work 

- Due to lack of KNOWLEDGE 

- Due to cultural/gender beliefs (INTERSECTIONALITY) 

- Things that reduce stigma: 

o Knowing the disclosee will understand and be SUPPORTive 

o Talking about positive experiences of DISCLOSURE 
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o PERSONAL EXPERIENCE with mental health can reduce stigmatic 

thoughts/behs 

o Gaining knowledge/EDUCATION on mental health  

o Treating MH the same as physical health 

- Consequence of Stigma: 

o Negative impact on SYMPTOMS 

o Fear of PERFORMANCE Issues 

o NonDISCLOSURE 

o Fear of EMPLOYMENT issues  

 

Intersectionality 

- Female in a male dominated field – MHC were an added strike 

- MHC for males is difficult because they are PERCEIVED as weak  

o Not all men felt this way 

o Not all women are nurturers 

- MHC could be more STIGMATIZED in certain cultures 

o Suicide in the East Indian community 

o Chinese PL focused on PERFORMANCE 

o Latin American employee describing how MHC is not DISCLOSED in 

home county 

 

Experience with Mental Health 

- **Changes PERSPECTIVE** 

- Deeper understanding of MH - EDUCATION 

o Can recognize SYMPTOMS 

o Can recognize triggers 

o Providing better SUPPORT 

- Belief that only those who have experienced MHC will understand it 

- Knowledge of MHC should come from those who have experienced it 

EDUCATION 

- Could lead to less STIGMA 

 

Education 

- Education to understand SYMPTOMS 

o What are the SYMPTOMS 

o How SYMPTOMS impact functioning/behaviour (PERFORMANCE) 

o How to support SYMPTOMS  

o What triggers SYMPTOMS 

o Prevention of SYMPTOMS 

- Education to reduce STIGMA 

- Education on available resources (WORKPLACE ACCOMMODATIONS) 

 

Employment 

- Workplace culture influences DISCLOSURE 

o DISCLOSURE 
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 MH is treated the same as PH 

 Resources are available to staff to help them manage MHC 

(WORKPLACE ACCOMMODATIONS/SUPPORT) 

 Mission statements 

 Discussions on MHC – public/private 

 Open/Understanding PLs 

 You are more than an employee** 

o NONDISCLOSURE 

 STIGMA responses to MHC (REACTIONS) 

 Oppressive environment – particularly for the marginalized 

 Untrusting co-workers/PLs 

 STIGMA: Belief that employee cannot PERFORM duties (i.e. too 

stressful) 

 STIGMA: Fear of influencing future employment (i.e. references) 

- Cost to company may influences the company’s response/REACTION to MHC 

- WORKPLACE ACCOMMODATIONS  

o Are easier with fewer staff/responsibilities 

o Dependent on the type of job 

- Type of job and past work experience influence PERCPECTIVE of MHC 

- Workplace influence on SYMPTOMS: 

o Negative: 

 Work from home situations may be detrimental to SYMPTOMS 

(i.e., isolation, not seeing sxs, triggers) 

 RTW to a lesser position can demoralize employee  

 SYMPTOMS can influence how the employee PERCEIVES 

REACTIONS of workplace situations 

 Workplace stress can negatively impact SYMPTOMS 

 Poor understanding of MHC  

o Positive: 

 WORKPLACE ACCOMMODATIONS allow employees to work 

which can have a positive influence on SYMPTOMS 

Reactions 

- Impact on disclosure or future disclosure: 

o Positive Impact 

 PLs providing SUPPORT 

 MH is same as PH 

 Sharing LIVED EXPERIENCES with someone who is suffering 

 Providing information on resources/SUPPORT 

 Starting the discussion on MHC when PERFORMANCE is poor 

o Negative Impact 

 Used against the employee (STIGMA) 

 Even with LIVED EXPERIENCE STIMATIC beliefs can come 

forward 

 Assumptions about SYMPTOMS impacting PERFORMANCE 

 Being treated differently when RTW occurred (STIGMA) 
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 Vocalizing negative beliefs about taking time off for MHC 

(STIGMA) 

 Fear of discussing MHC (STIGMA) 

 Reacting only to impacted PERFORMANCE – need to see bigger 

picture 

- How MHC impact reactions: 

o Co-workers picking up the slack may feel stressed leading to negative 

reactions 

 Counteract by: 

 Helping co-workers understand/empathize with the 

situation 

 Reward co-workers for picking up the slack 

o PERCEPTION of reactions can be distorted by SYMPTOMS 

o NONDISCLOSURE impacts how you perceive the situation  

o Staff with previous performance issues/negative attitudes may receive less 

empathy 

- External stressors impact how patient the reaction is  

- To change PERSPECTIVES you need to understand how people will react (e.g., 

drivers) 

 

Support 

- For the individual: 

o From the PL  

 Understanding triggers to help prevent them through 

ACCOMMODATIONS 

 Explaining the WORKPLACE ACCOMMODATIONS/resources 

available 

 Show of SUPPORT leads to DISCLOSURE 

o From co-workers 

 Social aspect of coming into work 

 Show of SUPPORT leads to DISCLOSURE 

o From the community – reports of limited SUPPORT and good SUPPORT 

o LIVED EXPERIENCES facilitate support 

o From the company as a whole 

- For the team: 

o How does the team handle the extra work? 

o How does the team handle visible SYMPTOMS at work? 

- For PLs: 

o Accommodating a PL who is ACCOMMODATING a staff member 

o PLs with EXPERIENCE as a resource/support for other PLs 

o EDUCATION on symptoms and how to address them/handle them 

- SYMPTOMS  

o May negatively impact support – push people away 

o Need to understand SYMPTOMS to know you need support 

- DISCLOSURE – SUPPORT – improved PERFORMANCE 
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Advocacy 

- DISCLOSURE BREEDS DISCLOSURE 

- To help others: 

o Realize they are not alone 

o Provide SUPPORT 

o With WORKPLACE ACCOMMODATIONS/resources 

o EDUCATE others on MHC 

o Make changes to the EMPLOYMENT culture 

o Community change 

- To help self – talking decreases SYMPTOMS 

- To reduce STIGMA 

o It is common 

o Can happen to anyone 

- Method of helping: 

o Approaching person individually 

o Celebrities talking 

o Personnel talking – more impact 

- Barriers to ADVOCACY: 

o Not knowing the person 

o STIGMA 

 

Perception 

- Perception warped by SYMPTOMS 

- Lack of understanding about mental health (EDUCATION) leads to thoughts like: 

o There are hidden agendas 

o Mental health is just something you “get over” 

- EXPERIENCE with mental health lead to a deeper understanding 

(EDUCATION) 

- External factors (e.g., high stress at home, life stage) will impact 

PERCEPTION/patience 

- Uncertainty about how people are going to REACT or STIMGA attitudes led to 

uncertainty about disclosing 

- Role/EMPLOYER will impact how mental health is perceived 

- IDENTITY/CULTURE impacts how mental health is perceived/disclosed 

- Past EXPERIENCE with a mental health DISCLOSURE will impact current 

PERCEPTION 

 

Workplace Accommodations – Moved under Support 

Accommodations Provided: 

- Work reduced hours 

- Time off for appointments 

- Employee assistance programs (Lifeworks) 

- Money spent on MHC 

- Extra attempts at writing exams 

- Early Intervention team 
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- Reduction of workload 

- Extra days off 

- Alternative personal meetings – walks around the grounds 

 

Recommended Accommodations: 

- Variety of study materials (e.g., classroom vs books, Internet delivered) 

- Quiet working spaces 

- Discussion of what accommodations are required 

- Education for staff on: 

o How to handle MHC or SYMPTOMS present in the workplace 

o Available resources 

 


